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ADDRESSES   MADE  AT  THE   UNVEILING 
OF   DR.   McCAIN'S   PORTRAIT 


INTRODUCTION  OF  SPEAKER 
Paul  F.  Whitaker,  M.D.* 

KiNSTON 

As  chairman  of  the  McCain  ^Memorial 
Committee  of  our  Medical  Society,  appointed 
by  President  Robertson,  I  am  privileged  and 
honored  to  have  a  small  part  in  this  occasion 
which  honors  the  memory  of  a  beloved  col- 
league who  lived  so  fully  and  so  usefully. 
As  most  of  us  know,  the  portrait  to  be  pre- 
sented today  was  made  possible  by  the  mem- 
bership of  the  North  Carolina  profession, 
who  loved,  honored,  and  respected  Paul 
McCain. 

I  am  sure  that  you  would  want  me,  as  your 
representative  on  this  occasion,  to  express 
thanks  to  a  number  of  people  who  have  had  a 
part  in  the  consummation  of  this  memorial. 
To  Dr.  Donald  Koonce  and  the  other  mem- 
bers of  his  committee  who  raised  funds,  and 
to  every  member  of  our  Society  who  contrib- 
uted, we  are  grateful.  To  President  Robert- 
son and  Secretary  McMillan  our  Committee 
expresses  appreciation  for  their  cooperation 
and  support.  To  Dr.  Stuart  Willis,  superin- 
tendent of  the  Sanatorium,  to  Mr.  Charles 
Cannon  of  the  Sanatorium  Board,  and  to 
Mrs.  McCain,  who  met  and  advised  with  us 
often,  we  are  also  grateful.  And  finally  to 
Dr.  Coppridge  and  Dr.  Hubbard,  the  other 
members  of  your  Committee,  who  have  so 
generously  given  their  time,  their  efforts  and 
their  thoughts,  I  express  both  personal  and 
official  thanks.  I  assure  you  that  this  me- 
morial has  been  a  "labor  of  love"  for  all 
concerned,  and  that  we  are  happy  and  grate- 
ful to  have  had  this  expei'ience. 


*  Chairman,    McCain    Memorial    Committee,    Medical    Society 
of  tlie  State  of  N'ortli  Carolina. 


It  is  neither  my  purpose  nor  my  assign- 
ment to  eulogize  the  memory  of  our  departed 
colleague.  We  have  with  us  a  distinguished 
visitor  who  is  privileged  to  honor  himself 
and  us  by  this  assignment.  Suffice  it  for  me 
to  say  that  all  of  us  loved  and  honored  Paul 
McCain,  and  that  we  are  gathered  here  today 
to  pay  humble  tribute  to  his  memory,  and 
to  his  warm  and  generous  spirit.  I  know  of 
no  citizen  who  served  his  state  more  usefully. 
I  know  of  no  man  who  lived  more  beautifully 
than  he  did.  I  know  of  no  man  who  was  more 
devoted  to  truth,  and  I  know  of  no  man  who 
was  more  filled  with  human  kindness,  which. 
is  the  essence  of  goodness,  than  was  he. 
Certainly  his  multiple  accomplishments  and 
his  immortal  spirit  will  be  projected  forever 
into  the  future  service  of  mankind. 

It  is  now  my  privilege  and  honor  to  pre- 
sent the  distinguished  guest  and  speaker  for 
this  occasion.  He  was  born  in  the  state  of 
Kentucky.  He  graduated  at  the  University 
of  Wisconsin.  He  spent  a  part  of  his  boy- 
hood in  the  beautiful  Carolina  country 
around  Asheville.  He  traveled  to  the  far 
West,  and  lived  for  a  time  in  New  Mexico. 
He  is  a  man  who  overcame  disease  and  phy- 
sical handicap  to  obtain  his  present  high 
position.  Many  accomplishments  too  numer- 
ous to  name  have  marked  his  life.  He  was  a 
successful  lawyer  and  an  able  teacher.  He 
served  as  dean  of  the  Law  School  of  Wash- 
ington University,  and  was  also  dean  of  the 
University  of  Iowa.  He  was  appointed  by 
the  late  President  Roosevelt  to  the  United 
States  Circuit  Court  of  Appeals,  and  at  pres- 
ent he  is  a  member  of  the  highest  and  great- 
est tribunal  in  our  blessed  and  mighty  nation. 
And  last,  but  not  least,  he  was  a  friend  and 
former  patient  of  Paul  McCain.  At  this  very 
busy  and  exacting  period  in  this  year  of 
his  life,  he  has  taken  time  from  his  mani- 
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fold  responsibilities  to  honor  us  with  his 
presence  here  today,  and  to  pay  tribute  to 
the  memory  of  one  whom  he,  like  us,  loved 
and  respected  so  much.  We  are  grateful  for 
his  presence.  I  am  honored  and  privileged  to 
present  to  you  a  distinguished  and  useful 
leader  and  citizen,  Mr.  Justice  Wiley  Rut- 
ledge  of  the  Supreme  Court  of  the  United 
States. 

TRIBUTE  TO  PAUL  P.  McCAIN 

Wiley  Rutledge* 

Washington,  D.  C. 

"Greater  love  hath  no  man  than  this,  that 
a  man  lay  down  his  life  for  his  friends." 
(John  XV:13)  These  words  aptly  describe 
the  life  and  the  death  of  Paul  McCain.  That 
is  true  in  the  sense  of  their  more  literal  and 
usual  understanding.  His  life  was  taken 
away  suddenly  and  too  early  when  and  be- 
cause he  was  about  his  business  of  saving 
the  lives  of  others.  As  truly  as  the  man  who 
loses  his  life  in  some  crisis  by  a  heroic  sur- 
render to  rescue  another,  he  made  his  own  a 
sacrifice. 

But  the  words  of  our  text  have  another, 
a  deeper  and  a  truer  meaning.  It  does  not 
detract  from  the  heroism,  the  courage,  or  the 
spontaneous  unselfishness  of  him  who  leaps 
suddenly  and  sacrificially  to  the  aid  of  one 
endangered.  But  the  text  applies  as  well,  I 
think,  to  one  who  gives  his  life,  not  merely 
at  its  end,  but  his  whole  life  to  the  saving 
of  others'.  This  too  Paul  McCain  did.  He 
fulfilled  the  text  in  both  of  its  meanings. 
Few  do. 

In  speaking  of  another  who  has  saved 
one's  life,  or  had  a  large  hand  in  doing  so, 
it  is  more  appropriate  to  speak  with  honest 
and  sincere  restraint  than  fulsomely.  For 
such  words  come  too  easily  and  no  words  can 
repay  the  debt.  In  common  with  most  of  you 
here  and  thousands  of  others,  I  stand  under 
this  debt  and  this  duty. 

Paid  McCai)i  as  Plujsician 

It  was  thirty-two  years  last  July  since  I 
first  came  to  this  place  and  to  Paul  McCain's 
ministry.  Then  it  was  just  well  begun.  I 
came  fearfully,  seriously  stricken  in  body, 
downcast  in  mind  and  hope.  Then  in  the 
early  twenties,  I  learned  that  it  is  hard  for 


'  Associate   Justice,    United    States   Supreme    Cuuit. 


the  young  especially,  with  all  of  life  before 
them,  to  face  slow  death,  worse  perhaps  to 
stand  in  dread  of  lingering  illness  and  pain. 
I  do  not  wish  to  make  this  tribute  merely 
a  personal  history.  But  I  cannot  refrain 
from  saying  two  or  three  things  out  of  an 
experience  which  can  only  have  been  one  in 
common  with  thousands  of  others — indeed, 
with  all  who  became  his  patients  during  his 
long  and  devoted  career. 

His  ministry,  for  it  was  such,  was  three- 
fold :  of  the  mind,  the  heart,  and  the  soul. 
In  those  days  there  were  some  three  hundred 
patients.  Each  received  his  personal  atten- 
tion and  on  a  personal  basis.  None  was 
merely  "a  case."  Even  then  highly  skilled  in 
his  professional  art,  he  inspired  complete 
confidence.  If  there  was  help  for  the  stricken 
body  in  the  field  of  his  specialization,  he 
could  give  it.  But  his  aid  was  never  given 
coldly,  with  mere  efliciency.  Scrupulously 
honest,  he  gave  the  patient  the  facts  pains- 
takingly and  most  often  fully.  This  of  itself 
inspired  confidence. 

Beyond  his  skill  and  integrity,  he  knew 
that  the  patient's  state  of  mind  was  quite  as 
important  to  his  recovery  or  well-being  as 
his  physical  state.  His  effort  was  always  to 
alleviate  fears  where  this  could  be  honestly 
done  and,  in  any  case,  to  bring  composure. 
Without  apparent  effort,  though  it  cost  him 
much  in  time  and  energy,  he  created  in  each 
person  a  sense  of  understanding  and  cour- 
age. Where  there  was  room  for  hope,  he 
gave  it. 

It  was  due  largely  to  his  influence  that 
"the  San,"  as  we  then  called  it,  became  a 
place  of  cheerfulness,  not  of  despondency, 
and  of  courage  among  even  the  patients  with 
far  advanced  cases.  I  remember  with  what 
surpi-ise  I  so  shortly  discovered  this,  after 
being  sentenced,  as  I  had  thought,  by  one  of 
his  friends.  Dr.  Pritchard  of  the  Battle 
Creek  Sanitarium,  to  a  term  of  months  if 
not  years  or  the  remainder  of  my  life  in  an 
institution  hardly  more  attractive  than  a 
prison. 

In  this  connection,  I  cannot  forbear  men- 
tioning his  wife,  always  to  me  Sadie,  her 
father  (then  the  superintendent),  and  her 
mother.  For  they  too  aided  him  constantly 
in  his  work  of  building  hope  and  courage  in 
all  sorts  of  ways.  Often  they  would  accom- 
pany him  on  his  daily  rounds  of  the  wards, 
to  which  every  patient  looked  forward.  They 
too  brought  hope,  encouragement,  and  per- 


January,  l'J4i) 


TRfEUTE    TO    DR.    McCAIN 


sonalized  interest. 

Finally,  Paul  McCain  was  deeply  religious, 
but  in  no  narrow  sense.  All  felt  and  under- 
stood this.  All  were  influenced  by  it.  He  was 
thus  the  ideal  physician,  healer,  comforter, 
inspirer,  friend.  It  would  be  hard  to  say  in 
which  of  these  aspects  of  his  art  he  excelled. 

Paid  McCain  o.s  Public  So-vant 

Paul  McCain  was  a  pioneer  in  the  field  of 
public  medicine.  North  Carolina  has  been  a 
forerunner  among  our  states  in  two  great 
things.  One  has  been  public  education,  the 
other  public  medicine. 

Even  in  the  days  of  "Reconstruction,"  the 
vision  of  a  great  North  Carolina  leader  fore- 
saw that  amid  all  the  consequences  of  defeat 
and  ensuing  poverty  the  true  and  lasting 
reconstruction  must  come  from  the  people  of 
the  state  themselves,  not  from  the  outside. 
The  state  caught  his  vision  and  followed  it, 
slowly  at  first,  but  with  increasing  momen- 
tum as  the  years  passed. 

I  pause  to  pay  tribute  in  this  connection, 
not  comprehensively  but  only  by  way  of  il- 
lustration, to  one  phase  of  the  state's  achieve- 
ment flowing  out  of  this  policy.  I  mean  the 
creation  of  your  system  of  higher  public  edu- 
cation and  especially  the  truly  distinguished 
University  of  North  Carolina. 

Its  pre-eminence  is  not  so  much  in  grounds 
and  buildings  'or  physical  assets,  for  there 
are  many  other  universities  which  equal  or 
excel  it  in  these  respects.  But  the  greatness 
of  a  university  is  found  in  its  spirit.  The 
soul  of  an  institution  marks  it  with  distinc- 
tion or  the  lack  of  it.  I  know  of  no  state 
university  and  of  few,  if  any,  private  ones 
which  have  succeeded  as  has  your  own  in 
creating  and  maintaining  the  traditions  of 
free  inquiry  and  free  expression.  Without 
these  no  university  can  avoid  in  some  part 
that  tyranny  over  the  mind  of  man  which 
Jeflferson  denounced  as  alien  to  the  free  spirit 
of  man  himself  and  of  democratic  institu- 
tions. That  you  have  created  such  a  place  of 
learning,  wisdom  and  creative  freedom  is  due 
not  only  to  the  founders  of  your  general 
policy  in  public  education.  It  flows  also  from 
the  fact  that  you  have  selected  a  succession 
of  great  leaders,  including  the  University's 
present  president,  Frank  Graham,  who  have 
stressed  the  independence  of  the  mind  and 
the  spirit,  and  that  you  have  followed  their 
leadership. 

Beginning  much  later,  but  still  well  in  the 


forefront  of  the  states,  you  have  gone  far  in 
developing  your  system  of  public  medicine. 
The  day  when  tuberculosis  was  wholly  a  pri- 
vate misfortune,  to  be  remedied  if  at  all  only 
by  the  means  available  to  the  stricken  per- 
son, has  gone  for  North  Carolina.  Would 
that  this  could  be  said  for  all  of  our  states ! 
That  outmoded  idea  is  in  essence  but  a  policy 
of  spreading  the  disease.  For  unfortunately 
it  is  true  still,  as  it  always  has  been  in  fact, 
that  the  great  majority  of  people  contract- 
ing it  have  not,  and  cannot  get,  the  means 
which  will  at  once  remove  the  certainty  of 
their  infecting  others  and  give  them  the 
chance  of  recovery. 

The  same  thing  is  true  of  all  communicable 
diseases,  more  particularly  of  those  requir- 
ing extended  periods  for  arrest  or  cure.  One 
ill  with  such  a  disease  and  without  resources 
to  protect  himself  and  others  is  a  menace  to 
all  with  whom  he  comes  in  contact.  Through- 
out your  state  and  others,  rows  of  tomb- 
stones in  family  lots,  showing  whole  families 
wiped  out  in  short  periods  of  years,  prove 
this.  The  thing  is  so  obvious,  indeed,  that  it 
needs  no  proof. 

Yet,  even  in  North  Carolina  with  its  early 
start,  the  real  beginning  in  this  field  did  not 
come  until  about  the  second  decade  of  this 
century.  It  arrived  almost  half  a  century 
after  your  real  beginning  in  education.  Per- 
haps this  shows  how  slow  is  the  ripening  of 
the  fruit  of  that  tree.  But  it  shows  also  that 
fruit  will  be  borne,  once  the  tree  is  planted, 
and  that  the  two  plantings  and  bearings  are 
not  disconnected. 

Since  your  beginning  in  public  medicine, 
you  have  made  great  strides  forward.  The 
growth  of  this  institution,  and  the  founda- 
tion of  others  like  it  in  the  intervening  years, 
simply  show  what  can  and  will  be  done,  once 
the  necessity  for  meeting  this  public  menace 
is  recognized  and  the  program  to  meet  it  gets 
under  way. 

How  much  more  humane,  how  much  more 
conservative  in  the  true  sense  of  the  word, 
is  such  a  policy.  For  lives  which  otherwise 
would  be  cut  off",  most  often  early,  with  the 
loss  of  all  they  might  produce  if  salvaged, 
even  in  earnings  and  taxes  (to  put  the  mat- 
ter at  the  lowest  level),  are  saved,  and  re- 
stored to  productivity  as  well  as  to  happi- 
ness. 

Among  all  the  trends  of  our  day  toward 
mass  devaluation  and  destruction  of  human 
life,  our  people  are  still  our  greatest  asset. 
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The  conservation  of  human  life  has  become 
our  greatest  necessity. 

In  all  of  your  progress  in  this  direction 
until  his  death,  Paul  McCain  was  pioneer  and 
leader.  To  this  cause  his  whole  life  was 
given,  quietly,  unostentatiously  and,  if  I 
knew  him,  without  thought  of  money  or 
fame,  only  to  serve  his  people  and  mankind. 

Thus  he  also  was  public  servant.  That  his 
work  was  not  finished  does  not  mean  it  has 
ended.  He  has  built  foundations  for  a  struc- 
ture that  will  rise  higher  and  spread  more 
widely  by  force  of  the  momentum  he  has 
created  in  others  which  cannot  recede  or  sub- 
side. His  work  will  last  and  will  grow  as 
long  as  North  Carolina  and  the  nation  live. 

It  is  fitting  for  the  state  to  dedicate  this 
building  in  his  name  and  to  his  memory.  The 
likeness  presented  today  by  his  professional 
associates  cannot  take  his  place.  But  it  will 
be  a  constant  reminder  of  him  and  his  work, 
a  continuing  inspiration  to  others  to  carry 
on  and  to  expand  that  work  in  accordance 
with  the  people's  need  and  the  public  neces- 
sity. 

I  am  grateful  for  having  the  privilege,  by 
participating  today,  of  acknowledging  my 
personal  debt  and  of  paying  tribute  to  this 
good  and  faithful  public  servant. 

ACCEPTANCE  OF  PORTRAIT 

Paul  H.  Ringer,  M.D.^'^ 

asheville 

It  is  a  matter  of  sadness  and  pleasure  for 
me  to  utter  the  few  words  that  I  have  to 
say:  sadness,  because  this  portrait  brings 
before  me  with  greater  poignancy  the  mem- 
ory of  my  dear  old  friend ;  and  pleasure,  be- 
cause I  am  able  once  again  to  pay  tribute  to 
one  I  loved  so  well. 

This  is  an  excellent  portrait.  The  artist  is 
to  be  congratulated  upon  having  seized  and 
shown  so  many  of  Paul  McCain's  character- 
istics— his  humility,  his  shyness,  his  humor, 
his  transparent  honesty,  his  charm : 

And  thus  he  bore  without  abuse 
The  grand  old  name  of  gentleman, 
Defamed  by  every  charlatan 
And  soiled  with  all  ignoble  use. 

It  is  fitting  that  this  portrait  should  hang 
in  the  lobby  of  this  building  so  recently  dedi- 
cated to  his  memory,  this  lobby  through 
which    he    passed    countless    thousands    of 


times,  going  through  it  to  his  work,  coming 
out  of  it  often  to  go  to  receive  new  and 
always  unsought  honors  which  were  thrust 
upon  him  from  all  sides.  North  Carolina 
will  not  long  remember  what  we  say  here, 
but  North  Carolina  can  never  forget  what 
he  did  here.  It  is  also  fitting  that  this  por- 
trait should  hang  in  this  lobby  so  that  former 
patients  returning  for  a  visit,  patients  in  the 
Sanatorium,  and  new  arrivals  shall  down  the 
years  be  able  to  look  at  the  likeness  of  the 
one  who  made  this  institution  and  who,  dur- 
ing his  incumbency,  hovered  over  his 
charges,  whom  he  sought  with  all  his  might 
to  help  in  their  fight  for  health. 

Fearless,  faithful  and  true,  he  shrank  from 
no  duty  which  honor  and  right,  as  he  saw 
them,  demanded,  but  faced  every  task  with 
the  strenuous  energy  of  a  true  man  and  the 
noble  honesty  of  a  true  gentleman.  Living, 
he  was  beloved,  his  presence  was  a  joy  and 
an  encouragement ;  absent,  he  is  a  never 
failing  memory.  And  so,  on  behalf  of  myself 
and  my  colleagues  on  the  board  of  directors 
of  the  North  Carolina  Sanatoria  for  Tuber- 
culosis, I  gratefully  accept  this  portrait  of 
Paul  Pressly  McCain. 


First-class  clinical  research  has  been  and  is  being 
done  by  men  busily  engaged  in  practice.  For  ex- 
amples in  my  own  generation  I  think  of  J.  W. 
Brown's  work  on  congenital  heart  disease,  Cookson 
on  thyrotoxicosis,  or  Sheldon  on  haeniochromatosis. 
In  a  delightful  article  called  "Clinical  Research  -ivith 
a  Notebook"  Alvai-ez  (1946)  has  illustrated  the  good 
research  work  done  by  what  he  calls  small-town 
doctors.  The  man  in  practice  has  the  best  opportun- 
ity of  carrying  out  clinical  research  in  depth,  the 
intimate  and  prolonged  study  of  people  to  learn 
what  happens  to  individuals  with  certain  constitu- 
tions or  chronic  diseases. — L.  J.  Witts:  The  Prob- 
lems of  Clinical  Research,  Brit.  M.  J.  2:455  (Sept. 
4)   1948. 


*  Member   of   the  board  of   directors   of   the   North    Carolina 
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The  role  of  the  practicing  physician  in  preventive 
medicine. — There  exists  a  dangerous  and  limiting 
attitude  to  the  effect  that  preventive  medicine  is  a 
domain  reserved  exclusively  for  public  health  organi- 
zations. This  attitude  arose,  in  part,  from  the  false 
premise  that  it  is  a  function  of  government  or  phil- 
anthropy to  "give  health  to  the  people,"  whereas  in 
truth,  health,  like  freedom  and  wealth,  cannot  be 
given,  hut  must  be  earned.  In  part  this  erroneous 
concept  arose  as  a  result  of  inertia  and  lack  of  ap- 
preciation of  the  potentialities  of  preventive  medi- 
cine among  practicing  physicians.  Physicians  and 
surgeons  alike  have  been  too  long  and  too  intensely 
concerned  with  the  treatment  of  disease  to  grasp 
readily  the  significance  of  preventive  or  constructive 
medicine,  or  in  other  words,  the  importance  of 
treating  the  patient  before  and  after  illness  as  well 
as  when  actually  disabled. — Edward  J.  Stieglitz:  A 
Future  for  Preventive  Medicine,  New  York,  The 
Commonwealth  Fund,  1945,  p.  44. 
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Panel  Discussion  on 
Obstetric  Hemorrhage 


TREATMENT  OF  PLACENTA 
PRAEVIA- 

C.  H.  Mauzy,  M.D. 

Winston-Salem 

Beck*^'  states  that  busy  practitioners,  with 
twenty-five  years  or  more  of  experience,  see 
only  one  or  two  cases  of  placenta  praevia 
during  their  entire  professional  lives,  and 
that  true  placenta  praevia  (central)  occurs 
only  once  in  every  500  pregnancies.  In  13,- 
497  deliveries  at  the  Woman's  Hospital  in 
New  York,  there  were  102  cases  of  placenta 
praevia  (one  in  every  132  deliveries),  with 
25  recorded  as  central  in  type'-'.  Stander'^' 
stated  that  the  condition  occurred  once  in 
every  206  deliveries  at  the  New  York  Lying- 
in  Hospital.  Greenhill'^'  reported  the  inci- 
dence at  the  Chicago  Lying-in  Hospital  as 
one  in  126  deliveries.  At  the  North  Carolina 
Baptist  Hospital  in  the  past  two  years  we 
have  had  12  cases  among  2,272  deliveries — a 
ratio  of  1:189.  From  these  figures  it  would 
seem  that,  in  hospital  practice,  placenta 
praevia  occurs  once  in  every  100  to  200  de- 
liveries. 

Factors  in  the  Reduction  of  Mortality 
from  Placenta  Praevia 

A  general  survey  of  the  literature  reveals 
that  the  present  mortality  from  placenta 
praevia  is  about  3.5  per  cent,  whereas 
twenty-five  years  ago  it  was  10  to  15  per 
cent.  Two  procedures  account,  in  the  main, 
for  this  remarkable  decrease. 

First  is  hospitalization  of  all  suspected 
cases.  Any  patient  with  vaginal  bleeding  in 
the  third  trimester  of  pregnancy  should  be 
hospitalized.  No  vaginal  or  rectal  examina- 
tions should  be  done  in  the  home,  and  no 
attempt  should  be  made  to  confirm  the  sus- 
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pected  diagnosis  until  the  environment  is 
suitable  for  adequate  treatment  to  be  carried 
out  immediately,  if  necessary. 

Second,  is  the  use  of  blood.  Bill'"'  in  1927 
was  the  first  to  point  out  the  importance  of 
transfusion  in  placenta  praevia.  He  showed 
that  replacement  of  lost  blood  is  not  only  im- 
portant after  delivery,  but  even  more  vital 
before,  if  one  is  to  prevent  postpartum  atony 
of  the  uterus  and  further  hemorrhage. 
Persall  and  Torpin"''  have  maintained  that 
four  pints  of  blood  should  be  available  to 
every  pregnant  woman  within  a  radius  of  50 
miles.  I  think  it  can  be  safely  said  that  the 
greatest  single  factor  in  the  reduction  of 
maternal  mortality  has  been  the  availability 
and  liberal  use  of  blood. 

Factors  Determining  the  Type  of  Treatment 

Whenever  placenta  praevia  is  suspected  in 
any  patient  in  the  third  trimester  of  preg- 
nancy, she  should  be  hospitalized  at  once.  On 
admission  the  patient's  blood  is  immediately 
typed,  cross-matched,  and  tested  for  the  Rh 
factor,  and  1000  cc.  or  more  of  blood  is  made 
available.  No  attempt  at  diagnosis  is  made 
before  this  is  done. 

When  the  diagnosis  has  been  established, 
treatment  will  depend  on  the  following  find- 
ings. Each  case  must  be  individualized,  and 
good  obstetric  judgment  used. 

1.  Condition  of  the  cervix.  This  is  a  most 
impoi'tant  factor,  for  on  it  depends  the  time 
which  must  elapse  before  delivery  by  the 
vaginal  route  can  be  anticipated. 

2.  Quantity  of  bleeding. 

3.  Irritability  of  the  uterus. 

4.  Type  of  placenta  praevia  (complete  or 
incomplete) . 

Treatment  of  Complete  Placenta  Praevia 

In  cases  of  complete  or  central  placenta 
praevia,  it  is  our  opinion,  and  certainly  the 
consensus  of  most  authorities,  that  a  cesar- 
ean section  should  be  done  immediately,  re- 
gardless of  the  condition  of  the  cervix.  The 
only  exception  is  in  cases  where  the  fetus  is 
not  yet  viable;  in  these  cases  a  Braxton 
Hicks  version  can  be  done  if  the  cervix  will 
admit  two  fingers.  The  use  of  cesarean  sec- 
tion in  cases  of  complete  placenta  praevia 
has  played  an  important  role  in  the  reduc- 
tion of  maternal  and  fetal  mortality. 

.1.  Bill,  A.  H.:  Treatment  of  Placenta  Praevia  by  Prophylactic 
B'ood  Transfusion  and  Cesarean  Section,  Am.  J.  Obst.  & 
Gvnec.   14:S23-529   (Oct.)    1927. 
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Treatment  of  Incomplete  Placenta  Praevia 

The  incomplete  types  (lateral  and  mar- 
ginal) may  be  treated  by  several  alternative 
methods,  and  conflicting  reports  concerning 
their  respective  merits  are  found  in  the  lit- 
erature. 

Bufjcj'nig 

This  procedure  has  strong  advocates  in 
Stander'-"  and  Beck'",  but  is  condemned  by 
DeLee  and  Greenhill'"  and  by  Watson  and 
Gusberg''',  who  showed  a  high  fetal  and  ma- 
ternal mortality  in  a  series  of  26  cases.  These 
authors  stated  that  it  controlled  bleeding  in 
only  19.2  per  cent,  and  necessitated  serious 
vaginal  operative  deliveries  in  69.2  per  cent. 

Ekas"",  on  the  other  hand,  used  a  bag  in  66 
cases  with  excellent  results.  He  stated  that 
the  advantages  of  this  method  are :  ( 1 )  that 
it  can  be  used  in  all  cases;  (2)  that  it  con- 
trols hemorrhage  and  stimulates  pains:  (3) 
that  it  carries  less  risk  to  the  mother  than 
surgical  means;  (4)  that  it  requires  less 
technical  skill,  and  is  therefore  more  widely 
applicable;  (5)  that  the  presence  of  infection 
does  not  contraindicate  its  use;  and  (6)  that 
it  gives  a  lower  maternal  mortality. 

We  do  not  use  this  method  for  the  treat- 
ment of  placenta  praevia. 

Artificial  rupture  of  the  membranes 
and  tight  abdominal  binder 

This  is  the  simplest  and  most  easily  appli- 
cable method  of  treatment  for  any  case  ex- 
cept those  requiring  cesarean  section.  In  our 
opinion,  if  the  cervix  is  favorable,  it  is  en- 
tirely adequate  in  most  incomplete  types  of 
placenta  praevia. 

Willett  clamp 

This  is  used  if  the  head  does  not  descend 
and  compress  the  bleeding  placental  bed 
after  the  membranes  have  been  ruptured.  A 
Willett  clamp  can  be  easily  applied  to  the 
scalp,  and  in  our  opinion  it  serves  a  better 
purpose  than  a  Vorhees  bag. 

Braxto)!  Hicks  version 

This  maneuver,  of  which  several  textbooks 
speak  so  lightly,  seems  to  us  a  major  ob- 
stetric operation,  requiring  a  great  deal  of 
skill  and  manipulation.  It  should  never  be 
attempted  unless  the  cervix  admits  two  fin- 
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gers,  and  once  the  foot  has  been  brought 
down  and  the  hemorrhage  controlled,  the 
expulsion  should  be  left  to  nature.  One  is  too 
often  tempted  to  pull  the  child  through  an 
undilated  cervix,  producing  severe  hemor- 
rhage and  laceration.  The  child,  as  a  rule,  is 
sacrificed  for  the  safety  of  the  mother,  and 
too  often  the  sacrifice  is  in  vain. 

Expectant  treatmoit 

This  has  been  condemned  by  most  author- 
ities as  having  no  place  in  the  treatment  of 
placenta  praevia.  Macafee''"  and  Johnson'"" 
were  first  to  doubt  the  validity  of  this  dic- 
tum. Williams""  in  1948  reported  105  cases 
of  placenta  praevia,  41  of  which  were  kept 
under  observation  for  two  days  to  three 
months  for  the  purpose  of  obtaining  a  live 
baby.  Once  labor  had  begun,  the  expectant 
treatment  was  abandoned,  and  delivery  was 
effected  as  promptly  as  possible.  All  patients 
must  be  kept  in  the  hospital  (hemorrhage 
ceases  with  bed  rest),  and  the  patient's  gen- 
eral condition  should  be  good. 

Our  only  experience  with  this  method  of 
treatment  was  almost  disastrous.  The  patient 
was  admitted  at  term  in  false  labor,  and  a 
rectal  examination  was  done.  Several  hours 
later  she  had  a  sudden,  severe  hemorrhage, 
and  went  into  shock.  A  large  transfusion  and 
immediate  cesarean  section  were  required  to 
save  her  life.  This  experience  has  made  us 
look  with  disfavor  on  the  expectant  treat- 
ment of  placenta  praevia. 

Summary 

We  believe  that  all  patients  with  placenta 
praevia  should  be  hospitalized  immediately. 
Blood  should  be  made  available,  and  delivery 
should  be  accomplished  by  the  method  that 
will  cause  the  least  loss  of  blood  during  de- 
livery and  the  least  danger  of  postpartum 
hemorrhage. 

DiscussioJi 

Dr.  Oren  Moore  (Charlotte),  Moderator:  Dr.  Jones, 
what  is  your  opinion  of  the  expectant  treatment  ? 

Dr.  Hunter  Jones  (Charlotte):  Expectant  treat- 
ment in  the  hospital,  with  the  patient  under  obser- 
vation and  blood  immediately  available,  is  one  thing, 
and  expectant  treatment  of  a  patient  at  home  is 
something  entirely  different.  My  own  feeling  is  that, 
if  much  of  the  cervix  is  involved,  and  certainly  if 
much  blood  has  been  lost,  active  treatment  should 
be  instituted  as   soon   as   the   diagnosis   of  placenta 
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praevia  is  made.  Hcwever,  if  tliere  is  some  question 
as  to  the  viability  of  the  baby,  and  if  the  hemor- 
rhage lias  not  been  too  extensive,  it  may  be  safe  to 
keep  the  patient  in  the  hospital  under  observation, 
in  the  hope  of  obtaining  a  viable  fetus.  If  the  patient 
is  as  much  as  eight  months  pregnant,  or  if  bleeding- 
is  brisk  and  the  placenta  covers  much  of  the  cervix, 
I  feel  that  the  time  for  treatment  is  then  and  there. 

I  believe  that  cesarean  section  gives  a  higher  per- 
centage of  live  babies  than  any  other  method  of  de- 
livery in  these  cases,  although  the  method  chosen 
will  have  to  depend  on  the  circumstances  and  the 
factors  involved  in  each  individual  case. 

Dr.  Hugh  McAllister  (Lumberton):  In  a  large  hos- 
pital with  a  good  reserve  of  blood,  the  conservative 
treatment  might  be  practical.  In  our  hospital  we 
don't  have  more  than  1000  or  1500  cc.  of  blood  at 
best,  and  our  opinion  is  that  you  can't  be  conserva- 
tive with  bleeding. 

Dr.  .John  Woltz  (Charlotte):  I  would  like  to  ask 
Dr.  Mauzy  what  type  of  section  he  uses  in  cases  of 
placenta  praevia. 

Dr.  Mauzy:  It  is  our  practice  to  do  a  low  cervical 
section  in  cases  of  placenta  praevia.  We  have  not 
had  postpartum  hemorrhage  as  a  result,  and  we  do 
not  pack  the  uterus.  It  is  true  that  if  the  placenta 
is  on  the  anterior  wall  there  will  be  a  little  more 
bleeding  as  one  goes  through  the  placenta  to  extract 
the  child,  but  it  should  not  be  alarming.  The  longi- 
tudinal incision  en  b^  extended  into  a  semi-classical 
section  if  one  is  in  a  hurry.  Personally,  I  fail  to  see 
why  the  low  cervical  section  should  not  always  be 
attempted. 

I  failed  to  mention  in  my  discussion  that  we  al- 
ways take  our  patients  who  aie  bleeding  to  tb^ 
operating  room  for  a  sterile  pelvic  examination,  and 
have  everything  in  readiness  to  do  a  section  imme- 
diatelv  if  necessary. 


ETIOLOGY,  PROPHYLAXIS,  AND 

DIAGNOSIS  OF  PREMATURE 

SEPARATION  OF  THE   PLACENTA 

Eleanor  B.  Easley,  M.D. 
Durham 

In  the  periodicals  of  the  last  two  decades 
it  is  fascinating  to  follow  step  by  step  the 
evolution  of  present  day  thought  related  to 
the  pathogenesis  of  premature  separation  of 
the  placenta.  If  one  searched  out  only  those 
articles  listed  in  the  I  tide  x  Medicus  under 
"Premature  Separation  of  the  Placenta,"  or 
"Abruptio  Placentae,"  or  "Ablatio  Placen- 
tae," he  might  easily  conclude  that  little  had 
been  added  recently  to  our  understanding  of 
this  subject;  most  of  such  articles  deal  with 
the  incidence  and  clinical  management  of 
the  condition,  and  ignore  etiology.  The  stim- 
ulating new  ideas  are  to  be  found  in  the  writ- 
ings about  abortion,  toxemia,  and  the  endo- 
crinology of  pregnancy. 

It  is  impressive  to  read  some  of  the  older 
textbooks  and  realize  how  accurately  the 
clinicians  observed  and  reasoned  about  the 
relationship  of  placental  separation  to  abor- 


tion and  toxemia.  No  textbook  fails  to  relate 
premature  separation  of  the  placenta  to  tox- 
emia, and  DeLee'"  described  abruptio  placen- 
tae as  "an  abortion  at  or  near  term." 

Etiologij 
Trauma 

A  very  small  percentage  of  cases  of  pre- 
mature separation  of  the  placenta  are  trau- 
matic in  origin.  The  etiology  and  diagnosis 
of  these  cases  are  simple.  An  example  is  the 
case  of  one  of  my  patients  who,  in  her  eighth 
month  of  pregnancy,  fell  forward  across  a 
stone  wall  and  immediately  thereafter  had 
abdominal  pain  and  vaginal  bleeding.  Lesser 
mechanical  factors  may  also  play  contribu- 
tory roles  in  the  type  of  placental  separation 
we  are  about  to  discuss. 

Hormonal  imbalance 

In  the  writings  about  the  hormonology  of 
the  latter  half  of  pregnancy,  it  is  imnlied 
with  increasing  force  and  frequency  that 
premature  separation  of  the  placenta,  of  all 
degrees,  may  be  the  result  of  intrauterine 
tissue  changes,  which  in  turn  are  due  to  ab- 
normal hormone  production  by  the  placenta. 

The  experimental  findings  have  been  re- 
cently reviewed  by  Smith  and  Smith  of  Bos- 
ton'-', who  have  themselves  done  a  major 
amount  of  the  experimental  work  on  the 
problem.  During  pregnancy,  the  placenta 
takes  over  the  ovarian  function  of  sex 
steroid  secretion  at  about  the  twelfth  week. 
Normally,  urinary  estrogens  and  pregnan- 
diol increase  rapidlv  up  to  about  the  thirty- 
eighth  week,  then  decrease  until  parturition. 
The  Smiths  have  repeatedlv  demonstrated 
that  a  premature  deficiency  of  estrogen  and 
progesterone  exactly  like  that  normally  oc- 
curring at  term  characteristically  precedes 
by  many  weeks  pre-eclampsia,  eclampsia, 
premature  delivery,  and  stillbirth.  In  about 
80  per  cent  of  the  cases,  there  is  associated 
an  abnormal  elevation  of  chorionic  gonado- 
tropin. 

The  validity  of  these  experimental  find- 
ings has  been  supported  by  the  fact  that 
treatment  with  estrogens  and  progesterone 
has  been  found  to  be  effective  in  greatly  re- 
ducing the  incidence  of  toxemia  and  related 
accidents  of  late  pregnancy  in  diabetic 
women   who    showed    such    hormone    imbal- 
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ance''".  Pregnant  diabetics  have  proved  to  be 
an  excellent  group  for  clinical  trial  because 
of  the  high  incidence  of  toxemia  among  them. 
The  time  consuming  and  complicated  hor- 
mone determinations  make  it  imperative  to 
employ  some  such  limited  group  for  study. 
At  present  only  relatively  large  research 
centers  have  facilities  and  personnel  for 
carrying  out  the  determinations. 

The  difficulty  of  making  the  necessary 
laboratory  studies  and  the  expense  of  the 
recommended  hormone  therapy  have  limited 
confirmatory  clinical  work  and  delayed  ac- 
ceptance of  the  whole  concept  of  premature 
separation  of  the  placenta.  The  discovery*-" 
that  large  doses  of  relatively  cheap  stil- 
bestrol  are  as  effective  as  expensive  proges- 
terone in  increasing  pregnandiol  excretion 
and  preventing  toxemia  in  a  pregnant  dia- 
betic with  a  previous  history  of  toxemia  of 
pregnancy  ought  to  change  this  situation 
considerably.  Anticipating  what  is  likely  to 
happen,  it  is  a  comfort  to  know  that  Karn- 
aky'^'  has  found  enormous  doses  of  stil- 
bestrol  to  be  safe  for  pregnant  women. 

Some  evidence'-"'  has  been  presented  for 
the  following  postulates:  (1)  that  with- 
drawal of  hormone  support  from  the  uterine 
contents  results  in  intrauterine  tissue  catab- 
olism,  with  formation  of  an  injurious  pro- 
tein, similar  or  identical  to  the  menstrual 
toxin  described  by  the  Smiths'"';  (2)  that 
this  toxin  is  absorbed  into  the  general  cir- 
culation unless,  as  at  term,  the  products  of 
conception  and  the  source  of  the  toxin  are 
delivered;  and  (3)  that  the  pathologic  ef- 
fects of  this  toxin  are  such  as  to  warrant 
the  hypothesis  that  it  is  finally  responsible 
for  the  generalized  signs  and  symptoms  of 
pre-eclamptic  toxemia. 

More  work  remains  to  be  done.  The  actual 
presence  of  menstrual  toxin  in  pre-eclampsia 
and  eclampsia  has  not  yet  been  demonstrated 
(although  a  fibrinolytic  enzyme  thought  to 
be  related  to  menstrual  toxin,  and  the 
pseudoglobulin  protective  against  menstrual 

3.  White.  P.:  Pregnancy  Complicating  Dialjetes,  .I.A.M.A. 
]28:1S1-1S2    (Mav   m)    1945. 

4.  Smith.  0.  W.,  Smith,  G.  V.,  and  Hurwitz,  D.:  Increased 
Excretion  of  Pregnanediol  in  Pregnancy  from  Diethylstil- 
bestrol  with  Special  Reference  to  the  Prevention  of  Late 
Pregnancy  Accidents,  Am.  J.  Oljst.  &  Gynec.  ,-)l:IU-415 
(Mc-irch)   1946. 

1  Karnakv.  K.  J.:  Estrogenic  Tolerance  in  Pregnant  Women, 
\m.  J.  'Obst.  &  Gvnec.  .T3:312-:iir,   (Feb.)    1947. 

fi.  Smith.  0.  W.  and  Smith.  G.  V.:  Late  Pregnancy  Toxemia; 
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toxin  have  been  demonstrated).  Biologic 
studies  of  the  decidua,  the  blood  coming 
away  with  the  placenta,  and  the  lochial  dis- 
charges remain  to  be  performed.  Dr.  Geoi'ge 
Smith'""'  regards  toxic  separation  of  the  pla- 
centa as  the  most  striking  example  of  these 
intrauterine  catabolic  changes. 

Premature  separation  of  the  placenta  has 
been  produced  experimentally  in  rabbits'*'. 
In  the  rabbit  the  usual  period  of  gestation  is 
thirty-two  days.  At  about  the  twenty-fifth 
day,  which  is  the  beginning  of  the  last  quar- 
ter, Snyder  injected  large  doses  of  chorionic 
gonadotropin,  and  by  so  doing  induced  ovula- 
tion with  the  production  of  fresh  corpora 
lutea.  The  result  was  hemorrhage  into  the 
uterine  wall,  involving  all  three  layers,  and 
into  the  entire  decidual  lining  of  the  uterus, 
often  with  partial  separation  of  the  placenta. 
He  noted  at  autopsy  histologic  evidence  of 
tissue  injury  in  the  liver,  kidneys,  lungs,  and 
other  organs  outside  the  generative  tract. 
Along  with  the  anatomic  changes,  he  de- 
scribed a  dissociation  of  the  mechanism  of 
labor:  Some  of  the  fetuses  were  expelled 
prematurely  on  the  second  or  third  day  fol- 
lowing- ovulation ;  the  remainder  postmature- 
ly,  about  two  weeks  following  ovulation,  on 
about  the  forty-first  day  of  gestation.  In- 
variably, the  fetuses  retained  longer  than 
thirty-five  days  died  in  iitero.  Snyder  thought 
that  decidual  changes  were  more  marked  in 
the  instances  where  the  fetuses  were  deliv- 
ered prematurely,  muscular  changes  when 
delivery  was  delayed. 

No  hormone  titers  were  done  on  the  ani- 
mals. In  view  of  the  complexity  of  inter- 
hormonal  relationships,  conjecture  regarding 
the  possibilities  would  be  futile.  It  does  seem 
pertinent  to  our  discussion  to  point  out  that 
there  was  certainly  present  a  disturbance  of 
the  hormonology  of  pregnancy,  and  in  some 
of  the  cases  prolonged  retention  of  the  uter- 
ine contents.  These  two  factors  have  been 
cited  already  as  important  in  the  pathogene- 
sis of  toxemia. 

Inadequate  blood  supply 

The  material  I  have  just  outlined  is  based 
on  experimental  and  clinical  work,  some  of 
it  incomplete  and  much  of  it  from  one  source, 
but  apparently  very  carefully  done.  The 
theories  which  this  work  has  suggested  and 
which  are  now  being  tested  are  so  plausible 

8.  Snyder.  F.  F.:  Tiie  E\[)eriiiiental  ProducLlon  of  Tnxcnia 
of  Pregnancy.  Am,  ,1.  Obst.  &  Gynec.  44:l0';il-l  mil  (Dec) 
1942, 
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and  interesting  that  they  deserve  mention. 
Kellogg''"  and  the  Smiths  believe  that  the 
premature  senescence  of  the  placenta,  result- 
ing in  failure  to  produce  adequate  amounts 
of  estrogen  and  progesterone,  may  be  due  to 
inadequate  blood  supply  to  the  placenta. 

Hertig  (quoted  by  Kellogg*'-")  describes 
the  essential  placental  lesion  as  an  acute  de- 
generative arteriolitis.  This  results  in  nearly 
complete  obliteration  of  the  lumen  and  leads 
to  necrosis  of  the  decidua  beneath  the  pla- 
centa, since  branches  of  the  spiral  arterioles 
nourish  the  endometrium,  in  addition  to  sup- 
plying the  placenta  with  blood.  Hemorrhage, 
usually  of  increasing  severity,  follows,  and 
the  placenta  becomes  detached  to  a  corres- 
ponding degree. 

Joslin  and  White'^'^",  are  in  the  process  of 
investigating  the  part  played  by  the  presence 
or  absence  of  arteriosclerosis  of  the  pelvic 
blood  vessels  (severe  degrees  of  which  would 
certainly  limit  the  blood  supply  to  the  uter- 
us) in  determining  the  course  of  pregnancy 
in  diabetic  women.  This  same  line  of  reason- 
ing applies  equally  to  the  problem  of  chronic 
hypertension  and -pregnancy,  and  would  ex- 
plain why  patients  with  malignant  hyper- 
tension who  have  had  a  favorable  response 
to  lumbodorsal  splanchnicectomy  are  able  to 
go  through  pregnancy  successfully"". 

The  Smiths'^-'  have  noted  that  the  embar- 
rassment of  placental  circulation  incident  to 
uterine  contractions  causes  an  immediate  re- 
duction in  the  supply  of  progesterone  and 
estrogen.  Hingson"-^'  has  been  able  to  con- 
trol eclampsia  by  continuous  caudal  anal- 
gesia, which  causes  vasodilatation. 

It  is  possible  that  other  observed  facts 
about  toxemia  may  be  fitted  in  when  the 
complicated  theories  regarding  placental  hor- 
mone production  and  utilization,  and  the  in- 
terrelationships between  chorionic  gonado- 
tropin, the  estrogens,  and  progesterone  have 
been  more  fully  worked  out.  Much  remains 
to  be  done ;  yet  it  seems  worth  while  to  direct 
attention  to  the  fact  that  the  hormone  pat- 
tern associated  with  abortion  in  early  preg- 
nancy, and  with  toxemia  and  placental  sep- 
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aration  in  late  pregnancy,  is  high  chorionic 
gonadotropin  and  relatively  low  estrogen  and 
progesterone. 

Prophylaxis 

I  have  discussed  at  length  all  these  experi- 
mental and  theoretical  considerations,  be- 
cause they  seem  to  point  to  a  plan  for  pro- 
phylaxis. Kellogg*'-''!"  recommends  special 
precautions  in  what  he  calls  the  "suspect 
toxemic  group"  of  prenatal  patients.  He  in- 
cludes in  this  group  patients  with  established 
vascular  disease,  or  a  family  history  of  vas- 
cular disease;  patients  with  chronic  glomer- 
ular nephritis,  or  with  a  history  of  acute  ne- 
phritis, scarlet  fever,  pyelitis-pyelonephritis, 
sterility  or  habitual  abortion,  previous 
"pregnancy  toxemia,"  stillbirth,  or  prema- 
ture delivery  of  a  living  child  with  or  without 
toxemic  manifestations;  and  patients  with 
diabetes,  obesity,  a  low  basal  metabolism 
with  or  without  high  blood  cholesterol,  a 
diastolic  pressure  of  70  or  more  on  two  or 
three  observations,  or  a  toxemic  appearance. 

V  Ham  in  E 

In  addition  to  the  most  meticulous  sort  of 
routine  prenatal  care,  with  emphasis  on 
weight  control  and  frequent  prenatal  checks, 
Kellogg  gives  these  patients  synthetic  vita- 
min E,  300  mg.  per  day.  He  admits  that  his 
reasons  for  so  doing  are  not  very  convincing 
and  goes  so  far  as  to  wish  that  someone 
would  either  refute  or  substantiate  Shute's 
work  instead  of  ignoring  it.  Most  observers 
seem  to  be  of  the  opinion  that  no  clearcut 
proof  that  vitamin  E  is  of  therapeutic  value 
has  been  established. 

Stilhestrol 

Hormone  tests  to  point  out  the  patients 
who  are  likely  to  develop  toxemia  and  clini- 
cal placental  separation  are  at  present  im- 
practical for  most  of  us.  The  evidence  we 
have  just  been  over  that  stilhestrol  may  be 
valuable  as  a  prophylactic  measure  is  suffi- 
ciently convincing  to  me,  and  I  plan  to  use 
it  for  the  cases  that  are  included  in  Kellogg's 
"suspect  toxemic  group."  It  is  relatively 
cheap,  and  has  been  shown  to  be  safe  for 
pregnant  women  in  large  doses.  I  do  not  see 
that  there  is  anything  to  lose  by  giving  it. 
The  dosage  schedule  recommended  by  the 
Smiths'^'  is  as  follows :  diethylstilbestrol  by 
mouth,  starting  at  the  beginning  of  the  six- 
teenth week  with  .30  mg.  daily,  and  increas- 

II.    Kellogg,     F.     S. :    Treatment    of    Toxemia     of    Pregnancy, 
M.   Clin.   X.   America    31:1192-1204    (Sept.)    1917. 
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ing  the  daily  dose  by  5  mg.  at  weekly  inter- 
vals through  the  thirty-fifth  week.  For  this 
purpose,  25  mg.  tablets  may  be  supplemented 
by  5  mg.  tablets  to  give  the  correct  dosage. 

Diagnosis 

In  regard  to  the  diagnosis  of  premature 
separation  of  the  placenta,  I  have  found  little 
new  to  offer.  Shute'^'",  in  connection  with 
his  clinical  use  of  vitamin  E,  has  directed 
attention  to  the  common  areas  of  uterine 
tenderness  which  may  occur  at  any  time 
during  pregnancy,  and  sometimes  are  ac- 
companied by  external  bleeding.  He  believes 
these  to  be  due  to  small  retroplacental  hem- 
orrhages. He  thinks  that  careful  examina- 
tion for  such  areas  is  an  important  part  of 
routine  prenatal  care,  and  that  patients  who 
have  them,  with  or  without  bleeding,  should 
be  treated  as  potential  cases  of  toxemia  and 
premature  placental  separation. 

Near  term,  the  differential  diagnosis  is 
nearly  always  between  premature  separation 
and  placenta  praevia.  I  have  found  lateral 
soft  tissue  films  helpful  in  differentiating 
between  placenta  praevia  and  mild  cases  of 
premature  separation  where  pain  is  not 
prominent.  In  taking  such  x-rays  it  is  imper- 
ative that  there  be  in  the  bladder  either  an 
open  indwelling  catheter,  to  assure  its  being 
empty,  or  some  contrast  medium  such  as  air 
or  iodide,  so  that  its  limits  can  be  unmis- 
takably defined. 

15.    Sliute,  E,:  Vitamin  E  in  the  Propliylaxis  of  Abiiiptio  Pla- 
centae.   Surq..   Gynec.   i^    Obst.    ;:.  :3] -.-.illi    (Oct.)    10  12. 

TREATMENT  OF  PREMATURE 
SEPARATION  OF  THE  PLACENTA 

W.  L.  Thomas,  M.D. 
Durham 

Hemorrhage,  the  most  common  cause  of 
maternal  death,  is  in  most  instances  pre- 
ventable. We  have  at  our  command  (espec- 
ially in  those  hospitals  with  blood  banks) 
the  means  to  replace  at  once  at  least  the 
amount  of  blood  that  was  lost. 

The  etiology  of  separation  of  the  normally 
implanted  placenta  has  just  been  ably  dis- 
cussed. It  is  generally  agreed  that  manifes- 
tations of  toxemia  precede  the  abruption  in 
more  than  50  per  cent  of  the  cases.  I  con- 
tend that  the  severe  type  of  toxemia  is  almost 
totally  preventable  by  good  obstetric  care — 
controlled  weight  gain,  high  protein  diet,  and 
low  sodium  intake.    There  are  those  present 


who,  I  am  sure,  will  disagree  with  this 
contention.  Toxic  separation  of  the  placenta 
could,  nevertheless,  be  prevented  in  many  in- 
stances. Prevention  is,  after  all,  the  best 
management  of  any  disease  process. 

There  has  been  a  tendency  during  the  past 
few  years  to  treat  almost  all  cases  of  ab- 
ruptio  placentae  conservatively.  It  has  cer- 
tainly been  the  general  rule  in  our  hospital. 
I  believe  that  conservative  management  will 
in  due  time  replace  cesarean  section,  even 
for  the  most  severe  degrees  of  placental 
separation.  The  general  practitioner  should 
by  all  means  manage  the  problem  in  a  con- 
servative fashion.  Rarely,  it  may  be  neces- 
sary to  remove  a  uterus  that  fails  to  contract. 

ManageDiciit  before  DeUverij 

Era  II  woman  who  bleeds  during  the  last 
few  months  of  pregnancy  should  be  sent  to 
the  hospital  in  an  ambulance,  not  in  an  auto- 
mobile. No  vaginal  or  rectal  examination 
should  be  done  before  hospitalization,  and 
the  vagina  should  not  be  packed.  The  first 
thing  to  do  upon  the  patient's  admission  to 
the  hospital  is  to  type.  Rh-test,  and  cross- 
match her  blood.  If  the  laboratory  and  clin- 
ical findings  reveal  that  she  has  lost  blood 
or  is  losing  blood,  this  should  be  replaced 
and  more  blood  made  available  in  case  it  is 
needed.  I  cannot  emphasize  too  much  that 
this  is  the  first  and  most  important  thing  to 
do. 

Methods  of  Delivery 

A  rectal  examination  should  never  be  done, 
even  in  the  hospital.  The  patient  is  moved 
to  the  delivery  room,  where  all  preparations 
have  been  made  for  either  conservative  man- 
agement or  cesarean  section.  A  sterile  vag- 
inal examination  is  then  done.  Each  patient 
should  be  individually  considered.  The  choice 
of  treatment  is  dependent  upon  several  fac- 
tors, chief  among  them  the  general  condition 
of  the  patient,  the  severity  of  symptoms,  the 
degree  of  placental  separation,  the  degree 
of  cervical  dilatation,  and  the  presence  or 
absence  of  labor.  The  milder  degrees  of  sep- 
aration occurring  in  the  course  of  labor  and 
causing  no  distress  to  either  the  mother  or 
the  infant  require  no  interference  with  the 
normal  course  of  labor.  Usually  the  patient 
is  a  multipara,  and  if  she  is  not  in  labor  arti- 
ficial rupture  of  the  membranes  should  be 
performed.  At  this  time  we  usually  apply 
scalp  traction  with  a  Willett  clamp  in  an  ef- 
fort  to   shorten   the   latent   period   between 
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rupture  of  the  membranes  and  the  onset  of 
labor.  Care  should  be  taken  to  apply  this 
clamp  near  the  occiput,  so  as  not  to  compli- 
cate labor  by  a  deflection  attitude  of  the 
head. 

There  are  very  few  indications  for  cesar- 
ean section.  Inability  to  replace  the  blood 
as  fast  as  it  is  lost,  or  some  other  factor 
such  as  cephalopelvic  disproportion  may, 
however,  necessitate  abdominal  delivery. 

Management  after  Delivery 

Following-  delivery,  vigilant  attention  must 
be  given  to  the  likelihood  of  postpartum 
hemorrhage.  In  some  of  these  patients  the 
uterus,  especially  if  it  is  of  the  Couvelaire 
type,  Vv-ill  fail  to  remain  firmly  contracted, 
and  a  relatively  small  amount  of  bleeding 
will  be  poorly  tolerated.  If  intravenous  oxy- 
tocics fail,  firm,  packing  of  the  uterus  and 
vagina  is  urgently  indicated.  A  hysterec- 
tomy should  be  done  if  the  patient  bleeds 
through  this  tight  uterovaginal  tampon. 

I  also  believe  in  the  prophylactic  use  of 
chemotherapy  and  antibiotics  in  these  pa- 
tients because  of  the  manipulations  and 
trauma  they  have  sustained. 

Our  records  show  that  very  few  of  the 
maternal  deaths  at  Duke  Hospital  which  re- 
sult from  abruptio  placentae  are  due  to  hem- 
orrhage per  se.  Anuria,  with  or  without  bi- 
lateral symmetrical  renal  cortical  necrosis, 
has  been  the  chief  cause  of  death.  The  treat- 
ment of  anuria  has  been  most  unsatisfactory. 
Perhaps  the  conduction  spinal  anesthesia,  as 
advocated  by  Hingson,  may  save  some  of 
these  patients  (especially  those  without 
renal  cortical  necrosis).  Continuous  peri- 
toneal irrigation  and  renal  decapsulation 
have  also  been  used.  Microscopic  examina- 
tion of  the  kidnejss  from  patients  dying  with 
bilateral  renal  cortical  necrosis  show  throm- 
boses of  interlobular  arteries,  with  coagula- 
tion necrosis. 

Case  Report 

A  27  year  old  colored  woman  was  referred  by  her 
local  physician  on  May  1,  1948,  at  11:30  p.m.  with 
a  history  of  profuse  vaginal  bleeding  of  twenty-four 
hours'  duration,  associated  with  lower  abdominal 
pain. 

The  patient  had  had  "high  blood  pressure''  with 
her  three  previous  pregnancies.  During  her  present 
pregnancy,  which  was  near  term,  she  had  been  seen 
by  her  local  physician  only  twice,  in  March.  His 
findings  at  this  time  were  not  known. 

The  patient  began  to  have  mild  lower  abdominal 
pain,  associated  with  moderate  vaginal  bleeding, 
around  midnight  on  April  30.  On  the  afternoon  of 
May  1,  the  vaginal  bleeding  became  profuse  and  was 


associated  with  the  passage  of  large  clots.  She  tele- 
phoned her  local  physician,  who  referred  her  to  an- 
other doctor.  The  latter  checked  her  blood  pressure 
and  found  it  to  be  190  systolic,  120  diastolic;  two 
hours  later,  it  was  80  systolic,  0  diastolic.  He  noted 
that  the  uterus  was  getting  larger,  and  sent  her  to 
the  hospital.  No  vaginal  or  rectal  examinations  were 
made,  and  no  vaginal  pack  inserted. 

Examination  on  admission  showed  an  obese  col- 
ored woman  complaining  of  severe  lower  abdominal 
pain.  Her  blood  pressure  was  100  systolic,  70  dias- 
tolic, temperatuie  37.3  C.  (99.1  F.),  pulse  120.  The 
optic  fundi  revealed  arteriovenous  nicking  and  tor- 
tuosity, with  silvering  of  the  vessels;  no  exudate 
or  hemorrhage  was  noted.  Slight  edema  of  the  face 
and  marked  edema  of  the  lower  extremities  were 
present.  The  abdomen  was  enlarged  to  the  size  of 
a  term  pregnancy.  The  uterus  was  board-like,  with 
marked  tenderness;  no  fetal  movements  were  dis- 
cernable.  and  the  fetal  heart  sounds  were  absent. 

The  hemoglobin  was  40  per  cent.  A  catheterized 
specimen  of  urine  contained  albumin  (4  plus)  no 
sugar  or  acetone,  a  few  granular  casts,  and  an  oc- 
casional white  blood  cell  and  red  blood  cell.  A  diag- 
nosis of  ablatio  placentae,  hypertensive  toxemia 
obesity,  and  marked   secondary  anemia  was  made.  ' 

Outline  of  therapy  and  course 

11:30  p.m.     1.    Cells  and  serum  drawn  for  typing, 
May  1,1948  Rh-testing,     and     cross -matching. 

1000  cc.  of  5  per  cent  glucose  in 
water  given  intravenously;  10  mg. 
of  morphine  and  4  mg.  of  atropine 
given  intramuscularly. 

2.  Blood  pressure  checi<ed  every  five 
minutes. 

3.  Perineal  preparation:  no  enema. 
12:15  a.m.     4.    500   cc.   of  citrated   blood  given   in- 

May  2,  1948  travenously 

5.  Patient  moved  to  delivery  room 
1  a.  m.  G.  Sterile  vaginal  examination  showed 
the  cervix  5  cm.  dilated,  the  mem- 
branes ruptured,  dark  uterine  bleed- 
ing with  clots  in  the  vagina.  Vertex 
presentation  in  right  occiput  trans- 
verse position,  2  cm.  above  the 
ischial  spines.  No  placenta  felt,  but 
clots  felt  in  the  lower  uterine  seg- 
ment. 

7.  Willett's  clamp  applied  to  the  occi- 
put; trial  traction  showed  good  ap- 
plication. One  pound  weight  applied 
to  clamp. 

8.  Patient  left  on  delivery  table.  Blood 
pressure  140  systolic,  100  diastolic. 
No  further  external  bleeding.  Ute- 
rus contracted. 

4:55  a.m.  9.  Spontaneous  delivery  of  a  stillborn, 
slightly  macerated  male  infant — 
right  occiput  anterior.  Pitocin,  1  cc, 
given  intramuscularly. 

5:35  a.m.  10.  Spontaneous  delivery  of  part  of  the 
placenta — typical  ablatio. 

11.  Manual  removal  of  retained  por- 
tions of  placenta.  Uterus  contracted 
well  following  Ergotrate,  1  cc. 

12.  Patient  left  on  table  for  two  hours. 
No  further  bleeding.  Uterus  re- 
mained well  contracted.  Blood  pres- 
sure 160  systolic,  100  diastolic.  To- 
tal of  1000  cc.  of  citrated  blood 
given. 

13.  Penicillin   and   sulfadiazine   started. 
9.  a.  m.     14.    Hemoglobin     60     per    cent.      Blood 

pressure  170  systolic,  110  diastolic. 
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Summary 

1.  Hemorrhage  is  the  chief  cause  of  ma- 
ternal deaths. 

2.  Toxemia  of  pregnancy  is  an  etiologic  fac- 
tor in  more  than  50  per  cent  of  the  cases 
of  abruptio  placentae.  Expert  obstetric 
care  offers  much  in  the  way  of  preven- 
tion. 

3.  Hospitalization  of  the  patient  is  impera- 
tive in  cases  of  abruptio  placentae. 

4.  Replacement  of  lost  blood  or  blood  being 
lost  is  the  first  and  most  important  thing 
to  do. 

5.  Conservative  measures  to  evacuate  the 
uterus  will  serve  the  best  interests  of  the 
mother  and  infant  in  most  instances. 

6.  Operative  furor  and  traumatic  proced- 
ures for  delivery  have  no  place  in  the 
management  of  premature  separation  of 
the  placenta. 

ANTEPARTUM  AND  POSTPARTUM 

BLEEDING   FROM   THE   STANDPOINT 

OF  THE  GENERAL  PRACTITIONER 

J.  Street  Brewer,  M.D. 

ROSEBORO 

In  this  discussion  the  problem  of  ante- 
partum and  postpartum  bleeding  will  be  con- 
sidered from  the  standpoint  of  general  prac- 
titioners in  the  smaller  cities,  small  towns, 
and  rural  areas.  When  the  general  practi- 
tioner in  a  large  city  sees  a  case  of  ante- 
partum or  postpartum  bleeding,  he  should 
handle  it  as  the  obstetric  specialist  would, 
if  he  thinks  he  is  capable  and  has  hospital 
privileges,  or  should  immediately  refer  the 
patient  to  an  obstetrician.  The  problem  con- 
fronting the  general  practitioner  in  a  small 
town  or  rural  area  is  somewhat  different. 
This  doctor  is  usually  working  alone,  or  per- 
haps with  a  nurse,  and  is  often  many  miles 
from  a  hospital  and  consultants,  and  maybe 
even  from  a  telephone.  He  often  finds  him- 
self in  a  precarious  and  critical  situation.  He 
needs,  therefore,  to  prepare  himself  for  these 
emergencies  by  having  proper  equipment  for 
the  control  of  hemorrhage  and  the  replace- 
ment of  blood  volume  by  glucose  or  plasma ; 
and  also  by  training  himself  to  know  what 
to  do  and  how  to  do  it,  and  above  all,  ivhat 
not  to  do. 

Let  no  one  think,  because  he  has  never  had 
a  case  of  fatal  hemorrhage,  that  it  is  not  a 
fairlv  common  occurrence.    The  records  of 


the  Committee  on  Maternal  Welfare  show 
that  hemorrhage  is  an  all  too  frequent  cause 
of  maternal  deaths  in  North  Carolina.  In 
1947,  75  mothers  in  North  Carolina  died 
from  hemorrhage — many  of  them  without 
the  care  of  a  physician,  but  some  of  them 
in  hospitals.  Obstetric  hemorrhage  is  an 
ever  present  danger  for  those  who  practice 
obstetrics.  Therefore,  let  every  doctor  who 
takes  an  obstetric  case  develop  a  healthy  re- 
spect for  blood.  It  is  the  fiuid  that  feeds  the 
body  and  sustains  life.  Without  a  fair 
amount  of  it,  no  man  or  woman  lives  very 
long.  Let  the  physician  learn  to  fear  bleed- 
ing in  a  pregnant  or  postpartum  woman.  Let 
him  adopt  De  Lee's  motto,  "Save  Blood."  It 
should  be  painted  on  every  obstetric  bag  and 
on  the  walls  of  every  delivery  room  in  the 
land. 

P)'ophylai'is 

The  doctor  who  has  a  healthy  respect  for 
blood  and  who  fears  bleeding  will  be  most 
likely  to  do  everything  possible  to  prevent 
bleeding  in  his  obstetric  patients.  He  will 
give  them  good  prenatal  care  and  will  make 
every  effort  to  bring  them  to  the  last  tri- 
mester of  pregnancy  and  to  labor  with  blood 
rich  in  hemoglobin  and  red  cells.  The  loss 
of  a  quart  of  blood  in  a  woman  with  13  to 
16  Gm.  of  hemoglobin  and  4,000.000  to  5,- 
000,000  red  cells  is  one  thing;  the  loss  of  a 
quart  of  blood  in  a  woman  with  9  or  10  Gm. 
of  hemoglobin  and  3,000,000  red  cells  is 
quite  another,  and  far  more  serious  affair. 
The  patient  whose  blood  is  rich  is  not  nearly 
so  likely  to  bleed  post  partiim.  It  is  almost 
axiomatic  that  those  who  can  least  afford  it 
bleed  most. 

Antepartum  Hemorrhage 

Antepartum  hemorrhage  is  an  accident  of 
pregnancy.  Prenatal  care  will  not  prevent 
it,  but  wiil  detect  it  early  and  enable  the  doc- 
tor to  do  something  about  it.  The  general 
practitioner  should  treat  every  case  of  vagi- 
nal bleeding  in  the  last  trimester  of  preg- 
nancy as  potentially  one  of  placenta  praevia 
or  premature  separation  of  the  normally  im- 
planted placenta. 

There  should  be  no  question  about  prema- 
ture separation.  The  tense,  distended,  pain- 
ful abdomen  is  almost  unmistakable.  What 
is  the  general  practitioner,  working  alone  in 
a  remote  area,  going  to  do  in  a  case  of  pre- 
mature separation?  He  may,  under  the 
strictest  aseptic  precautions,  make  one  vag- 
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inal  examination  to  confirm  or  disprove  his 
diagnosis  and  to  determine  the  condition  of 
the  cervix.  If  the  cervix  is  firm  and  not  di- 
lated, the  patient  should  be  immediately 
transjjorted  to  a  good  hospital.  If  the  cervix 
is  fairly  well  dilated  or  is  obliterated,  with 
a  soft  OS  and  as  much  as  two  fingers'  dilata- 
tion, the  membranes  should  be  ruptured,  al- 
lowing the  amniotic  fluid  to  escape.  The 
uterus,  contracting  on  the  fetus  and  placenta, 
will  prevent  further  bleeding.  Labor  may  be 
allowed  to  progress  naturally,  or  perhaps 
prompted  by  a  very  small  dose  of  Pitocin. 
Delivery  of  a  stillborn  fetus  will  usually  be 
accomplished  within  a  few  hours.  The 
mother  will  usually  survive,  if  blood  loss  is 
treated  appropriately. 

Painless  bleeding  at  the  onset  of  labor  may 
be  due  to  placenta  praevia  or  to  a  tear  in  the 
muco^^a  of  the  cervix  associated  with  dilata- 
tion. In  these  cases  the  general  practitioner 
may  be  permitted  one  strictly  aseptic  vaginal 
examination,  when  he  will  usually  find  the 
cervix  dilated  to  admit  one  or  two  fingers. 
He  may  very  gently  pass  the  finger  inside 
the  cervical  canal,  and  if  no  placental  tissue 
is  felt,  may  assume  that  the  bleeding  is  due 
to  a  mucosal  tear  associated  with  dilatation. 
If  the  cervix  is  fairly  well  effaced  and  di- 
lated 5  cm.  or  more,  the  doctor  may  play  safe 
and  rupture  the  membranes.  This  procedure 
will  control  the  bleeding  from  marginal  pla- 
centa praevia,  if  this  condition  is  present. 

Placenta  praevia  usually  causes  bleeding 
a  month  or  two  before  the  onset  of  labor. 
Painless  hemorrhage  during  the  seventh  or 
eighth  month  must  be  assumed  to  be  from 
placenta  praevia  unless  one  can  prove  other- 
wise. The  general  practitioner  should  refer 
these  patients  to  an  obstetric  specialist.  They 
should  be  referred  at  the  first  hemorrhage, 
which,  though  usually  small  in  amount,  is 
the  forerunner  of  other  and  more  serious 
bouts  of  bleeding.  There  is  too  much  risk 
involved  to  attempt  to  treat  these  patients 
in  the  home,  except  in  case  of  emergency. 

Postpartum  Hemorrhage 

Postpartum  hemorrhage  will  give  a  gen- 
eral practitioner  much  more  trouble  and 
concern  than  antepartum  bleeding.  It  is  an 
ever  present  danger,  and  he  should  be  pre- 
pared for  it  in  every  obstetric  case  by  hav- 
ing his  patient  in  good  physical  condition 
with  good,  rich  blood.  He  must  carry  with 
him  material    for  packing  the  uterus,    and 


blood  plasma  to  replace  blood  loss,  if  neces- 
sary. 

Much  blood  can  be  saved  by  proper  atten- 
tion to  the  third  stage  of  labor.  Premature 
eff'orts  to  expel  the  placenta  before  it  is  sep- 
arated should  be  avoided.  The  doctor  should 
not  pull  hard  on  the  cord.  The  uterus  should 
be  watched  carefully  after  the  birth  of  the 
child,  and  as  soon  as  the  well  known  signs 
of  separation  are  evident  the  placenta  should 
be  expressed  from  the  uterus  and  vagina  by 
either  of  the  accepted  methods. 

Oxytocics  such  as  Pitocin  and  Ergotrate 
may  be  administered  immediately  after  the 
birth  of  the  baby,  or  as  soon  as  the  placenta 
is  expelled.  My  own  preference  is  to  give  an 
ampule  of  Ergotrate  by  vein  immediately 
after  the  baby  is  born,  or  not  until  after  the 
delivery  of  the  placenta. 

The  uterus  .should  be  carefully  watched 
for  at  least  one  and  preferably  for  two  hours 
after  delivery  is  completed.  In  my  opinion 
the  greatest  danger  from  postpartum  bleed- 
ing is  not  in  those  patients  who  bleed 
promptly  and  profusely  immediately  after 
delivery  of  the  placenta.  Bleeding  in  these 
cases  usually  stops  without  too  much  trouble. 
The  danger  is  in  the  woman  who  bleeds  a 
little,  but  keeps  on  bleeding.  The  tendency 
is  to  wait  and  hope  that  it  will  stop.  Mean- 
while, the  uterus  gets  softer  and  softer,  and 
too  often,  before  anyone  realizes  it,  a  great 
quantity  of  blood  is  lost  and  the  patient  is 
iu  extremis. 

When  the  doctor  leaves,  these  patients  are 
usually  without  a  trained  attendant.  If  there 
is  doubt  about  the  danger  of  postpartum 
hemorrhage,  it  is  safest  to  pack  the  uterus. 
Packing  of  the  postpartum  uterus  is,  I  think, 
regarded  too  seriously.  The  old  Philadelphia 
adage  used  to  be  that  "One  can  invade  the 
uterus  one  time  without  fear.  It  is  the  sub- 
sequent invasions  that  stir  up  infection."  It 
is  much  safer  for  the  doctor  out  in  the  coun- 
try to  pack  the  uterus  and  give  an  injection 
or  two  of  penicillin  in  oil  than  it  is  to  leave 
a  woman  bleeding  too  freely. 

Conchision 
May  I  emphasize  again  that  if  the  general 
practitioner  will  bring  his  patient  to  late 
uregnancy  and  labor  in  fine  physical  condi- 
tion, with  rich  blood,  he  has  done  much  to 
prevent  obstetric  hemorrhage.  Let  him  be 
conservative  in  the  administration  of  anal- 
gesic and  anesthetic  drugs  during  labor,  and 
cautious  in  handling  the  third  stage  of  labor. 
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If  he  does  these  things,  he  will  seldom  see 
dangerous  bleeding.  If  a  serious  hemorrhage 
should  occur,  however,  let  him  be  prepared 
in  heart  and  spirit  and  with  material  thin^ys 
to  act  boldly  and  promptly. 


THE  CONTROL  OF  ELECTROLYTE  AND 

WATER  BALANCE  IN  SURGICAL 

PATIENTS 

William  A.  Wolff,  Ph.D. 

and 
Felda  Hightower,  M.D. 

Winston-Salem 

Within  the  brief  span  of  fifteen  years  the 
subject  of  electrolyte  and  water  balance  has 
changed  from  a  problem  of  research  and 
academic  interest  into  a  matter  of  tremen- 
dous importance  in  the  daily  care  of  surgi- 
cal patients.  New  developments  come  so 
rapidly  that  reviews  of  the  subject  must  be 
made  at  frequent  intervals,  and  current  prac- 
tices changed  accordingly.  Among  the  num- 
erous developments  of  the  past  five  years  v\'e 
may  select  several  topics  for  comidevation 
at  this  time. 

1.  Of  prime  importance  is  the  fact  that 
peripheral  vascular  failure  simulating  sur- 
gical .shock  has  been  recognized  as  a  terminal 
event  in  cases  of  severe  dehydration  and 
electrolyte  loss — for  example,  in  patients 
with  neglected  intestinal  ob.struction  or  dia- 
betic coma. 

2.  There  is  a  growing  feeling  that  isotonic 
saline  solution  has  been  used  too  generou-ly, 
and  that  innumerable  cases  of  edema  have 
resulted  from  this  therapeutic  procedure. 

3.  After  several  years  of  clinical  experi- 
mentation with  quantitative  dosage  of  pa- 
renteral fluids  according  to  mathematical 
formulas,  we  are  beginning  to  recognize  that 
every  calculated  dose  must  be  modified  to 
suit  the  individual  patient  and  his  condition 
at  the  time  of  administration. 

4.  The  fourth  new  viewpoint  refers  to 
edema.  In  years  past  we  have  considered  the 
plasma  protein  level  as  the  determining  fac- 
tor for  edema.  Today,  we  recognize  several 
other  factors  as  equally  important. 

5.  Finally,  old  concepts  concerniuT  the 
fixation  of  potassium  within  the  cell?  r.nd  the 
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presence  of  sodium  in  the  extracellular  fluids 
must  be  modified  in  view  of  the  recent  d's- 
covery  that  sodium  and  potassium  ions  mi- 
grate readily  across  cell  membranes.  In  cer- 
tain pathologic  conditions  this  interchange 
has  resulted  in  a  serious  deficit  of  tissue  po- 
tassium and  the  accumulation  of  sodium 
compounds  within  the  cells.  The  possibility 
of  such  a  deficit  of  potassium  must  be  con- 
sidered in  planning  parenteral  fluids. 

Physiologic  Effects  of  Trauma 

Abundant  evidence  has  accumulated  on 
the  physiologic  effects  of  trauma,  including 
the  tissue  damage  incident  to  all  major  surgi- 
cal procedures.  The  most  striking  of  the-^o 
effects  is  a  marked  iiici'ease  in  protein  catab- 
ol'sm,  which  produces  a  negative  nitrogen 
balance  unless  the  protein  intake  is  in- 
creased to  a  corresponding  degree.  A  second 
effect  is  the  inipai)'me>it  of  renal  fauctio)) 
which  results  from  the  use  of  all  the  common 
anesthetic  agents  and  from  surgical  trauma. 
The  oliguria  or  anuria  seen  in  the  crush 
syndi'ome  is  a  spectacular  example  of  this 
type  of  renal  impairment.  A  third,  but  less 
well  known,  effect  of  trauma  is  the  "alarm 
reaction"  or  huperactivitij  of  the  adrenal 
cortex.  All  three  of  these  factors  are  inti- 
mately associated  with  electrolyte  and  water 
balance  in  the  surgical  patient.  From  pro- 
tein catabolism  come  acids  which  may  con- 
tribute to  the  development  of  acidosis,  while 
adrenal  cortical  hormones  cause  the  reten- 
tion of  sodium  chloride  and  water.  This  sit- 
uation is  aggravated  by  the  failing  kidney. 

Problems  of  Electrolyte  and  Water  Balance 

Disturbances  in  electrolyte  and  water  bal- 
ance may  be  roughly  classified  into  three 
groups:  (1)  dehydration  produced  by  acute 
v.'ater  loss,  (2)  abnormal  distribution  of 
body  water,  usually  between  the  plasma  and 
interstitial  fractions,  and  (3)  edema,  cr  the 
accumulation  of  excessive  amounts  of  v.'ater 
and  electrolytes. 

Dehydration  (table  1) 

The  clinical  picture  of  acute  dehydration 
is  fairly  definite.  The  patient  is  thirsty,  has 
a  dry  buccal  mucosa,  and  may  have  an  ele- 
vated temperature.  Tissue  turgor  is  lacking, 
and  the  skin  may  be  pinched  up  into  a  per- 
sistent fold.  In  more  extreme  cases  there  are 
mental  disturbances,  the  eyeballs  are  soft 
and  depressed  in  the  socket,  and  little  or  no 
urine  is  passed.   The  clinical  impression  may 
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Table  1 


Dehydration  Due  to 

Clinical  Findings 

Thirst 

Dry  buccal  mucosa 
Elevated  temperature 
Absence  of  tissue  turgor 
Mental  disturbances 
Eyeballs     soft     and     de- 
pressed in  sockets 
Olig'uiia  or  anuria 


Acute  Water  Loss 
Laboratory  Findings 

High   specific   gravity   of 

urine 
High  nonprotein 

nitrogen 
Hemoconcentration 

Hematocrit  and  RBC 

Plasma  protein 

Specific  gravity 
Electrolyte   imbalance 


be  confirmed  by  laboratory  data  showing  a 
high  nonprotein  nitrogen,  marked  hemocon- 
centration indicated  by  hematocrit  or  plasma 
protein  values,  and  frequently  an  imbalance 
in  plasma  electrolyte  concentrations. 

Cases  of  dehydration  may  be  further 
divided  into  four  subgroups  (table  2),  each 
characterized  by  typical  laboratory  findings 
and  clinical  pictures:  (1)  Water  loss  only, 
apart  from  anj'  disturbance  in  electrolytes, 
is  seen  with  excessive  sweating  and  seldom 
with  any  other  clinical  condition.  (2)  Loss 
of  salt  and  water  from  the  extracellular  fluid 
fraction  may  be  seen  in  patients  with  diar- 
rhea or  with  an  ileostomy.  This  condition 
may  develop  without  any  change  in  the  con- 
centration of  plasma  electrolytes,  even 
though  there  is  a  marked  decrease  in  the 
total  amount  of  electrolytes  present.  (3) 
Pyloric  obstruction,  characterized  by  salt 
and  water  loss  with  a  hypochloremic  alkalo- 
sis, is  an  example  of  the  third  subgroup.  (4) 
The  reverse  of  this  condition,  salt  and  water 
loss  with  acidosis,  is  associated  with  a  biliary 
fistula,  uncontrolled  diabetes,  and  starvation. 

Ab)ioy)nal  distiibiition  of 
extraceUidar  fluids 

The  second  major  category,  abnormal  dis- 
tribution of  extracellular  fluid,  is  represented 
by  shock,  resulting  from  either  surgery,  hem- 
orrhage or  burns  (table  3).  In  all  three  con- 
ditions there  is  a  marked  shift  of  fluid  from 


the  vascular  compartment  to  the  interstitial 
fraction,  together  with  a  failure  in  peripher- 
al circulation.  The  pale,  cold  and  clammy 
skin,  the  rapid,  thready  pulse,  the  collapsed 
veins,  and  falling  blood  pressure  are  indica- 
tions of  circulatory  disturbances  caused  by 
a  sudden  decrease  in  effective  circulating 
blood  volume.  The  laboratory  findings — 
hemoconcentration,  hypoproteinemia,  and 
acidosis — are  identical  in  traumatic  and 
burn  shock,  whereas  in  hemorrhagic  shock 
there  is  hemodilution  caused  by  the  loss  of 
red  cells  and  the  compensatory  transfer  of 
interstitial  fluid  into  the  vascular  compart- 
ment. 

Edema 

The  third  type  of  fluid  imbalance,  massive 
edema  with  a  relatively  normal  circulating 
blood  volume,  cannot  be  discussed  at  this 
time,  except  to  point  out  the  fact  that  exces- 
sive use  of  isotonic  saline  will  produce  "salt 
edema." 

Criteria  for  Fluid  Administration 

In  setting  up  criteria  for  fluid  administra- 
tion (table  4)  may  we  emphasize  the  fact 
that  every  patient  presents  an  individual 
problem  which  varies  according  to  the  his- 
tory and  the  clinical  and  laboratory  findings. 
Variations  in  renal  function  and  in  the  cardi- 
ovascular state  may  change  the  program 
from  patient  to  patient.  A  routine  program 
for  fluid  administration  cannot  be  set  up;  it 
must  be  tailored  to  meet  specific  needs  at  a 
given  time,  and  will  vary  from  hour  to  hour 
and  day  to  day.  Three  basic  considerations 
must  be  kept  in  mind:  (1)  the  daily  require- 
ments for  water,  electrolytes,  and  nutritional 
factors;  (2)  replacement  of  abnormal  fluid 
losses,  and  (3)  correction  of  electrolyte  im- 
balances. 

Basal  requirements 

The  daily  basal  fluid  requirement  for  the 
postoperative  adult  patient  is  2  to  3  liters  ot 


Type 

Water  loss  only 

Salt  and  water  loss 

Salt  and  water  loss 
with  alkalosis 

Salt  and  water  loss 
with  acidosis 


Table  2 
Types  of  Dehydration 

Electrolyte  Concentration 

Chloride  and  total  base  increased 

Bicarbonate  normal 

Normal 

Chloride  and  total  base  low 
Bicarbonate  increased 
Chloride  and  total  base  low 
Bicarbonate  low 


Clinical  Condition 
Producing  Dehydration 

Excessive   sweating 

Colitis  with  diarrhea 

Ileostomy 

Pyloric  obstruction 

Biliary  fistula 
Diabetic  complications 
Starvation 
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Condition 

Surgical  Shock 


Hemorrhage 


Riiras 


Table  3 
Abnormal  Distribution  of  Fluids  and  Electrolytes 

Appearance 

Very  ill 

Dilated  pupils 

Perspiring 

Pale  or  ashen  color 

Cold  and  clammy 

Mental  dullness 

Reacts  to  pain 

Rapid,  thready  pulse 

Falling  blood  pressure 

Collapsed  veins 

Shallow,  rapid  respirations 

Low  temperature 

Extreme  pallor 

Restlessness 

Deep,  rapid  respiiations 

Thirst 


Severe  pain 
Chilliness 

Depressed  sensorium 
Increased  pulse 
Falling  blood  pressure 
Elevated  temperature 
Thirst 


Laboratory  Findings 

Decreased  urine 

Hemoconcentration 
Increased  RBC 
Increased  WBC 
High  hematocrit 

Hypoproteinemia 

Acidosis 


Decreased  urine 

Hemodilution 
Fall  in  RBC 
Low  hematocrit 

Hypoproteinemia 

Decreased  urine 
Increased  NPN 
Hemoconcentiation 
Increased  RBC 
High  hematocrit 
Hypoproteinemia 
Acidosis 


water,  which  may  be  given  intravenously  as 
a  5  per  cent  gUicose  sohition.  Nutritional 
factors,  including  50  or  more  grams  of  pro- 
tein or  its  amino  acid  equivalent  and  the 
proper  vitamins,  are  also  essential.  Begin- 
ning on  the  second  postoperative  day,  the  pa- 
tient needs  3  to  5  Gm.  of  electrolytes,  chieflv 
sodium  chloride,  which  is  conveniently  sup- 
plied by  500  cc.  of  Ringer-lactate  solution. 
Intravenous  solutions  are  used  only  as  a  last 
resort  to  cope  with  an  emergency.  All  fluids, 
electrolytes,  and  food  stuffs  should  be  given 
by  mouth  whenever  possible. 

Replacement  of  abnormal  fluid  losft 

In  addition  to  daily  requirements  we  must 
consider  abnormal  fluid  loss  in  patients  with 

'  ~  Table  4 

Criteria   for   Fluid   Administration 

History,  clinical,  and  laboratory  findings 
Renal  function  and  cardiovascular  status 
Daily  basal  requirement 

Water — 2  or  3  liters,  5''(  glucose 

Electrolytes — 250-500   cc.   Ringer's   solution 

Nutritional  factors — proteins  and  vitamins 
Compensation  for  abnormal  loss 

(dehydration,   gastric   suction,   wound   drainage, 

hemorrhage) 

Fluid — 50 'f   water  with  glucose 
40^f    Ringer's  solution 
lO""'.-    sixth  molar  sodium  lactate 

Protein — plasma   or  amino   acids 

Blood — whole  blood  transfusion 
Electrolyte  imbalance 

Saline,  lactate,  ammonium  chloride 


dehydration,  gastric  suction,  wound  drain- 
age, or  hemorrhage.  For  replacement  of 
fluids  in  dehydrated  patients,  50  per  cent  of 
the  volume  prescribed  should  be  glucose  and 
water,  40  per  cent  should  be  Ringer's  solu- 
tion, and  the  remaining  10  per  cent  should 
be  sixth  molar  sodium  lactate.  This  balanced 
salt  solution  imposes  no  extra  burden  on  the 
kidney,  and  covers  any  potassium  deficit 
Avhich  may  be  present.  Protein  lost  by  burns 
must  be  replaced  by  plasma  transfusions. 
Protein  lost  in  wound  drainage  is  replaced 
either  by  plasma  transfusions  or  by  amino 
acid  solutions.  Red  cell  losses  must  be  cov- 
ered by  whole  blood  transfusions  or  by  red 
cell  suspensions. 

Correction  of  electroli/te  imbalances 

Correction  of  electrolyte  imbalances  must 
be  planned  in  the  light  of  individual  compli- 
cations in  each  case.  Acidosis  is  corrected 
by  sodium  lactate  or  sodium  bicarbonate  so- 
lution, preferably  given  by  mouth.  Hypo- 
chloremic alkalosis  may  be  corrected  by  am- 
monium chloride  solutions  given  intraven- 
ously— a  marked  improvement  over  the  time 
honored  treatment  with  isotonic  saline. 
Chloride  levels  should  be  maintained  in  the 
low  normal  range,  because  edema  due  to  ex- 
cessive saline  administration  is  a  serious 
danger.  In  restoring  depleted  chlorides  a 
balanced  salt  solution  such  as  Ringer-lactate 
is  preferable  to  isotonic  sodium  chloride. 
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It  is  just  as  important  to  give  the  proper 
quantity  of  water  and  electrolytes  as  it  is  to 
give  the  correct  dose  of  any  powerful  drug. 
Inadequate  or  excessive  fluid  administration 
gives  the  surgeon  a  false  sense  of  security 
and  may  prove  disastrous  to  the  patient.  We 
use  formulas  for  calculating  the  volume  of 
fluid  needed  by  a  dehydrated  patient,  the 
amount  of  alkali  necessary  to  correct  the 
acidosis,  the  amount  of  ammonium  chloride 
needed  in  hypochloremic  alkalosis,  and  the 
plasma  protein  deficit  in  severe  burns.  How- 
ever, these  calculated  values  are  considered 
as  suggestions  only,  and  the  final  program 
of  fluid  administration  must  be  adjusted  to 
fit  the  clinical  picture  at  the  moment.  In 
short,  the  control  of  electrolyte  and  water 
balance  in  surgical  patients  is  a  clinical  prob- 
lem which  must  be  handled  by  the  surgeon 
rather  than  bv  a  slide  rule. 


A  PHOTOFLUOROGRAM  OF  THE 

NORTH  CAROLINA  BUREAU  OF 

TUBERCULOSIS  CONTROL 

T.  F.  Vestal,  M.D. 
Winston-Salem 

The  Bureau  of  Tuberculosis  Control  was 
established  by  the  State  Board  of  Health, 
and  began  its  existence  on  January  1,  1945. 
It  came  into  being  absolutely  penniless.  By 
agreement  (Title  VI  of  the  Social  Security 
Act),  federal  funds  paid  the  salary  of  the 
director,  its  only  employee  at  that  time,  until 
other  funds  could  be  made  available.  Federal 
grant-m-aid  funds  were  anticipated,  and  the 
1945  General  Assembly  appropriated  $2'),- 
000  per  year  to  be  used  in  administering 
these  federal  funds.  However,  this  money 
did  not  become  available  until  July  1,  1945. 
In  May,  1945,  the  first  federal  tuberculosis 
funds — about  $18,000 — were  turned  over  to 
the  state  to  be  used  during  the  remainder  of 
that  fiscal  year.  Personnel  was  scarce,  and 
suitable  equipment  was  almost  unobtainable. 
Contracts  for  x-ray  equipment  were  placed, 
and  all  available  funds  were  obligated. 

Since  July,  1945,  the  Bureau  has  had  a 
combined  state  and  federal  annual  budget  of 
approximately  $227,000.  Of  this  amount 
about  $120,000  annually  is  apportioned  to 
the    budgets    of    the    local    departments    of 
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health  throughout  the  various  counties  of 
the  state.  A  reasonable  sum  is  set  up  to  be 
used  in  training  personnel.  The  remainder 
is  used  to  purchase  needed  equipment  and 
supplies,  employ  necessary  personnel,  and 
operate  mass  tuberculosis  surveys  through- 
out the  state. 

Presott  Equipment 

At  the  close  of  the  year  1947  the  Bureau 
had  in  operation  five  mobile  x-ray  units, 
housed,  transported,  and  operated  in  heavy 
army  trailers,  and  pulled  by  2'-j  ton  Inter- 
national tractor  trucks.  These  units  are  so 
equipped  that  they  can  turn  out  70  mm.  flat 
films  or  70  mm.  stereoscopic  films,  both  of  the 
roll  type;  4  by  5  inch  flat  films  or  4  by  5  inch 
stereoscopic  films,  both  of  the  cut  film  type ; 
or  14  by  17  inch  flat  films.  A  sixth  unit  of  a 
similar  type  is  installed  in  the  lobby  of  Duke 
Hospital  for  the  purpose  of  x-raying  all  new 
patients.  This  is  a  research  project,  con- 
ducted jointly  by  the  State  Board  of  Health 
and  Duke  Hospital.  It  is  not  a  new  idea,  but 
is  being  used  by  numerous  hospitals  through- 
out the  country,  and  with  excellent  case- 
finding  results.  So  far  as  we  know,  the  Duke 
unit  is  the  only  one  in  operation  in  this  state. 
Four-by-ten  inch  stereoscopic  cut  films  are 
in  use. 

The  Bureau  also  owns  three  additional 
army  trailers,  two  of  which  are  on  loan  to 
the  United  States  Public  Health  Service  for 
its  District  of  Columbia  survey.  The  third 
has  been  borrowed  by  Forsyth  County  for 
industrial  work.  Two  electric  generators  are 
used  in  locations  where  commercial  power  is 
not  available.  One  of  these  is  installed  on  a 
11-2  ton  Ford  truck,  and  the  other  in  a  GMC 
laboratory  truck  also  owned  by  the  Bureau. 
A  suburban  panel  truck  was  purchased  and 
is  now  in  use  as  a  pick-up.  Two  additional 
x-ray  units — duplicates  of  those  now  in  use 
— have  been  purchased,  but  not  yet  delivered. 
These  will  probably  be  used  for  follow-up 
work  in  counties  that  do  not  have  adequate 
x-ray  facilities. 

Muss   Tuberculosis  Surveys 

T 11  pes  of  films  used 

Beginning  in  1942,  we  have  tried  out  all 
three  of  the  more  common  miniature  film 
sizes — the  35  mm.,  the  70  mm.,  and  the  4  by 
5  inch  cut  film — both  single  and  stereoscopic. 
Each  type  has  its  ardent  supportei's.  We  pre- 
fer the  70  mm.  roll  film  and  the  4  bv  5  inch 


18 


NORTH   CAROLINA   MEDICAL  JOURNAL 


January,  1949 


cut  film,  either  single  or  preferably  stereo- 
scopic. For  screening  purposes  in  mass  sur- 
veys we  feel  that  the  single  70  mm.  roll  film 
is  the  method  of  choice.  For  more  detailed 
work,  we  feel  that  the  4  by  5  inch  stereo- 
scopic film  (commonly  known  as  the  "4  by 
10")  is  as  satisfactory  as  the  conventional 
14  by  17  inch  flat  film.  For  routine  hospital 
admission  examinations,  the  4  by  10  inch 
film  has  definite  advantages,  especially  in  fil- 
ing and  in  ease  and  speed  of  processing  cer- 
tain emergency  cases. 

Surveys  in  industry 

Prior  to  1945  we  had  experimented  on  a 
small  scale  with  the  x-ray  examination  of 
reasonably  large  numbers  of  people  in  in- 
dustry. Since  about  1936  the  Division  of 
Industrial  Hygiene  has  been  examining  an- 
nually hundreds  of  employees  in  the  dusty 
trades.  It  was  not  until  some  six  years  later, 
however,  that  the  miniature  film  was  used 
extensively  in  the  state. 

County -wide  surveys 

It  was  not  until  the  spring  of  1946  that 
the  first  real  survey  got  under  way.  Only 
one  of  our  x-ray  units  had  been  delivered. 
This  first  survey,  made  in  Rockingham 
County,  suffered  the  hazards  of  inexperience 
on  the  part  of  all  of  us.  The  few  employees 
that  we  had  been  able  to  recruit  were,  of 
course,  new  and  inexperienced.  Some  of  them 
were  unqualified  and  later  had  to  be  replaced. 
Notwithstanding  all  the  expected  and  some 
unexpected  upsets,  a  creditable  job  was  done. 

In  July,  1946,  the  United  States  Public 
Health  Service  joined  us  with  both  equip- 
ment and  personnel  in  the  Gaston  County 
survey,  which  included  104  industries  and  a 
total  of  51,474  people  examined  in  the  county 
during  a  period  of  six  weeks.  During  the 
calendar  years  of  1946  and  1947  surveys 
have  been  conducted  in  fifteen  counties  and 
numerous  other  cities  and  school  groups — 
a  total  of  about  half  a  million  people  ex- 
amined. 

Results 

The  figures  in  table  1  are  based  on  the 
work  done  in  Gaston,  Cleveland,  Wayne, 
Edgecombe,  Halifax,  Wake,  Catawba,  Lin- 
coln, Alexander,  and  Buncombe  Counties. 
They  represent  a  fair  cross  section. 

We  wish  to  emphasize  the  fact  that  these 
findings  are  based  on  the  survey  films  only, 
and  on  such  follow-up  work  as  can  be  done 


Table  1 

Results  of  X-Ray  Surveys  in  Ten  Counties 

2^0.  Percent. 

Total   number  x-rayed 284,124 

White    males 107,162  Sl.lVc 

Other  males  29,968  10..5', 

White  females  112,933  39.7'; 

Other  females 34,061  12.0'.; 

Total  number  brought  back 

for  a  second  x-ray 3,484  1.29^ 

Pulmonary    scar   423 

Pulmonary    tuberculosis    ..     1,26.5 

Minimal  953         (75.3'/;) 

Moderately  advanced  ....        240         (19.0'?;) 

Far    advanced    72         (  5.7',;) 

Other  tuberculosis   104 

Suspicious  tuberculosis  ....        143 
Non-tuberculous   lesions   ..        940 

Cardiac   pathology   262 

Pleural    changes    226 

Other  pathologic   condi- 
tions— tumors,   etc   ....        452 

while  the  survey  is  in  progress.  It  is  not 
presented  as  representing  the  whole  story. 
That  can  come  only  with  careful  and  some- 
times extensive  follow-up  and  clinical  work, 
done  after  the  survey  crew  has  moved  on  to 
another  territory.  The  survey  is  intended 
only  to  screen  the  population  and  to  point 
out  those  individuals  who,  from  an  x-ray 
viewpoint,  show  abnormalities  of  the  chest. 
The  final  diagnosis  of  those  abnormalities  is 
the  responsibility  of  the  clinician.  Many  of 
these  patients  find  their  way  to  the  practic- 
ing physician  and  the  local  radiologist.  Very 
few  know  of  their  condition  until  it  is 
brought  to  light  in  the  survey  film.  As  a  re- 
sult, they  are  placed  in  the  hands  of  the  phy- 
sician early,  and  at  a  time  when  the  condi- 
tion can  be  successfully  treated.  Seventy-five 
per  cent  of  the  cases  of  tuberculosis  are  dis- 
covered while  the  disease  is  in  the  minimal 
stage.  The  advantages  to  all  concerned  are, 
of  course,  quite  obvious. 

In  our  opinion  the  inadequacy  of  follow-up 
studies  is  the  weak  link  in  the  chain.  We 
hope  it  can  be  strengthened  in  the  near 
future. 

Conclusion 

A  carefully  planned  program,  carried  out 
by  well  trained  and  interested  physicians, 
nurses,  and  health  educators,  and  augmented 
by  at  least  one  thousand  additional  sana- 
torium beds,  can  work  miracles  in  tuberculo- 
sis control.  The  population  is  ready ;  the  sig- 
nals have  already  been  called.  The  medical 
profession  and  the  legislature  should  now 
move  with  the  ball.  The  opposing  team — 
composed  chiefly  of  old  chronic  cases  of  tu- 
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berculosis  and  hitherto  undiscovered  cases 
— should  be  taken  out  of  play  by  separating 
the  sick  from  the  well.  This  can  not  be 
promptly  done  with  the  sanatorium  beds  now 
in  use.    Additional  ones  must  be  found. 

Discussion 

Dr.  E.  H.  Ellinwood  (Newton):  Dr.  Vestal  has 
done  an  excellent  job  in  setting  up  the  mechanism 
for  making  mass  surveys. 

When  we  got  Dr.  Vestal  and  his  staff  to  come 
into  our  county  and  start  a  mass  x-ray  program, 
we  decided  this  could  be  an  excellent  opportunity 
to  let  people  know  what  the  Health  Department  was 
doing  and  what  we  had  to  otter  to  the  general  pub- 
lic. Accordingly,  we  took  a  health  census,  not  only 
to  find  out  where  the  people  were  located  but  to  find 
out  what  the  health  problems  in  our  district  were. 
We  had  1500  voluntary  workers  make  a  house-to- 
house  canvass  in  three  counties.  Out  of  the  possible 
population  of  92,000  people  in  that  district,  we  had 
over  81,000  cards  returned  completed  on  our  census. 
What  did  that  mean?  Fifteen  hundred  people  who 
went  out  and  got  information  found  out  some  ot  the 
health  problems  in  the  district.  Furthermore,  1500 
people  were  telling  about  the  Health  Department, 
and  as  a  result  of  this  census  and  other  publicity, 
more  than  40,000  people  participated  in  the  x-ray 
survey.  Another  result  was  that  we  not  only  doubled 
our  staff,  but  doubled  our  budget  the  following  year, 
indicating  that  we  got  the  support  of  the  general 
public  behind  our  program. 

Dr.  Ernest  Ward  (Statesville) :  I  would  like  for 
Dr.  Ellinwood  to  give  us  some  ideas  on  how  to  re- 
cruit an  army  of  1500  census  takers. 

Dr.  Ellinwood:  We  got  all  groups  interested  in 
working  on  census  cards.  We  got  information  that 
preachers  were  interested  in,  information  tlie  Cham- 
ber of  Commerce  was  interested  in,  and  iniormaiion 
that  we  were  interested  in,  and  tried  to  pull  in  as 
many  organizations  as  possible.  The  biggest  ally  we 
had  was  the  Home  Demonstration  Clubs  in  the  rural 
areas.  We  didn't  do  so  well  in  the  urban  areas  as  vv'e 
did  in  the  rural.  In  the  city,  we  used  the  old  block 
systems  used  during  the  war.  It  was  hard  to  reac- 
tivate those  groups,  but  they  did  a  fairly  good  job. 
Dr.  Paul  A.  Yoder  (Winston-Salem):  I  don't  know 
anything  about  group  surveys,  but  I  want  to  em- 
phasize a  couple  of  points  Dr.  Vestal  made. 

It  is  a  far  cry  from  the  situation  twenty-five  years 
ago  in  this  state,  when  Dr.  McCain  sejit  a  couple  of 
fellows  around  with  stethoscopes  to  find  cases  of 
tuberculosis,  to  this  wonderful  opportunity  we  have 
of  finding  cases.  Then  we  found  occasiona'  cases  of 
minimal  tuberculosis,  and  a  good  many  moderately 
advanced,  and  many  far  advanced  cases.  Now  you 
are  finding  75  per  cent  of  the  cases  in  the  minimal 
stage.  That  makes  the  main  problem  entirely  differ- 
ent from  what  it  was  then.  Then,  when  we  found 
cases  of  tuberculosis,  it  was  not  usually  very  difficult 
to  convince  the  patient  that  he  needed  sanatorium 
treatment,  because  he  was  sick.  Now  most  of  the 
75  per  cent  with  minimal  disease  are  not  clinically 
sick.  Unless  you  have  a  full  program  of  tuberculosis 
control,  with  adequate  health  education,  you  are  not 
going  to  get  the  patients  who  can  be  benefited  most 
into  the  sanatorium. 

We  haven't  yet  had  a  mass  survey  in  Forsyth 
County,  but  we  have  taken  4  by  10  inch  films  "on 
10,000  to  25,000  persons  a  year.  The  biggest  difficulty 
we  have  had  is  in  getting  these  patients  into  the 
sanatorium,  and  persuading  them  to  stay  there  long 
enough  to  be  cured. 


If  the  whole  program  is  carried  out,  I  don't  think 
there  is  any  doubt  but  that  this  will  prove  to  be  the 
most  important  step  made  in  years  in  the  control 
and  eventual  eradication  of  tuberculosis. 


STREPTOBACILLARY    RAT-BITE 
FEVER  IN  NORTH  CAROLINA 

w.  f.  o'connell,  m.d. 

Durham 

and 

C.  G.  Watkins,  M.D. 

Charlotte 

During  the  past  ten  years  a  rapidly  in- 
creasing number  of  cases  of  rat-bite  fever 
have  been  reported  in  the  United  States.  Two 
etiologic  agents  have  been  demonstrated  as 
he  causes  of  rat-bite  fever.  The  Strepto- 
bacdhs  momUformis,  an  extremely  pleo- 
morphic, gram-negative  bacillus  varying 
tiom  2  to  15  microns  in  length'^',  can  be 
isolated  by  blood  or  joint  cultures  (using  the 
recent  technique  advocated  by  Wheeler'-') 
and  by  mouse  inoculation'^)  or  chick  embryo 
inoculation'^'.  Agglutination  tests  of  the  pa- 
tient's serum  with  streptobacillary  antigen 
may  give  confirmatory  evidence'^'.  The  other 
causative  organism,  the  Sinrillinn  minus 
consists  of  a  spiral,  short,  thick  bodv,  2  to  5 
microns  m  length,  with  a  sharp  curve  per 
micron,  and  with  terminal  flagella  which  in- 
crease the  length  to  6  to  10  microns  This 
organism  is  actively  motile  and  can  be  dem- 
onstrated usually  by  darkfield  microscopic 
examination  of  lymph  from  the  primary  ul- 
cerated wound,  lymph  from  a  regional  lymph 
gland,  blood  from  the  patient,  or  blood'^from 
a  mouse  or  guinea  pig  inoculated  with  ma- 
terial from  the  sources  mentioned'"". 

Types  of  Rat-Bite  Fever 
Streptobacillary  rat-bite  fever  is  associ- 
ated with  animal  bite  and  differs  from 
Haverhill  fever,  which  is  a  milk-borne  in- 
fection caused  by  the  same  organism.  The 
incubation  period  is  usually  less  than  10 
days.    Occasionally  swelling  of  the  primary 
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wound,  followed  by  prompt  healing,  occurs. 
There  may  be  regional  lymphadenitis,  asso- 
ciated with  a  morbilliform  or  petechial  rash, 
arthritis  (in  70  per  cent  of  the  cases),  leuk- 
ocytosis, and  occasionally  a  false  positive 
serologic  test  for  syphilis  (15  per  cent). 
Complications  which  may  occur  are  respira- 
tory symptoms,  abscesses,  and  endocarditis. 
This  form  of  rat-bite  fever  has  a  mortality 
of  approximately  10  per  cent. 

Spirillary  rat-bite  fever  is  associated  with 
animal  bite  or  animal  contact.  In  cases  of 
this  type  the  incubation  period  is  usually 
more  than  10  days;  prompt  healing  of  the 
primary  wound  is  followed  by  an  indui-ated 
ulcer,  with  frequent  regional  lymphadenitis, 
a  relapsing  type  of  fever,  a  roseolar-urti- 
carial  rash,  arthritis  rarely  if  ever,  and 
usually  leukocytosis.  A  false  positive  sero- 
logic test  for  syphilis  is  present  in  51  per 
cent  of  the  cases.  Complications  which  may 
occur  are  endocarditis,  and  a  Herxheimer 
reaction  during  treatment.  This  form  of 
rat-bite  fever  has  a  mortality  of  approxi- 
mately 7  per  cent. 

T)'eati}iciit 

Through  the  first  six  months  of  1945  a 
total  of  39  cases  of  streptobacillary  rat-bite 
fever  and  41  cases  of  spirillary  rat-bite  fever 
had  been  reported  in  the  United  States''". 
Since  then  2  cases  of  the  streptobacillary 
form'"'  and  2  cases  of  the  spirillar  form''' 
have  been  reported.  Cases  of  both  types  re- 
sponded adequately  to  penicillin  therapy. 
Sprecher  and  Copeland'^'  recently  reported  a 
case  of  Haverhill  fever  (unassociated  with 
ratbite)  which  was  not  affected  by  penicillin 
but  responded  rapidly  to  streptomycin  ther- 
apy. They  also  stated  that  in  vitro  experi- 
ments revealed  the  streptobacillus  to  be  ap- 
proximately 16  times  more  resistant  to  peni- 
cillin and  approximately  32  times  more  sus- 
ceptible to  streptomycin  than  the  staphylo- 
coccus. Brooksaler"'''  and  Weber  and 
Favour"'"'  demonstrated  with  in  vit)'o  experi- 
ments that  the  streptobacillus  was  very  sus- 
ceptible to  penicillin — a  finding  which  con- 
firmed ill  vitro  experiments  of  Altemeier  and 
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his  co-workers''"  and  in  vivo  experiments  of 
Heilman  and  Herrell In  view  of  these  ex- 
perimental results  and  several  excellent  clin- 
ical responses  to  penicillin  therapy  in  the 
streptobacillary  infections,  penicillin  would 
still  seem  to  be  the  drug  of  first  choice. 

Case  Reports 

In  1926  Dr.  J.  LaBruce  Ward  reported  the 
first  case  of  rat-bite  fever  in  North  Caro- 
lina'''. The  Spirillum  minus  was  demon- 
strated in  this  3 '/o -year-old  patient  by  direct 
darkfield  examination  of  lymph  from  a 
lymph  gland.  The  first  of  the  following  case 
reports  is  presented  as  the  first  case  of  rat- 
bite  fever  due  to  Streptobacillus  monili- 
foi-mis  to  be  reported  from  North  Carolina. 

Case  1  •  ■     . 

A  5-month-old  Negro  female  was  admitted 
to  the  Duke  Hospital  Pediatric  Service  on 
June  1,  1945,  with  complaints  of  fever  and 
irritability  after  having  been  bitten  by  a  rat 
on  the  middle  finger  of  the  left  hand  the  day 
before  admission. 

Physical  examination  revealed  a  poorly 
nourished,  pale  Negro  child  who  was  ex- 
tremely irritable.  Her  rectal  temperature 
was  39.5  C.  (103.1  F.)  ;  the  pulse  rate  was 
144  per  minute.  Positive  physical  findings 
were  limited  to  several  small  puncture 
wounds  on  the  second  phalanx  of  the  left 
middle  finger  and  a  mild  bilateral  catarrhal 
otitis  media.  There  was  no  joint  swelling  or 
generalized  glandular  enlargement. 

A  routine  blood  culture  made  on  admis- 
sion was  sterile ;  a  blood  Wassermann  test 
was  negative;  urinalysis  was  normal.  The 
blood  count  revealed  3,500,00  red  cells,  12,- 
000  white  cells,  and  a  hemoglobin  of  9.75 
Gm.  per  100  cc. ;  the  differential  white  cell 
count  showed  a  shift  to  the  left  in  the  Schil- 
ling hemogram. 

The  patient  received  tetanus  antitoxin  on 
admission  and  penicillin,  5,000  units  intra- 
muscularly every  three  hours  for  four  days. 
The  temperature  fell  to  37.8  C.  (100  F.)  and 
then  spiked  to  39.3  C.  (102.7  F.)  on  the  sec- 
ond day.  The  third  day  it  fell  to  normal  and 
remained  normal  until  the  fifth  day,  when 
the  child  was  discharged  as  well.  The  pa- 
rents were  given  prescriptions  for  an  evap- 

i).  -Mteuieier,  W.  A„  Snvder,  H.  and  Howe,  G. :  Penicillin 
Tlierapy  in  Rat  Bite  Fever,  J.A.M..\.  127:270-273  (Feb.  3) 
191.5. 
10.  Heilman,  F.  11-.  and  Herrell.  W.  E.:  Penicillin  in  the 
Treatment  of  Experimental  Infections  with  Spirillum 
Minus  and  Streptobacillus  Moniliformis'  (Rat-Bite  Fever) 
Proc.  Staff  Meet..   Mayo  Clinic   19:257-261   (May   17)    inil. 
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orated  milk  formula,  accessory  vitamins,  and 
iron  therapy. 

Following  discharge  she  was  seen  twice  in 
the  Outpatient  Clinic  and  was  treated  for  a 
nonspecific  diarrhea  which  responded  well 
to  a  change  in  feeding. 

On  September  11,  1945,  the  patient  was 
brought  to  the  Duke  Hospital  Emergency 
Room  an  hour  after  having  been  bitten  on 
the  left  hand  and  arm  by  a  rat.  At  that  time 
there  was  a  history  of  an  ui)per  respiratory 
infection  for  one  week  and  mild  diarrhea 
for  two  days.  One  hour  before  arrival  at  the 
Emergency  Room  the  parents  were  awak- 
ened by  the  child's  screams,  and  found  blood 
running  down  her  left  forearm.  (The  parents 
did  not  see  the  rat,  but  the  house  was  known 
to  be  heavily  infested,  14  rats  having  been 
killed  in  the  house  in  one  week  a  short  time 
previously.) 

Physical  examination  revealed  a  scrawny, 
undernourished,  dirty  Negro  child  who  was 
very  irritable.  The  temperature  was  38  C. 
(100.4  F.)  ;  the  pulse  rate  was  160  per 
minute.  Over  the  left  hand  and  forearm 
W'Cre  about  six  small  puncture  wounds  which 
had  the  appearance  of  sharp  teeth  marks. 
The  wounds  were  cauterized  with  phenol  and 
the  child  was  sent  home  with  instructions  to 
return  to  the  Outpatient  Clinic  for  anti- 
tetanus treatment. 

On  her  return  the  following  day,  her  tem- 
perature was  39.5  C.  (103.1  F.)  and  she  had 
refused  all  feedings  during  the  past  24  hours. 
Physical  examination  on  admission  was  es- 
sentially the  same  as  on  the  previous  night, 
with  the  additional  findings  of  edema  and 
splinting  of  the  left  wrist  and  forearm,  and 
apparently  severe  pain  on  pressure  over  the 
wrist  joint. 

A  blood  count  made  on  admission  revealed 
a  hemoglobin  of  11  Gm.  per  100  cc.  and  15,- 
360  white  blood  cells,  with  a  differential 
count  of  36  per  cent  polymorphonuclear 
leukocytes,  60  per  cent  lymphocytes,  and  4 
per  cent  large  mononuclears.  Urinalysis  was 
normal.  Schick  and  tuberculin  tests  were 
negative.  A  sickle  cell  preparation  was  neg- 
ative. Blood  drawn  on  admission  was  cul- 
tui'ed  after  the  method  of  Wheeler:  10  cc. 
of  the  patient's  blood  drawn  with  sterile  pre- 
cautions was  placed  in  50  cc.  of  a  serum- 
enriched  veal  infusion  broth.  Twenty-four 
hours  later  this  was  subcultured  on  to  choco- 
late agar. 

A   roentgenogram   of   the   left   wrist   was 


reported  as  showing  no  evidence  of  fracture 
or  joint  change.  A  roentgenogram  of  the 
chest  showed  patchy  areas  of  haziness 
throughout  both  lung  fields,  which  were  in- 
terpreted as  possible  bronchopneumonia. 

Sulfadiazine  was  started,  an  initial  dose  of 
0.5  Gm.  being  followed  by  0.25  Gm.  every 
six  hours.  On  the  second  hospital  day,  be- 
cause of  a  continued  diarrhea,  food  was  re- 
stricted and  the  patient  was  given  clear 
fluids  orally.  Feedings  were  gradually  re- 
sumed, and  the  diarrhea  had  subsided  by  the 
following  day.  The  child  ran  a  low-grade 
fever  for  six  days,  after  which  time  the 
temperature  remained  essentially  normal. 

On  the  sixth  hospital  day  the  blood  culture 
made  on  admission  grew  out  a  gram-nega- 
tive, pleomorphic  streptobacillary  organism 
which  was  identified  morphologically  as  the 
Streptobacilhis  niouilifonnifi.  Repeat  blood 
cultures  were  negative,  and  the  bite  wounds 
on  the  patient's  hand  and  arm  were  com- 
pletely healed  at  this  time. 

The  left  wrist  continued  to  be  swollen, 
and  the  child  did  not  move  her  left  arm.  On 
the  sixth  hospital  day  the  wrist  joint  was 
aspirated  and  the  small  amount  of  sero- 
sanguineous  fluid  obtained  was  cultured 
according  to  the  same  method  used  for  the 
blood  culture ;  the  results  were  negative.  Re- 
peat films  of  the  left  wrist  were  reported 
as  showing  soft  tissue  swelling,  but  no  evi- 
dence of  bony  involvement. 

On  the  tenth  hospital  day  blood  was  drawn 
and  sent  to  the  National  Institute  of  Health 
at  Bethesda,  Maryland,  for  agglutination 
against  SfreptobaciUns  moniUformis:  the 
agglutination  was  reported  negative.  At  this 
time  sulfadiazine  was  discontiued  and  peni- 
cillin in  doses  of  5,000  units  every  three 
hours  was  started.  On  the  tenth  and  eleventh 
days  the  patient  received  transfusions  of  50 
cc.  of  whole  blood,  which  brought  the  hemo- 
globin from  a  level  of  11  Gm.  per  100  cc.  to 
14.5  Gm.  per  100  cc.  Four  days  after  the  in- 
stitution of  penicillin  therapy  the  swelling 
and  tenderness  of  the  left  wrist  gradually 
began  to  subside,  active  motion  slowly  re- 
turned, and  the  wrist  was  apparently  normal 
at  the  time  of  discharge  on  the  twenty-third 
hospital  day. 

The  patient  was  seen  again  in  the  clinic 
on  March  1,  1946,  five  months  after  her  dis- 
charge. During  this  interval  she  had  had  no 
recurrence  of  fever  or  arthritis.  The  final 
diagnosis  was  rat-bite  fever  due  to  Strepto- 
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bacillus  moniliformis,  with  arthritis  of  the 
left  wrist  as  an  added  feature  of  the  disease. 

Case  2 

An  11-week-old  white  female  was  admitted 
to  the  pediatric  service  of  Charlotte  Memo- 
rial Hospital  on  May  1,  1948,  with  com- 
plaints of  fever  and  irritability  of  one  day's 
duration  and  swelling  of  the  left  hand  fol- 
lowing a  rat  bite  four  days  previously.  Ex- 
amination revealed  a  well  developed  and  well 
nourished  febrile  infant.  Numerous  bite 
marks  were  present  on  the  middle  finger  and 
palm  of  the  left  hand.  A  crusted  area  was 
noted  on  the  palmar  surface,  surrounded  by 
an  area  of  edema  ;  no  fluctuation  was  present. 
No  arthritis  or  skin  rash  was  noted. 

An  admission  blood  cultui-e  made  on  se- 
rum-enriched media  (with  transplant  to 
chocolate  blood  agar  after  24  hours)  was 
negative  after  six  days. 

Penicillin  therapy  was  instituted  imme- 
diately after  blood  had  been  drawn  for  cul- 
ture, 20,000  units  being  given  intramuscu- 
larly every  three  hours.  The  temperature  had 
subsided  to  normal  on  the  second  day.  and 
the  patient  was  discharged,  apparently  well, 
on  May  5,  1948. 

Comment 

This  case,  in  which  the  incubation  period 
was  four  days,  may  represent  a  case  of  strep- 
tobacillary rat-bite  fever  or  a  case  of  pyo- 
genic infection  of  the  hand  at  the  site  of  rat 
bites.  In  view  of  the  absence  of  pus  or  fluc- 
tuation of  these  wounds,  pyogenic  infection 
seems  unlikely. 

The  second  case  presented  seems  to  indi- 
cate the  advisability  of  administering  peni- 
cillin or  streptomycin  therapy  early  in  the 
course  of  rat-bite  fever,  prior  to  the  isolation 
of  the  etiologic  agent. 

Discussion 

Dr.  C.  R.  Bugg  (Raleigh):  What  pi-ocedure  would 
j'ou  suggest  when  a  child  is  bitten  by  a  rat  ? 

Dr.  AVatkins:  In  the  articles  which  I  have  read  on 
the  subject,  it  is  suggested  that  the  wound  be  cau- 
terized with  phenol  at  the  time  the  patient  is 
brought  in.  Theoretically,  since  both  types  of  rat- 
bite  fever,  as  well  as  staphylococcal  infections  which 
may  occur  at  the  site  of  bite,  respond  to  penicillin 
therapy,  it  would  seem  that  penicillin  should  be  ad- 
ministered prophylaetically.  Tetanus  antitoxin  defi- 
nitely should  be  administered.  A  question  which  I 
haven't  mentioned  comes  up:  Should  anti-rabies 
treatment  be  instituted?  So  far  there  has  been  no 
definite  report  of  a  case  of  rabies  resulting  from 
a  rat  bite;  but  a  rat,  with  its  habits  of  eating  dead 
flesh,  certainly  would  be  a  possible  vector  of  the 
rabies  virus.  Rabies  can  be  produced  experimentally 
in  rats.  Therefore  it  would  seem  that  perhaps  anti- 
rabies  vaccine  might  well  be  administei-ed. 


A  CLINICAL  EVALUATION  OF 

GASTROINTESTINAL  SIGNS  AND 

SYMPTOMS  IN  PATIENTS  WITH 

CORONARY    HEART    DISEASE 

AND  RECENT  MYOCARDIAL 

INFARCTION 

John  D.  Yeagley,  M.D., 
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The  gastrointestinal  tract  and  the  heai't 
are  so  intimately  associated  through  the 
vagus  nerve  that  reciprocal  disturbances 
are  not  surprising.  The  abdominal  and  gas- 
trointestinal symptoms  which  frequently  re- 
sult from  heart  disease  may  be  brought  about 
by:  (1)  pain  originating  from  the  heart 
muscle  itself  but  referred  to  the  abdomen ; 
(2)  pain  arising  from  congestion  of  the  liver, 
spleen,  or  other  abdominal  viscera  secondary 
to  congestive  failure;  and  (3)  pain  arising 
from  the  localization  of  emboli  thrown  off 
from  the  heart.  Abdominal  pain,  nausea, 
vomiting  and  liver  enlargement  are  symp- 
toms and  signs  which  must  be  carefully  eval- 
uated in  the  differential  diagnosis  of  cardiac 
and  gastrointestinal  disease. 

Analysis  of  One  Hjindred  Case  Histories 

The  following  analysis  of  the  histories  of 
100  patients  with  proven  recent  myocardial 
infarction  was  made  to  determine  the  fre- 
quency and  importance  of  gastrointestinal 
symptoms  as  manifestations  of  heart  disease. 

Material 

The  cases  were  unselected  and  represented 
100  consecutive  patients  in  whom  the  diag- 
nosis of  coronary  artery  disease  and  recent 
myocardial  infarct  was  made.  The  distribu- 
tion by  age  groups  is  seen  in  table  1.  All 
patients  were  hospitalized,  and  most  of  them 
ga\e  a  history  compatible  with  a  recent  my- 
ocardial infarct.  The  diagnosis  was  con- 
firmed in  91  instances  by  the  demonstration 
of  characteristic  changes  in  the  electrocardi- 
ogram. 

Ten  of  the  patients  had  a  past  history  of 
significant  gastrointestinal  complaints.  These 
included  5  instances  of  jaundice,  3  of  melena, 
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ll-t- 

Total 
Number 

Average 
Ase 

6 
2 

75 
25 

55.8 
57.3 

Table  1 

Distribution  of  Patients  by   Age  Groups 

Age  (Years) 
30-40     40-50     50-60      00-70 

Male  5       14       26       24 

Female       2         4         8         9 

one  of  hematemesis,  and  one  of  recurring 
episodes  of  nausea  and  vomiting. 

Presenting  complaints 

Seventy-two  per  cent  of  the  patients 
studied  had  presenting  complaints  which  at 
once  directed  attention  to  the  cardiovascular 
system.  In  order  of  frequency,  these  symp- 
toms were :  pain,  usually  in  the  left  side  of 
the  chest;  substernal  oppression  or  dyspnea; 
and  palpitation  (table  2).  Seven  per  cent  of 
the  patients  had  gastrointestinal  complaints 
only.  In  6  patients  these  consisted  of  pain 
or  distress  in  the  epigastrium;  in  the  sev- 
enth, the  pain  was  in  the  right  upper  quad- 
rant. 

Table  2 

Chief  Complaints 

Cardiac                                                                    No.  Cases 

Precordial  pain  61 

Dyspnea 8 

Subftei-nal  oppression  2 

Palpitation 1 

Gastrointestinal 

Abdominal  pain,  nausea  and  vomiting....  7 

Cardiac  and   gastrointestinal  16 

Miscellaneous  5 

Total 100 

In  16  of  the  patients,  the  presenting  or 
chief  complaints  included  symptoms  refer- 
able to  both  the  cardiovascular  and  the  gas- 
trointestinal systems.  Eleven  of  these,  how- 
ever, stressed  the  cardiac  complaints.  In  only 
5  of  the  16  patients  were  the  gastrointestinal 
complaints  listed  as  primary. 

Associated  gastrointestinal  complaints 

Abdominal  pain  was  associated  with  the 
present  illness  in  40  per  cent  of  the  patients 
studied.  The  pain  was  usually  located  in  the 
epigastrium  and  was  described  as  aching  or 
as  shai-p,  steady,  and  severe.    Four  patients 


had  pain  in  the  right  upper  quadrant,  and 
4,  in  the  upper  abdomen.  In  5  it  was  gen- 
eralized or  was  located  in  the  mid-abdomen, 
lower  abdomen,  or  right  lower  quadrant.  It 
is  of  interest  that  18  of  the  patients  defi- 
nitely related  the  abdominal  pain  to  eating, 
only  2  to  effort,  and  none  to  emotion.  In  only 
5  instances  was  the  pain  relieved  by  belch- 
ing, vomiting,  hiccoughing  or  the  use  of 
antispasmodics  (table  3). 

A  third  of  the  patients  studied  gave  a  his- 
tory of  nausea  or  vomiting.  The  other  gas- 
trointestinal complaints  are  listed  in  table  4. 
Half  the  patients  noted  no  change  in  appe- 
tite. When  an  alteration  was  noted,  it  was 
usually  a  decrease  in  appetite. 

Table  4 

Gastrointestinal   Complaints 

No.  Cases 

Abdominal    pain    40 

"Acute  indigestion"  ...., 29 

Nausea  and  vomiting  38 

Loss  of  appetite  31 

Flatulence     14 

Belching    13 

Diarrhea   6 

Physical  findings 

The  chief  physical  findings  in  the  group 
of  patients  with  gastrointestinal  symptoms 
are  listed  in  table  5.  Although  27  of  the  pa- 
tients complained  of  pain  in  the  epigastrium, 
only  12  were  found  to  be  tender  to  palpation 
in  this  region.  Only  4  patients  complained 
of  pain  in  the  right  upper  quadrant;  13, 
however,  were  found  to  be  tender  to  palpa- 
tion in  the  right  upper  quadrant. 

Thirty-seven  patients  were  found  to  have 
enlarged  livers  at  the  time  of  examination. 
In  27  the  enlargement  was  considered  sec- 
ondary to  congestive  failure.  Of  the  10  pa- 
tients with  hepatomegaly  who  were  not  in 
congestive  failure,  2  were  found  to  have 
cholecystitis  and  cholelithiasis.  No  cardiac 
or  gastrointestinal  condition  which  would 
account  for  the  liver  enlargement  was  found 
in  the  remaining  8  patients.    Four  patients 


Litcfition  No.  Case 

Epigastrium    27 

Right    upper    quadrant..... 4 

Upper  abdomen  4 

Generalized   2 

Lower  abdomen  1 

Mid-abdomen    1 

Right   lower  quadi'ant 1 


Table  3 
Characteristics  of  Abdominal  Pain 
Tiipe  ^'o.  Ca.ics 

Sharp,  severe  11 

Aching     10 

Vague,  dull  distress 7 

Burning     3 

Gnawing 3 

Soreness    2 


Related  to  No.  Cases 

Eating    _...18 

Effort     2 

Emotion     -■--  0 

Relief   by   belching 4 

Relief  by  belladonna 1 
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Table  5 

Physical    Findings 

No.  Cases 

Enlarged  liver  37 

Abdominal    distention    32 

Abdominal  tenderness 

Epigastrium     12 

Right   upper   quadrant    13 

Left  lower  quadrant     1 

LImbilicus    - 1 

Right  lower  quadrant  2 

Ascites    8 

Enlarged   spleen 3 

in  whom  a  clinical  diagnosis  of  congestive 
failure  was  made  showed  no  hepatomegaly, 
but  did  complain  of  abdominal  pain.  Of  the 
40  patients  with  abdominal  pain,  only  16 
(40  per  cent)  were  found  to  have  physical 
evidence  of  liver  enlargement. 

Only  3  instances  of  moderate  splenomegaly 
were  noted.  All  were  associated  with  liver 
enlargement  and  evidence  of  marked  con- 
gestive failure.  Eight  patients  had  demon- 
strable ascites.  One  patient  had  previously 
had  a  cholecystectomy,  at  which  time  the 
diagnosis  of  cirrhosis  was  made. 

X-)r(}/  studies 

The  gastrointestinal  complaints  in  28  pa- 
tients were  considered  of  sufticient  impor- 
tance to  justify  a  total  of  38  x-ray  examina- 
tions. The  findings  are  seen  in  table  6.  Of 
12  patients  who  had  barium  studies  of  the 
stomach  and  duodenum,  only  6  showed  any 
abnormality.  There  were  2  instances  of  duo- 
denal ulcer,  and  one  each  of  pancreatitis, 
duodenal  diverticulum,  hiatal  hernia,  and 
duodenal  obstruction.  Additional  small  bowel 
studies  in  5  patients  were  negative.  Five  pa- 
tients had  barium  enemas  which  revealed  no 
evidence  of  any  abnormality.  Five  oral 
cholecystograms  were  done.  Two  were  inter- 
preted as  normal ;  2  patients  had  non-func- 
tioning gallbladders,  and  one  had  cholelithi- 
asis. 

Correlation  of  gastrointestinal 
complaints  icith  postmortem  findings 

Fifteen  postmortem  examinations  were 
done  (table  7).  No  gastrointestinal  studies 
had  been  made  ante  moitem  in  this  group, 
since  the  patient  in  each  instance  was  judged 
too  ill  to  be  subjected  to  additional  study. 
Only  B  had  a  history  of  definite  gastrointes- 
tinal symptoms  in  the  past.  During  the 
terminal  illness,  13  of  these  patients  had 
major  complaints  referable  to  the  abdomen. 
Seven  patients  had  severe  epigastric  pain, 
and  in  2  this  pain  was  almost  continuous. 


Results   of   G 
in  T 


Table  6 
astrointestinal    X-Ray 
wenty-Eight  Patients 


Studies 


Procedure             Xtfrn 

lire    1>, 

sit'ivo 

JiUlfliiDfiia 

Stomach  and 
duodenum 

6 

fi 

Duodenal   ulcer 
Pyloric  obstruction 
Duodenal 

diverticulum 
Hiatal  hernia 
Pancreatitis 

(Amylase  elcvatet 

2 

1 

1 
1 
1 

) 

Gastrointestinal 

5 

0 

0 

series 

Barium  enema 

5 

0 

0 

Cholecystograni 

2 

3 

Nonfunctioning 

gallbladder 
Cholelithiasis 

2 
1 

Flat  plate  of 
the  abdomen 

1 

0 

0 

The  remaining  6  patients  had  pain  in  the 
right  upper  quadrant,  generalized  abdominal 
pain,  or  nausea  and  vomiting.  The  post- 
mortem examinations  revealed  no  gastro- 
intestinal abnormality  in  8  of  the  patients 
who  were  having  gastrointestinal  complaints. 
Four  patients  who  had  abdominal  pain,  ten- 
derness to  palpation,  and  nausea  or  vomiting 
were  found  to  have  chronic  passive  conges- 
tion of  the  liver,  and  one  was  found  to  have 
an  acute  perforation  of  the  duodenum.  The 
only  instance  of  cholelithiasis  was  found  in  a 
patient  without  gastrointestinal  complaints. 
Two  patients  in  whom  the  diagnosis  of  "gall- 
bladder colic"  and  cholecystitis  had  been 
made  five  years  and  six  months  before  death, 
respectively,  had  normal  gallbladders  at 
autopsy. 

Comment 

Most  of  the  interest  in  the  relationship 
between  gastrointestinal  and  cardiac  com- 
plaints has  been  centered  on  the  unusual  in- 
stances of  atypical  precordial  pain  due  to 
biliary  colic,  cardiospasm  or  diaphragmatic 
hernia,  or  on  the  effects  of  gastrointestinal 
disease  on  the  heart  and  coronary  circula- 
tion. It  is  not  intended  in  this  paper  to  dis- 
cuss the  effects  of  gastrointestinal  disease 
on  the  heart  and  circulation.  The  occur- 
rence of  gastrointestinal  complaints,  often 
of  considerable  magnitude,  is  a  frequent 
problem  in  patients  in  whom  the  diagnosis 
of  heart  disease  is  not  in  doubt.  In  the  100 
cases  reviewed,  the  gastrointestinal  com- 
plaints rarely  tended  to  obscure  the  diagnos- 
tic features  of  the  cardiac  disease.  The  ab- 
dominal pain,  even  when  severe,  was  usually 
felt  as  a  steady,  plateau  type  of  pain,  and 
could  usually  be  differentiated  without  diffi- 
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Xn. 
4 

18 

25 
29 


40 
44 
45 
51 

52 

03 

64 

68 
88 
91 


Correlation   of   Gastrointestinal   Signs   and    Symptom?    with    Postmortem    Findings 


Gn.^tniiiifpstiiitil    Sif/iis    rnifl    Sliniptouts 


ht  past  liisfuri/ 

"G.B.  Colic" 
5  years  ago 
0 


0 


"Acute  indigestion" 
6  months  ago 
"Cholecystitis" 
0 


0 

Loss  of  appetite 
0 


Weight  loss  (15  lbs.) 
Anorexia 

Abdominal 

distention 

"Acute  indigestion" 


with  prefii'uf  ilhirf:ft 

Epigastric  pain 
Continuous   epigastric   pain 


0 

Abdominal  pain 
Nausea  and  vomiting 
Large  liver  and   spleen 
0 


Large  liver 

Tender  right  upper  quadrant 

Hiccough 

Nausea 

Large  liver 

Nausea  and  vomiting 
Right  upper  quadrant  pain 

Large  liver 


Severe  epigastric  pain 

only   complaint 

Pain   in  epigastrium 

Pain  in  right  upper  quadrant 

Right  upper  quadrant  pain 


Epigastric   pain 

Nausea  and  vomiting 

Nausea  and  vomiting 

Distention 

Sliarp  epigastiic  pain 


A  iitopsi/ 
Fiiiilhi'ix 

Ruptured   myocai-dium 
Normal  gallbladder 
^Myocardial  infarct 
Cerebral   hemoirhage 
No  G.  I.  disease 
IVTyocardial  infarct 
No  G.  I.  disease 
Chronic  passive  congestion   of 

and  spleen 
No  other  G.  I.  disease 
Myocardial  infarct 
Chronic  passive  congestion  of 
No  G.  I.  disease 
Myocardial   infarct 
Pulmonary  infarct 
Perforated  duodeneum 
Myocardial   infarct 
Pulmonary  infarct 
Chronic  passive  congestion  of 
Myocardial  infarct 
Ruptured   left   ventricle 
No  G.  I.  disease 
Myocardial  infarct 
Cholelithiasis 
Perisplenitis 
Myocardial  infarct 
No  G.  I.  disease 
Myocardial  infarct 
No   G.   I.  disease 
Chronic  passive  congestion  of 
Myocardial  infarcts 
Hemopericardium 
Pulmonary  infarct 
Splenic  infarct 

chronic  passive  congestion  of 
Myocardial  infarct 
No  G.   I.  disease 
Myocardial  infarct 
No  G.  I.  disease 
Myocardial  infarct 
No  G.  I.  disease 


culty  from  pain  of  cardiac  origin.  It  was  de- 
scribed as  rhythmic  or  colicky  by  only  3  pa- 
tients. When  pain,  distention,  nausea  and 
vomiting  appeared,  they  were  not  relieved  by 
the  usually  effective  means  of  alkalies,  anti- 
spasmodics, or  sedation. 

It  becomes  apparent  that  in  patients  hav- 
ing heart  disease  abdominal  pain,  nausea, 
and  vomiting  do  not  necessarily  imply  a  pri- 
mary organic  disturbance  of  the  gastrointes- 
tinal tract.  As  Lewis  has  pointed  out,  in  tis- 
sues that  lack  "positional  sense"  sensation 
is  difficult  to  localize,  and  impulses  received 
from  such  an  organ  may  be  referred  over 
a  general  area.  Thus,  accurate  diagnosis  re- 
quires not  only  localization,  but  a  knowledge 
of  the  circumstances  under  which  the  pain 
appeared,  and  the  associated  abdominal  and 


cardiac  findings.  When  all  are  considered, 
the  primary  cardiac  disorder  can  usually  be 
recognized  without  difficulty.  To  determine 
the  significance  of  the  associated  gastro- 
intestinal complaints  may  be  more  of  a  prob- 
lem. The  presence  of  abdominal  pain  and 
tenderness  in  these  patients  was  interpreted 
as  a  manifestation  of  gastrointestinal  dis- 
ease more  often  than  such  a  diagnosis  could 
be  confirmed  by  physical  examination,  x-ray, 
or  even  postmortem  study.  An  analysis  of 
tables  6  and  7  reveals  the  incidence  of  con- 
comitant gastrointestinal  disease  to  be  low. 
Although  the  gastrointestinal  symptoms  in 
patients  with  heart  disease  are  usually  as- 
cribed to  congestive  failure  and  engorgement 
of  the  liver  and  spleen,  abdominal  pain  was 
found  more  often  in  patients  without  clinical 
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evidence  of  heart  failure  or  hepatomegaly. 
This  finding  might  be  anticipated,  since  pain 
is  not  an  outstanding  feature  in  patients 
having  primary  liver  disease,  where  enlarge- 
ment of  the  liver  and  spleen,  ascites,  and 
congestion  of  the  abdominal  viscera  are  com- 
mon. The  gastrointestinal  complaints  per- 
sisted in  many  patients  after  the  clinical 
signs  of  congestive  failure  disappeared  on 
bed  rest,  digitalis,  and  diuretics.  Thus  it 
would  appear  that  abdominal  pain,  nausea 
and  vomiting  may  often  be  due  to  myocardial 
disease  and  initiated  reflexly  from  the  heart 
itself. 

Summary 

Gastrointestinal  complaints  are  frequent 
manifestations  of  heart  disease.  Forty  per 
cent  of  100  patients  with  proven  myocardial 
infarct  had  abdominal  pain  and  disorders  of 
digestion.  These  symptoms  rarely  obscured 
the  diagnostic  features  of  the  primary  car- 
diac disturbance. 

In  most  instances,  the  presence  of  abdom- 
inal pain,  tenderness,  nausea  and  vomiting 
suggested  a  concomitant  organic  gastroin- 
testinal disease.  The  majority  of  these  pa- 
tients, as  well  as  could  be  determined  by 
physical  examination,  accessory  studies  (x- 
ray  examinations),  and  15  postmortem  ex- 
aminations, had  no  associated  organic  gast- 
trointestinal  disease.  The  lack  of  such  find- 
ings in  these  persons  suggests  that  the  ab- 
dominal complaints  are  often  initiated  re- 
flexly from  the  heart  itself,  and  are  probably 
due  to  the  proximity  of  the  respective  nerve 
pathways  and  related  vagal  reflexes,  rather 
than  to  congestion  of  the  liver,  spleen,  or 
intestinal  mucosa. 

Discussion 

Dr.  Colin  A.  Monroe  (Charlotte"):  The  differential 
diagnosis  between  cardiac  and  gastrointestinal  dis- 
ease is  very  difficult  and  is  one  that  is  constantly 
encountered.  Even  in  the  short  time  that  I  have  been 
in  practice,  numerous  patients  with  heart  disease 
have  been  referred  to  me  by  mistake  because  their 
symptoms  were  thought  to  be  gastrointestinal  in 
origin.  In  all  but  one  of  those  cases  the  true  diag- 
nosis was  early  congestive  failure;  the  one  exception 
was  a  patient  with  a  myocardial  infarct. 

Approaching  the  problem  from  the  opposite  point 
of  view  from  Dr.  Cayer's,  I  should  like  to  discuss 
some  gastrointestinal  conditions  which  may  simulate 
heart  disease.  One  is  hiatus  hernia.  I  think  that  this 
condition  is  often  unrecognized.  Unless  the  roent- 
genologist is  given  some  clue,  it  is  sometinips  impos- 
sible to  locate  the  sliding  type  of  hernia.  The  usual 
story,  of  course,  is  that  an  obese  person  has  pain 
during  the  night.  Occasionally,  however,  the  condi- 
tion may  occur  in  a  thin  person  without  exercise. 
Nitroglycerin  does  not  afford  a  therapeutic  test,  be- 


cause it  will  frequently  relieve  the  pain  of  hiatus 
hernia. 

Next  is  recurring  pancreatitis.  That  is  a  very  diffi- 
cult diagnosis  to  make.  The  only  two  laboratory 
tests  we  can  depend  on  are  the  serum  amylase  and 
serum  glucose  determinations.  However,  if  blood  is 
not  taken  for  these  tests  at  the  right  moment,  they 
may  be  negative.  These  patients  are  tender  over  the 
entire  pancreatic  area.  They  usually  give  a  story  of 
pain  in  the  left  side  of  the  epigastrium,  referred  up 
into  the  heart  region  and  frequently  into  the  left 
shoulder,  to  the  left  arm,  and  beneath  the  left 
scapula.  These  patients  are  often  given  a  diagnosis 
of  cardiac  disease  and  treated  as  chronic  invalids. 

Another  condition  is  spastic  colon  with  a  high 
splenic  flexure.  A  flat  plate  of  the  abdomen  will 
often  show  a  large  amount  of  gas  located  up  against 
the  diaphragm.  If  these  people  are  treated  by  meas- 
ures designed  to  decrease  the  formation  of  gas,  their 
pain  will  often  disappear. 

Another  condition  is  ulcer  high  on  the  lesser 
curvature  of  the  stomach,  with  pain  referred  en- 
tirely up  into  the  chest  or  the  cardiac  region. 
Diverticulitis  of  the  colon  also  can  be  confusing,  as 
the  pain  is  frequently  referred  to  the  epigastrium. 

Dr.  Cayer:  As  Dr.  Monroe  has  said,  most  gastro- 
enterologists  do  have  patients  with  heart  disease 
referred  to  them,  because  of  the  gastrointestinal 
symptoms.  The  greatest  diagnostic  problem  is  in  the 
cardiac  patient  over  .50  who  has  nausea  and  vomit- 
ing. These  people  are  in  the  age  group  where  acute 
gastrointestinal  disorders  are  not  uncommon,  and  in 
many  of  these  cases  the  symptoms  are  suggestive 
of  such  a  disorder.  I  think  that  the  results  of  the 
15  postmortem  examinations  done  on  these  patients 
indicate  that,  if  you  stick  to  the  primary  diagnosis, 
the  obvious  one  of  heart  disease,  you  will  be  right 
in  90  per  cent  of  these  cases.  If  you  make  a  diagnosis 
of  concomitant  disease  in  the  gastrointestinal  tract, 
it  will  probably  be  WTOng. 


Prophet  without  honor  unless  a  bandit. — An  an- 
nouncement that  a  couple  of  top-flight  movie  stars 
expect  to  pay  a  Holly^vood  physician  $20,000  for 
delivering  their  baby  got  quite  a  play  in  the  news- 
papers recently  and  provoked  the  usual  smart-alec 
editorials  in  some  sheets  about  doctor's  charges, 
ethics,  and  the  like.  Imagine  weeping  over  anything 
that  happens  in  Hollywood! 

About  the  same  time  we  came  across  a  brief  para- 
graph on  the  back  of  a  certain  small  Ohio  news- 
paper announcing  that  some  new  rates  had  been 
agreed  upon  by  the  doctors  of  the  county — a  really 
rural  community.  Here  they  are:  Office  call,  $2.00; 
house  call,  §.3.00;  long-distance  house  call,  $.3.00  plus 
50  cents  per  mile  one  way;  normal  o.b.,  $50.00;  pre- 
marital examination  and  certificate,  SIO.OO;  X-ray. 
fractures,  dislocations,  per  Industrial  Commission 
schedule.    Imagine  in  1948  A.D.! 

That  announcement  didn't  get  much  publicity. 
Obviously,  it  wasn't  dignified  by  an  editorial.  Too 
bad! 

Nobody  gives  a  hang  how  often  the  editorial  writ- 
ers and  columnists  tee  off  on  the  physician  who 
gouges  patients,  although  he's  probably  beyond  sav- 
ing. But,  it  would  be  comforting  to  see  more  nice 
words  written  about  some  of  the  mighty  nice  things 
so  many  physicians  do  all  the  time  for  their  patients 
and  the  community,  so  the  folks  will  realize  that  in 
the  end  only  a  few  members  of  the  medical  profes- 
sion can  trace  their  ancestry  back  to  Jesse  James. 
—Ohio  State  M.  J.  44:942   (Sept.)   1948. 


January,  1949 


ABDOMINAL   CONDITIONS— BREEDEN 


27 


ACUTE   ABDOMINAL   CONDITIONS 
IN  INFANCY 

William  H.  Breeden,  M.D. 
Fayetteville 

One  of  the  most  common  and  perplexing 
problems  which  confronts  the  physician  is 
the  recognition  and  diagnosis  of  acute  ab- 
dominal conditions  in  infancy.  I  shall  not 
attempt  to  discuss  the  rare  anomalies,  but 
shall  briefly  review  the  more  common  con- 
ditions which  occur  in  infants  under  12 
months. 

Conditions  Producing  Intestinal  Obstruction 

Pyloric  stenosis 

Congenital  hypertrophic  pyloric  stenosis 
occurs  more  often  in  males,  and  between  10 
days  and  6  weeks  of  age.  Muscular  hyper- 
trophy and  irritability  of  the  pylorus  are  the 
causative  factors.  The  pylorospasm  increases 
the  muscular  hypertrophy  and  the  mechani- 
cal obstruction. 

All  of  us  are  acquainted  with  the  typical 
picture  of  projectile  vomiting,  with  its  re- 
sulting dehydration  and  rapid  weight  loss; 
palpable  tumor  mass  in  the  right  upper 
abdominal  quadrant ;  and  visible  gastric  per- 
istalsis. Not  infrequently,  we  meet  varia- 
tions in  the  above  symptoms.  In  the  earlier 
stages,  palpation  of  the  tumor  mass  may  be 
difficult  and  the  vomiting  may  not  be  projec- 
tile. In  these  instances,  differentiation  be- 
tween pylorospasm  and  stenosis  is  not  easy. 
Continuance  of  symptoms  in  spite  of  thick- 
ened feedings,  atropine,  and  sedatives,  fail- 
ure to  gain,  or  the  appearance  of  more  force- 
ful vomiting  is  indicative  of  stenosis. 

As  a  rule,  vomiting  in  pyloric  stenosis 
constantly  follows  food  ingestion,  while  in 
pylorospasm  it  may  be  intermittent.  Vomit- 
ing which  results  from  birth  injuries  usually 
appears  under  10  days  of  age,  is  not  as  force- 
ful, and  is  usually  not  related  to  the  inges- 
tion of  food.  As  a  rule,  other  evidence  of 
intracranial  pressure  is  also  present.  In 
cases  of  atresia  and  malrotation  of  the  in- 
testine, vomiting  usually  occurs  earlier  in  life 
and  contains  bile  or  fecal  material.  If  there 
is  atresia  of  the  esophagus,  vomiting  imme- 
diately follows  ingestion  of  food,  and  there 
is  often  some  respiratory  distress  from  as- 
piration of  liquids.    Similar  symptoms  may 
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result  from  improper  feeding  regimens. 
These  clear  up  rapidly  if  the  infant  is  placed 
on  a  proper  formula  and  is  not  allowed  to 
nurse  too  long. 

In  doubtful  cases,  x-ray  studies  with  a 
barium  meal  are  helpful.  Typically,  these 
show  an  enlarged  stomach,  increased  peri- 
stalsis, and  little  passage  of  barium  beyond 
the  pylorus.  Retention  of  a  large  percentage 
of  the  barium  in  the  stomach  after  three 
hours  is  highly  suggestive  of  stenosis. 

Once  the  diagnosis  of  pyloric  stenosis  is 
made,  therapy  should  be  instituted  immedi- 
ately. If  the  child  is  in  good  condition,  med- 
ical treatment  may  be  tried  in  the  form  of 
thickened  feedings,  atropine,  and  sedatives, 
with  parenteral  fluids  as  a  supportive  meas- 
ure. The  Fredet-Ramstedt  operation  is  the 
procedure  of  choice  if  symptoms  are  severe 
or  remain  persistent.  Postoperative  care  re- 
quires continued  administration  of  parent- 
eral fluids  and  small  oral  feedings  of  water 
and  milk  for  the  flrst  three  to  six  days. 
Blood  transfusions  are  often  a  valuable  ad- 
junct. 

The  prognosis  in  these  infants  is  good,  the 
present  mortality  rate  being  1  to  2  per  cent. 

Intnssuscejjtion 

Intussusception,  the  telescoping  of  one 
portion  of  the  intestine  into  an  adjacent  seg- 
ment, occurs  most  frequently  between  the 
ages  of  4  and  10  months.  The  etiologic  fac- 
tors are  numerous,  including  enteritis,  diet, 
foreign  bodies,  and  congenital  malforma- 
tions. 

Symptoms  are  usually  abrupt  in  onset, 
with  severe  paroxysmal  abdominal  pain  and 
vomiting,  followed  by  the  passage  of  bloody 
mucus  by  rectum,  increased  abdominal  per- 
istalsis, and  shock.  Frequently  a  sausage 
shaped  tumor  mass  can  be  palpated  in  the 
abdomen.  Rectal  examination  may  also  re- 
veal a  mass.  X-ray  examination  shows  di- 
lated loops  of  intestine  filled  with  gas. 

The  mortality  rate  increases  steadily  after 
twenty-four  hours,  because  of  the  greater 
difficulty  in  reducing  the  intussusception  and 
the  decreased  viability  of  the  intestine. 
Therefore,  it  is  most  impoi'tant  that  the  diag- 
nosis be  made  and  operation  performed  in 
the  early  stages.  Preoperatively  the  child 
should  be  given  parenteral  fluids,  and  the 
stomach  should  be  aspirated.  Blood  trans- 
fusion is  helpful.  Parenteral  fluids  should 
be   continued    postoperatively    and    a    weak 
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formula  should  be  given  until  the  fourth  or 
fifth  clay,  when  the  full  strength  formula 
may  be  offered. 

Malrotation  of  the  Intestines 

Intestinal  obstruction  also  may  result  from 
malrotation  of  the  intestines.  An  incom- 
pletely rotated  cecum  will  give  symptoms 
and  signs  of  duodenal  obstruction  due  to 
pressure  on  that  viscus.  Vomiting  is  usually 
the  tirst  and  most  constant  symptom.  This 
is  followed  by  pain  and  abdominal  disten- 
tion, limited  at  first  to  the  epigastrium  be- 
cause of  the  dilated  stomach  and  duodenum. 
Dehydration  with  its  associated  fever,  visible 
reverse  peristalsis,  and  absent  or  scanty 
stools  occur  in  close  succession.  Enemas  give 
poor  or  no  results.  X-ray  studies  show  a 
dilated  stomach  and  intestine.  Barium  enema 
reveals  an  incompletely  rotated  cecum  situ- 
ated in  the  epigastrium.  Atresia  of  the  in- 
testines causes  similar  symptoms.  However, 
vomiting  always  occurs  during  the  first  day 
of  life  and  becomes  more  pronounced  with 
each  successive  feeding.  A  patent  or  .short- 
ened falciform  ligament  may  cause  symp- 
toms of  obstruction  due  to  pressure  as  the 
stomach  and  duodenum  become  filled. 

Preoperative  treatment  consists  in  aspira- 
tion of  the  stomach  and  the  administration 
of  parenteral  fluids.  Treatment,  postopera- 
tively, is  supportive ;  blood  transfusion  is 
valuable. 

Straufjulated  inguinal  hernia  should  al- 
ways be  considered  in  the  differential  diag- 
nosis of  intestinal  obstruction  in  infancy.  A 
tender  inguinal  mass  which  can  not  be  re- 
duced by  gentle  pressure,  together  with  the 
presence  of  reflex  vomiting  and  extreme  fret- 
fulness,  and  the  absence  of  stools,  is  diag- 
nostic. 

Meckel's  Diverticiilum 

Meckel's  diverticulum  is  an  outpocketing 
from  the  ileum  and  represents  the  unoblit- 
erated  vitelline  duct.  The  symptoms  are 
varied.  If  the  diverticulum  becomes  inverted, 
it  may  be  the  focal  point  of  an  intussuscep- 
tion, with  its  clinical  picture.  Frequently, 
massive  intestinal  hemorrhage  is  the  first 
indicaton  of  a  pathologic  lesion  in  an  other- 
wise healthy  infant.  The  continued  passage 
of  large  amounts  of  bright  red  blood  by  rec- 
tum, with  absence  of  pain,  will  differentiate 
this  condition  from  intussusception.  Often 
appendicitis  is  simulated,  with  periumbilical 
pain,  vomiting,  fever,  and  leukocytosis.    In 


Meckel's  diverticulum,  however,  there  is  no 
shift  of  maximal  pain  or  tenderness  to  the 
right  lower  abdominal  quadrant.  X-ray  is 
of  little  diagnostic  value. 

The  treatment  should  be  an  immediate 
operation,  with  parenteral  fluids  and  trans- 
fusion both  pre-  and  post-operatively. 

Appendicitis 

Although  appendicitis  is  uncommon  in  in- 
fancy, it  must  be  considered  because  of  the 
frequency  with  which  it  enters  into  the  dif- 
ferential diagnosis  of  more  common  diseases. 
The  chief  symptom  is  colicky,  generalized 
abdominal  pain  which  tends  to  localize. 
Other  symptoms  which  are  usually  present 
are  nausea  and  vomiting,  low  grade  fever, 
and  constipation.  (Diarrhea  sometimes  oc- 
curs, however.)  Repeated  blood  counts  show 
an  increasing  leukocytosis. 

Acute  mesenteric  adenitis  may  closely 
simulate  appendicitis.  With  this  condition 
there  is,  at  times,  an  associated  upper  res- 
piratory infection ;  vomiting  is  not  common, 
and  abdominal  tenderness  is  not  as  marked 
on  palpation.  The  leukocyte  count  is  not 
high,  as  a  rule.  In  pneumonia,  we  often  en- 
counter abdominal  pain.  The  presence  of  a 
higher  fever,  increased  respiratory  rate,  and 
physical  findings  in  the  chest  will  differen- 
tiate the  two  conditions.  If  the  pneumonia 
is  early  or  central  in  location,  the  diagnosis 
may  be  difficult,  and  a  chest  x-ray  should  be 
obtained.  Pi/elitis  causes  white  blood  cells 
in  the  urine:  the  fever  is  higher,  and  tender- 
ness is  greater  over  the  kidney  areas. 

When  a  diagnosis  of  acute  appendicitis  is 
made,  immediate  operation  is  the  treatment 
of  choice. 

Conclusion 

The  early  diagnosis  and  treatment  of 
acute  abdominal  conditions  in  infants  is  of 
paramount  importance.  Hypertrophic  pyloric 
stenosis  and  intussusception  are  encountered 
more  frequently  than  any  of  the  other  ab- 
normalities requiring  surgical  intervention 
in  infancy.  The  alertness  of  the  physician 
and  the  combined  efforts  of  the  physician  and 
the  surgeon  throughout  the  pre-  and  post- 
operative periods  have  done  much  to  reduce 
mortality  rates  to  their  present  level. 

Discussion 

Dr.  C.  R.  Bugs  (Raleigh):  It  seems  to  me  that 
there  is  an  increasing  tendency,  especially  among 
the  younger  men.  to  think  that  palpation  of  a  tumor 
is  important,  almost   necessary,   for  a   diagnosis   of 


Januai-y,  11141) 


THORACIC   SURGERY 


29 


pyloric  stenosis.  Often  the  operation  for  pyloric 
stenosis  is  delayed  unnecessarily  in  the  absence  of  a 
palpable  tumor.  It  seems  to  me  that  the  importance 
of  that  sign  ought  not  to  be  stressed  too  much. 

In  most  of  the  reports  of  intussusception  it  is 
stated  that  around  60  per  cent  of  the  cases  occurred 
in  children  under  a  year  old.  My  own  experience  is 
that  some  99.9  per  cent  occur  in  the  first  year  of 
life.  Most  of  the  patients  with  intussusception  that 
I  have  seen  have  been  bet\veen  4  and  9  months  of 
age. 

Another  point  about  intussusception.  A  great 
many  of  these  patients  go  through  a  period,  after 
the  first  couple  of  hours,  when  they  brighten  up,  get 
their  color  back,  stand  up  in  bed,  cry  for  their 
mothers,  and  act  like  a  normal  child  for  three  or 
four  hours.  That  is  a  dangerous  three  or  four  hours. 
Don't  let  it  fool  you.  If  the  child  had  the  character- 
istic symptoms  of  intussusception  an  hour  or  two 
after  the  thing  started,  you  had  better  assume  that 
he  has  it.  The  diagnosis  should  be  confirmed  by 
x-ray  if  there  is  any  question  about  it.  It  is  danger- 
ous to  assume  that  the  intussusception  has  reduced 
itself,  because  not  many  of  them  do  so. 
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XI 

SURGERY  OF  THE  ESOPHAGUS 

Esophageal  surgery  evolved  out  of  the 
urgent  necessity  for  relieving  esophageal  ob- 
struction. Since  carcinoma  is  the  most  com- 
mon cause  of  obstruction  to  this  viscus,  it  is 
only  natural  that  the  history  of  esophageal 
surgery  is  principally  concerned  with  tumor 
removal  and  subsequent  attempts  to  re- 
establish anatomic  continuity.  In  no  field  of 
surgery  have  keener  minds  been  applied  to 
a  problem,  with  more  imaginative  and  in- 
genious results,  approaching  at  times  the 
fantastic. 

At  the  beginning,  the  problem  was  well 
nigh  insurmountable.  Upon  the  obstacle  of 
surgical  and  anatomic  inaccessibility  were 
superimposed  the  ever-present  threat  of  in- 
fection, the  lack  of  controlled  respiratory 
anesthesia,  and  the  danger  of  surgical  shock. 
Almost  certain  death  awaited  the  patient 
submitting  to  esophageal  surgery,  and  rarely 
could  the  surgeon  claim  more  than  the  satis- 
faction of  a  grim  report  setting  forth  a  tech- 
nical toio-  de  fo)-ce  ending  in  death. 

Billroth,  in  1871,  was  the  first  to  demon- 
strate the  feasibility  of  esophageal  resection, 

1"  Or.  Trent  died  on  December  10.    Tiiis  s'eries  is  bein?  com- 
pleted under  the  direction  of  his  wife,  Mrs.  Mary  Bitldle  Trent. 


although  his  original  and  successful  experi- 
ments were  performed  on  dogs.  The  first 
successes  in  human  patients  were  achieved, 
as  might  be  expected,  with  lesions  in  the  cer- 
vical esophagus;  for  here  accessibility  was 
greater  and  the  threat  of  fatal  infection  was 
smaller.  Czerny  removed  a  carcinomatous 
growth  from  the  cervical  esophagus  in  1877, 
and  brought  the  lower  end  out  of  the  wound 
as  an  esophagostomy.  Mikulicz  removed  a 
similar  lesion  in  1884,  and  repaired  the  de- 
fect. 

Lesions  lying  within  the  thorax  created  a 
more  formidable  problem,  for  here  the  pa- 
tient who  did  not  die  on  the  operating  table 
from  shock  and  respiratory  embarrassment 
was  faced  with  the  almost  certain  threat  of 
a  fatal  infection.  Nevertheless,  Biondie 
made  the  challenge  in  1895  when  he  showed 
that,  in  dogs,  esophagogastrostomy  could  be 
done  after  transpleural,  transdiaphragmatic 
resection  of  the  distal  esophagus.  In  1907, 
Wendel  might  have  succeeded  in  performing 
the  operation  on  a  human  patient,  but  he 
made  his  anastomosis  over  a  Murphy  button 
and  the  patient  died  twenty-four  hours  later 
from  hemorrhage.  Willy  Meyer  reported  4 
cases  of  transpleural  resection,  with  blind 
closure  of  both  ends,  in  1912.  All  of  his  pa- 
tients died,  though  one  survived  twenty-four 
hours.  Empyema  claimed  the  life  of  Ben- 
golea's  patient  in  1919,  after  he  had  done  a 
wooden  bobbin  anastomosis  through  a  trans- 
pleural, transphrenic  approach. 

It  is  no  wonder,  then,  that  the  early  ex- 
plorers in  esophageal  surgery,  anticipating 
the  disastrous  results  of  a  transpleural  ap- 
proach, attempted  to  resect  this  viscus  by 
other  means.  An  extrapleural  approach 
seemed  the  most  practical  route  to  many, 
for  thus  could  pleural  contamination  be 
avoided  and  respiratory  dynamics  be  left  un- 
altered. Rehn,  in  1895,  was  the  first  to  mo- 
bilize a  human  esophagus  extrapleurally. 
This  procedure  he  employed  in  two  cases — 
one  an  irremovable  carcinoma  and  the  other 
a  stricture.  Faure  attempted  two  operations 
by  the  extrapleural  route  in  1903,  but  both 
patients  died.  Zaaijer,  in  1911,  modified  the 
extrapleural  resection  by  creating  a  prelim- 
inary trough  within  an  extensive  thoraco- 
plasty bed.  His  patient  survived  three 
months,  to  die  of  inanition.  In  1914,  Kiim- 
mell  tried,  ingeniously,  to  mobilize  the  esoph- 
agus and  place  beneath  it  a  quadrilateral 
flap  of  skin,  hoping  thereby  to  circumvent 
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infection  and  provide  a  means  of  reestablish- 
ing continuity  later.  All  three  of  his  patients 
died.  Lilienthal  did  succeed  by  this  means 
in  1921,  his  patient  living  sixteen  months 
before  dying  of  a  recurrence  of  the  carci- 
noma. 

Efforts  to  perform  esophageal  resection 
without  opening  the  thoracic  cage  deserve 
mention.  Levy,  in  1898,  did  extensive  experi- 
mental work  to  prove  that  the  esophagus 
could  be  removed  by  invagination.  Ach,  ap- 
plying this  concept  to  human  patients,  re- 
ported four  fatalities.  In  1913,  Denk  sug- 
gested extirpation  of  the  esophagus  by  strip- 
ping it  with  a  ring  attached  to  a  wire.  Re- 
sults, however,  were  so  disastrous  that  this 
technique  was  soon  abandoned. 

A  transabdominal  approach  was  initiated 
by  Sauerbruch  in  1905.  His  experiments  on 
dogs  pointed  to  the  feasibility  of  invaginat- 
ing  the  lower  end  of  the  esophagus  into  the 
stomach,  with  later  excision  of  the  tumor 
from  within  the  stomach.  It  remained  for 
Voelcker  and  Ohsawa  to  try  the  procedure 
on  human  beings.  Voelcker's  one  patient 
died,  but  one  of  Ohsawa's  two  patients  sur- 
vived. In  1908,  however,  Voelcker  resected 
the  lower  end  of  the  esophagus  through  an 
abdominal  incision,  performed  an  esophago- 
gastrostomy,  and  achieved  success. 

Torek  is  remembered  for  his  early  success 
in  resecting  a  thoracic  esophageal  carcinoma. 
His  operation  was  executed  in  1913.  The 
tumor  was  removed,  a  gastrostomy  done,  and 
the  upper  esophagus  brought  out  as  a  cer- 
vical stoma.  The  patient  survived  eleven 
years,  dying  at  80  with  pneumonia.  Torek's 
success  was  not  repeated  until  Carl  Eggers 
used  his  technique  in  1924.  Lilienthal,  com- 
menting on  the  Torek  procedure  in  1925, 
stated:  "I  have  six  times  performed  this 
operation,  and  in  one  case  convalescence 
seemed  assured,  when  on  the  seventh  day  the 
patient,  a  man  fifty-three  years  of  age,  died 
of  pneumonia.  In  no  other  cases  have  my 
patients  lived  more  than  six  days.  Appar- 
ently discouraged  by  so  many  failures  one 
does  not  hear  so  often  of  cases  in  v\hich 
Torek's  operation  has  been  attempted." 

The  relief  of  esophageal  obstruction  per  se, 
whether  due  to  tumor  or  benign  stricture, 
claimed  the  attention  of  many  early  investi- 
gators. In  1894,  H.  Bircher  attempted  to 
circumvent  a  carcinoma-obstructed  esopha- 
gus by  constructing  a  tube  of  skin  on  the 
anterior  surface  of  the  thorax.   Unfortunate- 


ly, his  patient  died  of  pulmonary  embolism 
before  the  procedure  could  be  completed.  Ten 
years  later  Wullstein  advocated  mobilization 
of  a  jejunal  loop  as  a  means  of  reestablish- 
ing esophageal  continuity.  Roux,  using  a 
modification  of  WuUstein's  technique  in 
1908,  may  be  credited  with  the  first  success- 
ful reanastoniosis  of  this  kind.  His  patient 
was  a  child  suffering  with  a  benign  stricture. 
Beck  in  1905,  and  Hirsh  in  1911  suggested 
that  a  gastric  tube  might  be  formed  from  an 
anterior  flap  of  stomach.  Jianu  made  similar 
recommendations  in  1912.  Kelling  used 
transverse  colon  in  1911,  and  succeeded  in 
mobilizing  it  through  an  antethoracic  sub- 
cutaneous tunnel  to  the  level  of  the  nipple. 
However,  before  he  could  devise  a  skin  tube 
to  fill  the  breech  between  it  and  a  cervical 
esophageal  stoma,  the  patient  died  of  his 
cancer. 

Fink,  in  1912,  was  the  first  to  use  the 
mobilized  stomach  as  an  esophageal  substi- 
tute. He  divided  the  stomach  at  the  duo- 
denum and  freed  its  attachments  up  to  the 
cardia.  The  viscus  was  then  reversed  and 
drawn  into  a  subcutaneous  antethoracic  tun- 
nel, a  gastroenterostomy  serving  to  main- 
tain an  intestinal  connection.  A  skin  tube 
joined  the  mobilized  stomach  to  a  cervical 
stoma.  The  patient  could  swallow,  but  died 
within  a  few  days  from  perforation  of  the 
carcinoma  at  the  cardiac  end  of  the  stomach. 
Kirschner  (1920)  succeeded  in  stretching  the 
stomach  sufficiently  to  reach  the  neck!  This 
feat  he  managed  by  severing  its  attachments 
along  both  lesser  and  greater  curvatures, 
leaving  it  attached  only  at  the  pylorus. 

The  recent  advent  of  chemotherapy,  con- 
trolled insufflation  anesthesia,  and  a  refine- 
ment of  methods  for  combatting  shock  have 
made  it  possible  for  surgeons  to  modify  and 
improve  the  techniques  heretofore  set  forth, 
and  to  perform  deliberate  intrathoracic  ma- 
neuvers formerly  considered  impossible.  To 
Adams  and  Phemister  belongs  the  credit  for 
the  first  successful  transthoracic  esophago- 
gastrostomy,  performed  in  1938.  They 
pointed  the  way,  after  Wendel's  early  fail- 
ure, to  the  most  satisfactory  method  so  far 
discovered  of  restoring  anatomic  continuity 
after  the  removal  of  an  esophageal  tumor — 
a  method  which  spares  the  patient  the  dan- 
ger, inconvenience,  and  pain  incident  to 
lengthy  extrathoracic  reconstructive  proced- 
ures. 

Garlock,  Clark,  Ochsner,  and  many  others. 
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following  in  the  footsteps  of  Fink  and 
Kirschner,  have  redemonstrated  the  feasi- 
bility of  mobilizing  the  stomach  into  the 
thorax  to  complete  anastomoses  at  higher 
and  higher  levels.  With  the  versatility  of  the 
procedure  increased,  not  only  can  higher- 
lying  lesions  be  resected,  but  more  radical 
excision  of  tumor-bearing  tissue  becomes 
possible.  Even  lesions  lying  between  the 
aortic  arch  and  the  superior  thoracic  hiatus, 
heretofore  considered  inaccessible,  need  not 
be  viewed  as  hopeless,  since  Wells,  in  1944, 
was  able  to  reestablish  esophageal  continuity 
after  removing  a  tumor  at  this  level.  Only 
recently  (1947)  Sweet  reported  50  cases  of 
high  thoracic  esophageal  resection  and 
esophagogastrostomy,  with  a  survival  rate 
of  79  per  cent.  Such  figures  speak  eloquently 
for  the  progress  made  within  the  last  decade, 
and  contrast  sharply  with  the  valiant  but 
almost  hopeless  beginnings  made  a  half 
century  ago. 

Tubes  of  gut  and  skin  are  less  popular 
than  they  were  a  few  years  ago,  although 
the  Russian  worker,  Yudin,  reported  eighty- 
eight  completed  artificial  esophagi  in  1944. 

The  successful  surgical  management  of 
tracheo-esophageal  fistula  has  become  a  prac- 
tical reality  only  within  recent  years.  Ladd, 
in  1944,  pointed  out  that  some  infants  with 
this  condition  could  be  salvaged  by  closing 
the  fistula  and  creating  gastric  and  esopha- 
geal stomas.  Haight,  in  the  same  year,  per- 
formed the  first  successful  reanastomosis  of 
the  esophagus  after  closing  the  fistula. 

Esophageal  diverticula  were  early  recog- 
nized as  a  cause  of  esophageal  obstruction. 
Ludlow,  in  1764,  described  a  preternatural 
pocket  in  the  pharynx  of  a  patient  coming 
to  autopsy.  In  1816,  Bell  defined  the  cause 
of  its  occurrence  as  distention  of  the  pharynx 
produced  by  ineffectual  attempts  to  swallow, 
with  resultant  protrusion  of  the  inner  coats 
of  the  pharynx  through  hypertrophied 
bundles  of  the  inferior  constrictor  pharyngis 
muscle.  Nicoladoni  operated  successfully  in 
1877  by  emptying  the  sac  through  a  fistula 
in  the  neck.  Within  the  next  seven  years 
Niehans  von  Bergmann  and  Kocher  reported 
successes.  The  early  operations  were  in  one 
stage,  and  other  surgeons  were  not  as  suc- 
cessful as  Kocher  and  von  Bergmann,  for 
their  patients  succumbed  to  infection.  The 
surgical  management  of  esophageal  diverti- 
cula, therefore,  fell  into  disrepute  until  Gold- 
mann,  in  1909,  devised  a  two-stage  proced- 


ure that  reduced  the  incidence  of  fatal  post- 
operative infection.  Improvements  in  the 
two-stage  operation  were  made  by  Murphy 
in  1916,  Judd  in  1918,  and  Lahey  in  1933. 
Now,  thanks  partly  to  chemotherapy,  the 
excision  of  an  esophageal  diverticulum  is  a 
relatively  safe  procedure. 

Achalasia,  as  a  cause  for  serious  or  fatal 
esophageal  obstruction,  has  responded  best  to 
non-surgical  dilatation,  thanks  to  Russell's 
brilliant  work  in  1898  and  Plummer's  sub- 
sequent contributions  after  1908.  An  occa- 
sional case  does  require  surgery,  however, 
and  the  best  results  have  been  reported  since 
1938,  when  Womack  described  a  surgical  ap- 
proach not  unlike  the  Finney  operation  for 
pyloric  obstruction.  The  removal  of  ribbon- 
like strips  of  esophagus  by  Jaffie  in  1907, 
digital  dilatation  through  a  hole  in  the 
stomach  by  Mikulicz  in  1899,  esophagogas- 
trostomy around  the  obstructed  area  by 
Heyrovsky  in  1910,  and  incision  of  the  spas- 
tic muscle  by  Heller  in  1913  were  all  more 
or  less  clumsy  early  attempts  to  deal  with 
the  problem. 

Thanks  to  the  progress  which  has  been 
made  since  the  subject  of  esophageal  surgery 
was  introduced,  less  than  a  century  ago,  the 
problem  of  esophageal  obstruction  is  no 
longer  insoluble.  Resection  for  cancer  and 
for  stricture,  reconstruction  where  defects 
are  made  or  left,  repair  of  diverticula,  and 
dilatation  for  obstruction  due  to  cardiospasm 
are  now  accomplished  facts.  The  most  des- 
perate problem  in  this  field  continues  to  be 
that  of  carcinoma.  Until  we  learn  the  means 
of  its  prevention  or  the  method  of  its  non- 
surgical cure,  we  must  learn  to  recognize  the 
lesion  earlier  and  to  remove  it  more  com- 
pletely. 

Warner  Lee  Wells,  M.D. 
Raleigh 


Let  us  not  be  complacent  in  the  satisfaction  tliat 
the  statements  we  tender  our  patients  at  tlie  end 
of  the  month  generally  represent  excellent  value 
received  because  we  know  the  toil  and  the  concern 
which  have  gone  into  our  ministrations.  The  patient 
has  been  told  repeatedly  by  certain  groups  who  take 
pains  to  get  into  public  print  that  he  is  being 
cheated.  Now  he  is  beginning  to  believe  it.  (Why 
shouldn't  he  ?  No  doctor  has  ever  told  him  anything 
to  the  contrary!)  And  let  us  not  be  too  gratified  by 
the  fact  that  we  recognize  today's  superior  medical 
service  is  possible  only  because  the  American  pro- 
cedure is  established  upon  the  bedrock  of  scholarli- 
ness,  integrity  and  sound  achievement.  How  we  feel 
about  our  profession  is  important,  but  how  the  public 
feels  about  it  is  of  even  greater  significance. — A.  E. 
Cardie:  The  New  Look  in  Medicine,  Minnesota  Med. 
31:858  (Aug.)   1948. 
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THE  A.  M.  A.  ASSESSMENT 

At  the  Interim  Session  in  St.  Louis,  the 
House  of  Delegates  voted  unanimously  to 
assess  the  members  of  the  American  Medical 
Association  $25  each,  in  order  to  provide 
funds  to  educate  the  public  as  to  the  advan- 
tages of  our  present  system  of  medical  prac- 
tice, and  of  voluntary  sickness  insurance, 
over  compulsory  government  insurance.  The 
first  reaction  on  the  part  of  many  doctors 
was  to  question  the  wisdom  of  this  move, 
and  even  to  resent  it.  This  reaction  is  now 
giving  way  under  the  shock  of  realizing  that 
the  threat  of  having  a  layman  as  our  com- 
missar of  health  is  a  very  real  one.  Twenty- 
five  dollars  is  a  small  sum  for  an  individual 
to  contribute  in  the  fight  to  preserve  for  our 
profession,  and — far  more  important  —  for 
our  patients  and  the  public,  the  measure  of 
liberty  that  is  still  ours. 

Mr.  Ewing  and  his  allies  say  that  not  half 
the  members  of  the  American  Medical  Asso- 
ciation will  pay  their  assessment.  It  may  be 
that  they  are  right,  for  the  lethargy  of  the 
doctors  has  been  all  too  apparent  in  the  past. 


There  are,  however,  many  signs  that  this 
lethargy  is  now  being  shaken  off.  In  order 
that  the  public — and  the  Ewing  camp  fol- 
lower.s — may  have  no  doubt  as  to  the  position 
of  American  medical  men  on  the  question  of 
political  medicine,  it  is  important  that  every 
doctor  contribute  his  $25  as  soon  as  possible. 

An  American  doctor  need  only  read  a  few 
of  the  letters  from  British  practitioners  that 
are  published  in  every  issue  of  the  Britmh 
Medical  Jdtiniul  to  realize  that  practicing 
medicine  under  government  auspices  is  a 
nightmare.  Let  us  not  make  the  mistake  that 
our  British  medical  cousins  did,  and  wait 
until  compulsory  health  insurance  has  been 
actually  put  on  our  statute  books  before  we 
protest  against  it.  An  astute  business  man, 
who  is  strongly  opposed  to  socialized  medi- 
cine, said  recently  in  talking  to  a  few  doc- 
tors, "Your  profession  has  more  potential 
political  influence  than  any  other  body  of 
men  in  the  country."  Let  us  see  that  this 
potential  influence  is  used  for  all  that  it  is 
worth. 

Although  Dr.  Channing  Frothingham  is 
chairman  of  the  Committee  for  the  Nation's 
Health — organized  by  Michael  Davis,  Ph.D. 
— he  testified  before  the  Senate  Committee 
on  Education  and  Labor  that  he  did  not  kno\\- 
who  organized  it,  and  did  not  know  a  single 
member  of  it.  Yet  Dr.  Frothingham  recently 
issued  a  long  press  release  for  this  left-wing- 
group,  attacking  the  A.M. A.  and  stating  that 
the  $25  assessment  "is  likely  to  precipitate 
a  grass  roots  rebellion  among  the  ranks  of 
American  doctors."  It  is  up  to  us  to  show 
Dr.  Frothingham  that  he  knows  no  more 
about  the  135,000  members  of  the  American 
Medical  Association  than  he  does  about  his 
own  little  committee. 

WELCOME  TO  MRS.  TRENT 

The  "Thumbnail  Sketches"  which  were 
initiated  by  Dr.  Josiah  Trent  have  been  a 
very  popular  feature  of  the  Journal.  No 
doubt  many  of  our  readers  will  be  glad  to 
know  that  this  department  will  be  continued 
under  the  direction  of  Dr.  Trent's  wife,  Mrs. 
Mary  Biddle  Trent.  She  shared  her  hus- 
band's interest  in  medical  history  and  was 
familiar  with  his  plans  for  the  coming  year. 
In  carrying  on  the  department,  with  the  help 
of  contributors  from  within  and  without  the 
state,  she  is  bringing  to  the  JOURNAL  the 
same  unselfish  and  intelligent  interest  that 
had  been  so  generously  given  by  her  husband. 
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DO  BRITONS  LIKE   THEIR  NEW 
MEDICAL  PLAN? 

A  recent  issue  of  the  Greensboro  Daihj 
News  carried  a  feature  article  by  its  London 
correspondent  under  tlie  three-column  head- 
ing, "Britons  Like  New  Medical  Plan."'^* 
The  correspondent  attempts  to  show  that  the 
scheme  is  "a  magnificent  success,"  but  the 
three  case  reports  he  selects  are  anything 
but  convincing.  The  first  is  that  of  Mrs. 
Baxter,  a  widow  "who  sustained  a  slight  in- 
jury to  her  leg  while  on  war  work."  For  two 
years  she  had  had  such  treatments  as  she 
could  afford,  but  the  leg  had  not  healed.  Now 
she  is  securing  penicillin,  which  she  could 
not  afl^ord  before.  Penicillin  may  be  more 
effective  for  British  leg  ulcers  than  for 
American  ones — but  it  is  highly  probable 
that  Mrs.  Baxter  will  have  to  have  something- 
done  to  her  varicose  veins  before  her  ulcer 
will  heal,  even  with  penicillin. 

The  second  case  is  that  of  a  once  well-to- 
do  lady  who  now  has  to  work  for  her  living. 
"Miss  Arden  has  tonsilitis  .  .  .  Last  week  she 
waited  several  hours  on  two  days  at  the  local 
hospital,  was  examined  in  less  than  10  min- 
utes, and  was  then  told  there  wasn't  a  bed 
for  her  in  the  hospital  for  six  months."  It  is 
rather  easy  to  read  between  the  lines  the 
correspondent's  approval  of  the  cavalier 
treatment  given  this  lady  who  had  once 
known  better  days. 

The  third  case  is  that  of  a  woman  whose 
teeth,  "like  most  people's  in  Britain,  are 
pretty  bad."  She  is  having  a  great  deal  of 
dental  work  done  at  government  expense, 
and,  in  the  words  of  the  correspondent,  is 
"bewildered  by  it  all." 

The  "free"  nature  of  the  scheme  is  em- 
phasized by  the  correspondent.  "Every  work- 
er pays  one  dollar  a  week  (out  of  approxi- 
mately $25  to  $30,  an  average  working 
wage),  and  the  employer  pays  a  dollar  and 
a  half  for  every  employee."  It  is  difficult  to 
see  how  compulsory  insurance  which  costs 
$130  a  year  could  be  referred  to,  even 
euphemistically,  as  free.  For  this  assess- 
ment, it  would  appear  that  the  doctor  should 
be  fairly  well  paid;  but  our  correspondent 
continues,  "A  doctor  receives  $3.50  a  year 
from  the  state  for  every  patient  who  signs 
up  with  him.   For  this  small  sum  he  must  be 

1.    Medicine's  Public  Relations.  Editorial,  North  Carolina  M.J. 
!i:ii3l   (Dec.)    1948. 


available  to  give  his  best  medical  skill  and 
knowledge  for  one  year  for  each  patient." 

In  contrast  to  the  Greensboro  News,  the 
London  Daily  Mail  says  that  the  new  Health 
Service  "is  menaced  by  the  humbug  .  .  .  the 
man  or  woman  who  needlessly  wastes  the 
overworked  doctor's  time  and  steals  his  .  .  . 
ministrations  away  from  the  sick  and  suffer- 
ing." The  Daihj  Mail  writer — not  a  physi- 
cian— tells  of  a  young  Essex  doctor  who  "at 
his  morning  session,  .  .  .  supposed  to  last  two 
hours,  .  .  .  often  has  over  60  patients  ...  In 
a  day  he  frequently  deals  with  a  total  of 
about  120  callers  at  morning  and  evening 
surgeries — and  has  to  find  time  in  between 
to  call  on  25  or  30  patients  who  are  too  ill, 
or  say  they  are  too  ill,  to  leave  home.  An- 
other doctor  .  .  .  sometimes  has  a  queue 
through  his  home  and  garden  and  out  into 
the  street."<2) 

Divergence  of  opinions  concerning  the 
British  medical  plan  is  not  confined  to  lay 
writers.  A  minority  organization  of  medical 
men  in  our  own  country,  the  Committee  for 
the  Nation's  Health  (organized  by  Michael 
M.  Davis,  with  Dr.  Channing  Frothingham 
as  chairman),  says  that  the  British  Medical 
Association  (BMA)  in  April,  1948,  declared; 
"The  Doctors  .  .  .  approve  of  the  bulk  of  the 
present  Act." 

It  is  hard  to  imagine  where  Dr.  Frothing- 
ham and  his  committee  got  the  idea  that  the 
BMA  favors  the  present  National  Health  In- 
surance. Certainly  they  did  not  get  it  from 
reading  the  British  Medical  Journal  for  the 
past  year  or  more.  This  journal,  the  ofl^cial 
organ  of  the  BMA.  comes  as  an  exchange  to 
the  office  of  the  North  Carolina  Medical 
Journal,  and  all  issues  have  been  scrutin- 
ized cai-efully  since  the  National  Health  In- 
surance scheme  appeared  as  "a  little  cloud 
out  of  the  sea,  like  a  man's  hand."  Except 
for  a  very  few  letters  and  articles  by  British 
counterparts  of  Drs.  Frothingham,  Boas, 
Peters  and  company,  opposition  to  the  act 
has  been  stressed  over  and  over.  Even  since 
the  act  has  been  in  force,  the  criticism  of 
it  continues. 

The  British  Medical  Journal  for  November 
6,  for  example,  in  recording  the  proceedings 
of  the  Council  for  October  27  (three  months 
after  the  Act  became  effective)    stated    (p. 

2.    ,T.  South  Carolina  M.  A.  41:336    (Oct.)    194S. 
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158  of  the  Supplement)  "that  a  subcommit- 
tee had  been  appointed  to  prepare  a  case  for 
improvement  in  the  remuneration  of  general 
medical  practitioners."  Another  complaint 
concerned  "the  provision  of  medicines  and 
appliances  for  patients  treated  privately  .  .  . 
The  Ministry  .  .  .  considered  that  no  work- 
able arrangement  could  be  made  whereby  .  .  . 
medicines  were  available  for  private  patients 
to  whom  the  cost  would  mean  hardship.  Dr. 
Hale-White  said  that  if  this  position  were 
accepted  the  Association  would  be  condoning 
the  Minister's  action  in  wriggling  out  of  his 
promise,  and  would  also  be  going  back  on  its 
own  promise  to  help  the  general  practitioner 
who  was  in  private  practice.  Obviously 
many  people  were  able  to  afford  a  private 
fee  to  the  doctor  but  not  the  continuing  cost 
of  expensive  drugs.  The  Minister  had  de- 
clared in  Parliament  that  people  could  take 
the  whole  or  any  part  of  the  Service." 

On  page  160  we  learn  that  "The  British 
Medical  Association  is  gravely  disturbed  by 
reports  reaching  it  from  all  parts  of  the 
country  of  the  effects  of  the  new  Health 
Service  on  the  work  and  income  of  doctors" ; 
and  again,  "The  Association  is  seriously  con- 
cerned at  the  present  financial  position  of 
many  members,  both  senior  and  junior,  of 
hospital  staffs  .  .  .  The  Ministry  of  Health's 
statement  that  present  salaries  are  merely 
a  payment  on  account  is  no  consolation  to  a 
specialist  or  an  ex-Service  married  house- 
physician  who  is  rapidly  getting  into  debt." 
Page  161  has  a  section  devoted  to  "Urgent 
Problems  of  Specialists."  One  problem  is 
headed  "The  gross  inadequacy  of  the  mileage 
allowance."  Another,  "The  unsatisfactory 
position  of  medical  superintendents,"  says 
that  "Evidence  continues  to  be  received  that 
the  authority  and  status  of  medical  super- 
intendents are  being  deliberately  under- 
mined." 

In  the  "Correspondence"  department  of 
the  Supplement  there  are  twenty-three  let- 
ters from  doctors.  Every  single  one  is  se- 
verely critical  of  the  new  Health  Service. 

Could  it  be  that  the  Greensboro  News  cor- 
respondent and  the  Committee  for  the  Na- 
tion's Health  have  been  misinformed  about 
the  Britons'  reaction  to  their  new  Health 
Service? 


MORE  ABOUT  THE  NATION'S  HEALTH 

On  page  38  of  this  issue  will  be  found  a 
letter  from  the  Rural  Health  Committee  of 
the  Medical  Society  of  the  State  of  North 
Carolina  concerning  the  editorial  on  "The 
Nation's  Health,"  which  appeared  in  the 
North  Carolina  Medical  Journal  for  Oc- 
tober. Even  though  this  letter  is  one  of  criti- 
cism, it  is  welcome.  Readers  of  the  Journal 
are  always  invited  to  express  their  differ- 
ences of  opinion  freely. 

The  editor  of  the  Journal  shares  respon- 
sibility for  the  editorial  with  Dr.  Marjorie 
Shearon,  whose  statements  were  quoted  from 
her  publication,  American  Medicine  and  the 
Pol'tical  Scoie.  Dr.  Shearon  is  a  research 
analyst  who  is  and  for  many  years  has  been 
a  close  student  of  the  movement  for  compul- 
sory health  insurance.  She  has  lived  in 
Washington  for  a  long  time  and  knows  well 
the  principals  in  the  great  struggle  to  force 
political  medicine  upon  the  country. 

The  editorial  on  "The  Nation's  Health" 
was  written  in  an  effort  to  call  attention  to 
the  imminent  threat  to  the  private  practice 
of  medicine  implied  in  Federal  Security  Ad- 
ministrator Oscar  Ewing's  report  to  the 
President.  It  was  written  under  pressure, 
for  the  report  was  received  just  before  the 
Journal  went  to  press.  It  was,  however, 
based  upon  more  than  sixteen  years'  con- 
stant study  of  the  question  of  medical  care 
in  its  economic  and  political  aspects.  It  was 
written  more  from  the  national  than  from 
the  state  level,  and  with  no  intention  of  re- 
flecting upon  the  members  of  the  Rural 
Health  Committee  or  upon  the  excellent  work 
their  committee  has  been  doing.  Their  state- 
ment that  they  investigated  the  individual 
who  is  to  assist  in  the  development  of  county 
health  councils  in  the  state  is  gladly  accepted 
at  face  value. 

Certainly  no  reflection  upon  the  character,      , 
ability,  or  integrity  of  Dr.  Lucy  Morgan  was 
intended.    It  is  natural  to  assume  that  her 
previous     association     with     Dr.     Mayhew 
Derryberry    in    the    United    States    Public 
Health  Service  would  tend  to  make  her  look      i 
with  favor  upon   compulsory   health   insur-     \ 
ance.    In  the  hearings  before  the   Subcom- 
mittee on  Publicity  and  Propaganda  of  the 
Committee  on  Expenditures  in  the  Executive 
Department    (better  known  as  the  Harness 
Committee),  Dr.  Derryberry  admitted  that 
he  was  an  active  participant  in  the  forma- 
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tion  and  operation  of  the  "health  workshops" 
which  were  the  mainsprings  of  the  propa- 
ganda behind  the  last  Wagner-Murray- 
Dingell  bill'".  Dr.  Derryberry  testified  that 
for  nine  years  he  had  been  "Health  Educa- 
tor in  the  Public  Health  Service."  It  is  hard 
to  believe  that  he  would  urge  his  students 
and  associates  to  support  the  present  system 
of  medical  practice,  and  to  create  a  demand 
for  voluntary  rather  than  compulsory  health 
insurance. 

Thanks  to  the  far  seeing  vision  of  the  late 
beloved  Dr.  Isaac  Manning,  and  to  the  later 
efforts  of  some  of  his  former  students  and 
others  who  had  come  under  his  influence, 
there  is  probably  less  demand  for  national 
health  insurance  in  North  Carolina  than  in 
most  other  states.  That  fact  should  not.  how- 
ever, make  us  blind  to  the  danger  that  Con- 
gress may  inflict  upon  the  medical  profession 
of  this  country  the  same  shackles  that  the 
Labor  government  has  forced  upon  the  doc- 
tors in  Britain. 

Dr.  Herman  Hilleboe,  Assistant  Surgeon 
in  the  Public  Health  Service,  testified  under 
oath  that  "it  is  the  feeling  of  the  Public 
Health  Service  that  the  President's  program 
[of  compulsory  health  insurance]  should  be 
followed  .  .  .  We  would  naturally  give  em- 
phasis to  that  because  we  are  in  Government. 
Otherwise,  we  should  get  out  of  Govern- 
ment.'"-* 

North  Carolina  is  unusually  fortunate  in 
having  had  such  wise  leadership  in  meeting 
her  rural  health  problems,  and  it  is  gratify- 
ing to  know  that  the  health  educators  in  this 
state  have  been  selected  with  care.  Continued 
care  in  their  selection  and  supervision  is 
earnestly  besought.  Those  who  have  followed 
the  movement  for  the  nationalization  of  med- 
icine over  the  past  sixteen  years  have  every 
reason  to  fear  that  many,  if  not  most,  of  the 
2,800  health  educators  asked  for  by  Mr. 
Ewing  as  part  of  his  ten-year  program 
would,  like  Dr.  Hilleboe,  feel  that  they  were 
"in  Government,"  and  would  do  their  bit  "to 
assure    the    success    of    the    national    pro- 


gram. 


'(3) 


Without   underestimating  the   importance 

1.  (a)  Hearings  before  the  Subcommittee  on  PuIjHcity  and 
Propa?ancl;i  of  tlie  Comnuttee  on  Expenditures  in  the 
Kxecutive  Department,  pp.  1-32:  (b)  "The  Unauthorized 
and  Illegal  Expenditures  of  Public  Moneys,"  Editorial. 
Xorth  Carolina  M..I.  S:i.Tn   (,\u£:.)   19J7. 

2.  Hearings  ijcfore  the  Subcommittee  on  Publicity  and  Propa- 
ganda of  the  Connnittee  on  Expenditures  in  the  Executive 
Department,  p.  33. 

3.  Ewing,  Oscar:  Tlie  Nation's  Health,  Wa^hinston,  Federal 
Security  .\dmini»'tration,  1918,  p.  18t. 


of  lay  health  educators,  let  us  not  forget  that 
the  word  "doctor"  originally  meant  "teach- 
er," and  that  one  of  the  chief  functions  of 
the  medical  man  is  that  of  teaching  his  pa- 
tients the  fundamentals  of  health.  Let  us 
remember,  too,  that  the  family  doctor  has 
an  opportunity  to  teach  the  public  much 
about  the  facts  of  political  life. 


"A  NOVEL  IDEA" 

Dr.  George  Lull,  secretary  of  the  Ameri- 
can Medical  Association,  devotes  the  entire 
first  page  of  his  "Secretary's  Letter"  for 
January  10  to  what  he  calls  "a  novel  idea 
...  to  keep  congressmen  .  .  .  informed  about 
the  dangers  of  socialized  medicine."  This 
idea  has  been  tried  by  Dr.  George  T.  Harrell, 
head  of  the  Department  of  Internal  Medicine 
of  the  Bowman  Gray  School  of  Medicine. 
Dr.  Harrell  arranged  a  dinner 

"to  which  he  invited  one  congressman   and  a  small  ' 
group  of  carefully  selected   students,  house  officers, 
faculty  members,  town  physicians  and  a  representa- 
tive of  the  public  ...  No  vested  interests  were  rep- 
resented .  .  . 

"  'We  leaned  over  backwards  to  prevent  the  group 
from  being-  packed  or  slanted,'  Dr.  Harrell  said'^,  add- 
ing: 'None  of  the  people  were  briefed  in  advance  on 
what  they  should  say.  They  were  invited  to  come  and 
express  freely  their  own  opinions,  but  they  had  to 
back  them  up  with  facts  because  it  was  explained 
that  we  were  after  information  which  the  congress- 
man could  use  to  make  up  his  own  mind.' 

"Then,  after  a  steak  dinner,  the  group  retired  to 
a  smoking  room,  'and  went  at  it  hammer  and  tongs.' 
The  informal  discussion  lasted  until  after  midnight. 

"  'I  believe,'  Dr.  Harrell  said,  'that  the  group  was 
convinced  that  compulsory  sickness  insurance  would 
simply  be  the  opening  in  the  tent  which  would  allow 
the  camel  to  get  his  nose  in  .  .  .' 

"Dr.  Harrell  said  that  from  'the  apparent  success 
of  our  meeting,  it  would  appear  to  me  that  we  could 
accomplish  a  great  deal  in  a  very  short  period  of 
time  if  some  similar  approach  were  made  in  each 
congressional  district  throughout  the  country.  All 
shades  of  opinion  would  have  to  be  represented 
and  an  attempt  honestly  made  to  get  out  the  facts 
and  opinion  by  people  whom  the  local  legislator 
trusts.'  " 

While  no  one  plan  is  applicable  to  all  parts 
of  the  state.  Dr.  Harrell's  approach  to  the 
problem  should  be  effective  in  many  locali- 
ties. Whatever  methods  are  used,  informa- 
tion about  the  dangers  of  the  proposed  na- 
tional insurance  act  must  be  disseminated  as 
quickly  and  widely  as  possible.  Only  prompt 
and  decisive  action  on  the  part  of  individual 
doctors  can  prevent  the  bill  from  being  en- 
acted into  law. 
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COMMITTEE   ON   INDUSTRIAL 
HEALTH 

The  Committee  on  Industrial  Health  of 
the  State  Medical  Society  takes  pleasure  in 
presenting  for  publication  the  following 
article  by  Dr.  Harold  R.  Hennessy,  of  the 
American  Medical  Association,  who  has  a 
wide  experience  in  the  organization  of  medi- 
cal service  to  industry  and  the  relationships 
between  industry,  labor,  and  medicine. 

C.  B.  Davis,  M.D. 

Hugh  A.  Matthews,  M.D. 

Harry  Winkler,  M.D.,  Chairman 


THE  ESSENTIAL  ELEMENTS  OF  A 

DEPENDABLE  HEALTH  SERVICE 

IN  INDUSTRY 

Harold  R.  Hennessy,  M.D. 

American  Medical  Association 

Chicago 

Physicians,  industrialists,  community  lead- 
ers, labor  organizations,  governmental  and 
other  recognized  agencies  concerned  with  the 
conservation  and  maintenance  of  the  health 
of  industrial  workers  stand  among  the  prin- 
cipal benefactors  of  that  large  proportion  of 
our  population  which  earns  a  living  in  our 
economic  and  manufacturing  world.  Theirs 
have  been  contributions  of  incalculable  value 
to  the  prolongation  of  the  lives  of  industrial 
workers  and  to  the  advancement  of  comfort 
and  peace  of  mind  of  our  workers  both  with- 
in and  without  the  industrial  plant. 

Leadership  in  the  rise  and  growth  of  the 
industrial  health  concept  has  been  one  of 
evolution.  However,  the  physician  has  played 
a  leading  role.  Therefore,  it  is  indeed  fitting 
that  in  these  days  of  extreme  industrializa- 
tion attention  should  be  focused  on  industrial 
health  and  occupational  medicine,  so  that 
this  great  land  will  reap  undreamed  advan- 
tages to  be  derived  from  industrial  applica- 
tions of  scientific  discoveries. 

The  general  public  has  come  to  expect 
much  from  the  medical  profession.  There- 
fore, it  is  appropriate  that  the  science  and 
arts  of  medicine  in  industry  reaffirm  its  aims 
and  objectives. 

In  the  story  of  the  rise  and  growth  of  in- 
dustrial health  there  have  been,  over  the 
years,  a  number  of  agencies  in  the  American 


Medical  Association  which  have  made  many 
contributions  to  the  field  of  industrial  health. 
Interest  has  not  in  any  sense  been  limited  to 
discussions  of  clinical  medicine  and  surgery. 
It  has  extended  broadly  into  the  related  fields 
of  medical  economics,  public  relations  and  so- 
cial legislation.  Reviewing  the  records,  there 
have  been  studies  in  rehabilitation  and  re- 
employment of  the  handicapped,  in  problems 
of  ventilation,  air  conditioning,  noise  con- 
trol, fatigue,  women  in  industry,  overcrowd- 
ing, mental  and  personal  hygiene,  and  a  host 
of  other  problems.  During  the  past  decade, 
a  single  agency  in  the  structure  of  the  Amer- 
ican Medical  Association  has  given  its  sole 
interest  to  industrial  health  and  occupational 
medicine.  The  Council  on  Industrial  Health, 
while  one  of  the  youngest  of  the  standing 
committees,  has  made  remarkable  progress. 
One  of  the  principal  activities  of  the  Coun- 
cil on  Industrial  Health  has  been  the  clari- 
fication of  industrial  health  objectives  and 
their  integration  into  the  pattern  of  com- 
munity health  service.  Out  of  this  endeavor 
has  developed  a  formula  for  local  industrial 
health  organizations.  The  essential  elements 
of  this  service  are  as  follows : 

1.  A  competent  physician  who  takes  gen- 
uine interest  in  applying  the  principles 
of  preventive  medicine,  dentistry,  sur- 
gery, and  hygiene  to  employed  groups, 
and  who  is  willing  to  devote  regular 
hours  to  such  service  in  the  working- 
environment. 

2.  Industrial  nurses  with  proper  prepa- 
ration, acting  under  the  physician's 
immediate  supervision  or  under  stand- 
ing orders  developed  by  him  or  by  the 
committee  on  industrial  health  of  the 
county  medical  society. 

3.  Industrial  hygiene  service  directed  at 
improvement  of  working  environment 
and  control  of  all  unhealthful  expos- 
ures, to  be  provided  by  physicians  and 
other  recognized  agencies  with  guid- 
ance and  assistance  from  the  special- 
ized personnel  in  state  and  local  bu- 
reaus of  industrial  hygiene. 

4.  A  health  program  which  should  in- 
clude : 

a.  Prompt  and  dependable  first  aid, 
emergency  and  subsequent  medical 
and  surgical  care  of  all  industrially 
induced  disability. 

b.  Health  conservation  of  employees 
through    physical    supervision   and 
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health  education. 

c.  Close  correlation  with  family  physi- 
cians, dentists  and  other  community 
health  agencies  for  early  and 
proper  management  of  nonoccupa- 
tional sickness  and  injury. 

d.  Good  records  of  all  causes  of  ab- 
sence from  work  as  a  guide  to  the 
establishment  of  preventive  meas- 
ures. 

The  Council  on  Industrial  Health  of  the 
American  Medical  Association  is  actively 
engaged  in  furthering  the  work  of  commit- 
tees on  industrial  health  in  the  state  and 
county  medical  societies.  It  has  been  recom- 
mended that  a  county  industrial  health  com- 
mittee contain  representation  from  indus- 
trial practice,  private  practice,  and  the  local 
health  unit,  since  these  are  the  essential 
medical  groups  needed  to  supply  the  service. 
Obviously,  the  committee  should  understand 
the  components  of  adequate  service  and  be 
prepared  to  adjust  them  to  existing  medical 
and  public  facilities  and  methods  of  com- 
munity practice. 

The  committees,  with  local  variations, 
should  proceed  as  follows: 

1.  The  committee  in  the  county  society 
should  request  instruction  from  the 
committee  on  industrial  health  in  the 
state  medical  association  and  from  the 
state  division  of  industrial  hygiene. 
Preferably,  a  preliminary  conference 
should  be  held  with  representatives  of 
these  two  agencies  to  establish : 

a.  The  lines  of  relationship  and  re- 
sponsibility already  existing  be- 
tween government,  industry,  labor, 
and  the  medical  and  dental  profes- 
sions. 

b.  The  principal  industrial  health 
problems  of  the  community  as  a 
basis  for  remedial  action. 

c.  The  proper  organization  and  em- 
ployment of  local  medical  and 
health  facilities. 

d.  Supplementary  services  which  can 
be  called  on  from  sources  outside 
the  community  itself. 

The  needs  of  small  industry  should  be 
particularly  stressed. 

2.  The  names  of  all  physicians  now  serv- 
ing or  willing  to  serve  in  industry 
should  be  determined.  These  physicians 
should  be  invited  to  attend  a  meeting  at 
which  the  results  of  the  preliminary 


conference  just  described  can  be  re- 
ported and  general  details  of  the  pro- 
gram presented  for  discussion  and 
adoption. 

3.  Conferences  should  be  held  with  other 
essential  professional  groups,  particu- 
larly industrial  or  public  health  nurses, 
industrial  hygiene  engineers,  and  dent- 
ists, in  order  that  dependable  arrange- 
ments for  services  provided  by  these 
groups  may  be  made. 

4.  The  county  medical  society  committee 
should  then  request  a  conference  with 
the  executives  or  a  representative  com- 
mittee of  the  local  manufacturers'  as- 
sociation, chamber  of  commerce,  or 
both,  to  describe  the  program  and  to 
determine  how  the  medical  profession 
and  the  local  health  department  can 
accelerate  and  improve  production 
through  appropriate  health  activity. 
Specifically,  the  following  items  should 
be  discussed. 

a.  The  essentials  of  industrial  health 
service  as  outlined. 

b.  The   health   and   economic   benefits 
of  such  a  service. 

c.  Methods  of  supplying  this  service. 

d.  Probable  cost. 

5.  Active  cooperation  should  be  secured 
from  local  labor  organizations.  Health 
education  should  emphasize  particular- 
ly non-occupational  factors  which  are 
of  importance  to  the  health  of  workers, 
oral  health,  nutrition,  housing,  proper 
use  of  leisure  time,  recreation,  and 
other  related  activities.  The  committee 
representative  of  local  labor  organiza- 
tions should  be  requested  to  assume  a 
considerable  share  of  responsibility  for 
the  health  educational  aspects  of  the 
program,  and  he  should  meet  from  time 
to  time  with  the  committee  on  indus- 
trial health  of  the  medical  society  for 
the  purpose  of  receiving  guidance  and 
advice. 

6.  The  next  procedure  should  be  an  open 
meeting  conducted  jointly  by  the 
county  medical  society  and  the  local 
manufacturers'  association  or  chamber 
of  commerce,  to  which  employers,  phy- 
sicians, dentists,  representatives  of  la- 
bor, other  professional  agencies,  and, 
in  fact,  the  community  at  large  can  be 
invited.  This  meeting  will  provide 
means    for    promoting    the    program 
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throughout  local  industry. 
7.  Following  preliminary  organization, 
the  activities  of  the  county  medical  so- 
ciety's committee  on  industrial  health 
will  fall  mainly  under  four  major  head- 
ings : 

a.  Investigation  of  local  causes  of  lost 
time  in  industry  as  a  basis  for  nec- 
essary remedial  service. 

b.  Coordination  of  community  indus- 
trial health  facilities. 

c.  Frequent  education  of  the  public 
about  the  benefits  of  an  industrial 
health  program. 

d.  Continuous  education  of  the  medi- 
cal profession  as  a  means  of  elevat- 
ing standards  of  industrial  health 
service. 

In  all  other  ways  the  committee  should 
exercise  that  degree  of  initiative  and 
leadership  which  will  properly  repre- 
sent medicine's  responsibilities  and  op- 
portunities in  this  important  field. 


CORRESPONDENCE 


Ciba    Illustrations    of    Anatomy    and    I'athology 

Soon  to  be  issued  in  book  form  are  the  Ciba 
illustrations  of  anatomy  and  pathology  which  were 
prepared  by  Fiank  H.  Netter,  M.D.  These  full  color 
drawings  have  been  distributed  to  physicians  for 
the  last  several  years-  in  portfolio  form  by  Ciba 
Pharmaceutical  Products,  Inc.,  Summit.  N.  .J. 

These  anatomical  charts  have  been  widely  ac- 
claimed in  the  medical  profession.  In  many  medical 
schools  they  are  used  as  teaching  aids  and  physicians 
have  found  them  valuable  in  olfice  instruction  of 
patients. 

While  portfolios  of  new  drawings  will  be  issued 
from  time  to  time,  this  new  book  will  bring  together 
those  that  were  distributed  up  to  January   1,  1948. 

The  book  will  measure  OVi:  x  121.0  inches  and  con- 
tain 224  pages,  showing  191  of  these  anatomical 
charts  printed  in  full  color.  It  will  be  sold  by  Cilia 
at  a  price  to  cover  only  the  actual  printing  and  bind- 
ing costs. 

The  subjects  covered  in  the  book  will  be  as  fol- 
lows : 

Xiniilnr 
Fiill-Col:ir 
Sidiject  Platfs 

The  Lungs  and  Chest  86 

Injuries  to  the  Chest  12 

The  Esophagus 12 

The   Stomach   19 

The   Duodenum   12 

The  Small  Intestine  20 

The  Colon 20 

Injuries  of  the  Abdomen  10 

The  Testicle 14 

The   Prostate   5 

The   Male   Breast   2 

The   Female   Breast  _. 18 

The  Heart  and  Aorta  11 

The  illustrations  will  be  printed  on  80-pound  gloss 
enamel  paper  and  the  book  will  be  bound  in  Ijoards 
w-ith  blue  buckram  covering  and  the  title  stamped 
in  genuine  gold  on  the  front  and  spine. 


HEALTH   EDUCATORS 

December  6,  1948 
To  the  Editor: 

The  Rural  Health  Committee  of  the  North 
Carolina  State  Medical  Society  is  deeply  con- 
cerned over  an  editorial  in  the  October 
Journal  of  the  State  Medical  Society  en- 
titled "The  Nation's  Health,"  a  section  of 
which  delivers  a  bitter,  and  entirely  unjusti- 
fied attack  on  health  educators  and  on  the 
head  of  the  Department  of  Health  Education 
of  the  University  of  North  Carolina.  This 
committee,  in  cooperation  with  the  North 
Carolina  Good  Health  Association,  has  just 
employed  a  health  educator,  a  student  of  Dr. 
Lucy  Morgan,  a  graduate  of  the  School  of 
Public  Health  of  the  University  of  North 
Carolina  to  assist  in  the  development  of 
county  health  councils  in  the  rural  areas  of 
North  Carolina. 

This  project  has  been  developed  in  accord- 
ance Vv'ith  the  program  and  policies  of  the 
American  Medical  Association  and  the  State 
Medical  Society  for  the  purpose  of  promot- 
ing community  interest,  support,  and  partic- 
ipation in  efi'orts  to  meet  the  health  and 
medical  needs  of  our  state. 

Our  investigation  of  this  individual,  and 
the  association  which  we  had  with  those  in 
the  field  of  health  education  in  developing 
this  local  health  council  project,  have  con- 
vinced us  not  only  that  any  fear  that  health 
educators  in  North  Carolina  are  "evangelists 
for  nationalization"  of  medicine  are  utterly 
baseless,  but  rather  that  this  group  of  fifty- 
odd  enthusiastic,  highly  trained  workers, 
who  are  and  have  been  for  the  past  five  years 
promoting  health  through  community  organ- 
ization at  the  grass  roots,  constitute  an  in- 
valuable resource  which  the  medical  profes- 
sion should  make  more  use  of  in  our  efforts 
to  develop  the  informed,  intelligent  interest 
and  support  among  the  public  generally 
which  is  essential  if  the  medical  and  health 
problems  we  face  today  are  to  be  solved  by 
methods  consistent  with  our  democratic  prin- 
ciples and  our  American  system  of  private 
practice  rather  than  by  compulsory  health 
insurance  or  some  type  of  federal  medicine. 
Such  statements  as  made  and  quoted  in 
the  editorial,  condemning  directly  and  by 
innuendo,  the  baselessness  of  which  can  be 
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easily  determined  by  just  a  little  investiga- 
tion of  the  facts,  cannot  help  but  strengthen 
the  conviction  held  by  many  intelligent  lay- 
men who  want  no  part  of  socialized  medi- 
cine, but  who  are  deeply  disturbed  by  the 
tardiness  of  our  profession  in  assuming  dy- 
namic constructive  leadership  in  solving 
problems  of  health  and  medical  care,  that  we 
are  dominated  by  an  overweening  prejudice, 
rather  than  by  an  understanding  of,  or  con- 
cern for  the  broad  public  interest. 

We  believe  that  the  medical  profession  in 
North  Carolina  has  amply  demonstrated  its 
understanding  of,  and  concern  for  the  broad 
public  interest,  and  that  we  are  giving  intelli- 
gent, constructive  leadership  in  the  solution 
of  the  medical  and  health  problems  of  our 
state.  It  is  therefore  doubly  unfortunate  that 
the  official  publication  of  our  Society  should 
publish  a  statement  so  obviously  unfair  and 
misleading,  and  so  out  of  harmony  with  the 
demonstrated  spirit  of  the  Society. 

We  feel  that  there  should  be  a  correction 
of  this  statement,  and  an  apology  to  Dr.  Lucy 
Morgan — the  Department  of  Health  Educa- 
tion—The School  of  Public  Health  of  the 
University  of  North  Carolina,  and  the  fifty- 
odd  health  educators  now  employed  in  North 
Carolina. 

W.  R.  Berryhill 
Millard  D.  Hill 
Fred  C.  Hubbard,  Chairman 
Rural  Health  Committee  of  the 
Medical  Society  of  the  State 
of  North  Carolina 


MORE   ABOUT   VITAL   STATISTICS 

Rutherfordton,  N.  C. 
December  1,  1948 
To  the  Editor : 

I  have  read  with  interest  Dr.  Norton's  let- 
ter in  the  December  issue  of  our  North 
Carolina  Medical  Journal  regarding  death 
certificates.  During  the  past  year  I  have 
heard  a  number  of  reports  from  various 
parts  of  Rutherford  County  that  births  and 
deaths  are  not  now  being  reported.  I  did  not 
know,  however,  that  this  condition  existed 
in  other  counties  of  the  state. 

Here  in  Rutherford  County  we  have  four- 
teen townships,  and  all  of  our  doctors  are 
located  in  three  townships  which  are  ad- 
joining. Also,  we  do  not  have  good  telephone 
service  outside  the  towns;  in  fact,  most  of 


our  rural  communities  are  not  reached  by 
telephones.  Under  the  old  system  of  having 
a  local  registrar  in  each  township,  registra- 
tion was  quite  satisfactory.  At  least,  I 
thought  this  was  so  during  the  four  and  a 
half  years  I  served  as  health  officer  during 
the  last  war.  The  health  department  of  the 
district  kept  in  touch  with  these  local  regis- 
trars and  extended  encouragement  and  in- 
struction. This,  with  the  fees  they  received, 
made  them  alert  in  reporting  vital  statistics. 
Since  the  new  system,  described  in  para- 
graph six  of  Dr.  Norton's  letter,  has  been 
introduced  into  the  county,  complaints  are 
being  heard  that  in  out-of-the-way  and 
mountainous  places  babies  are  being  born 
and  young  children  as  well  as  older  persons 
have  died  and  been  buried  without  reports 
being  made  or  permits  secured.  Among  the 
poor  and  ignorant,  especially  where  an 
undertaker  is  not  employed,  it  is  too  much 
trouble  or  too  difficult  and,  perhaps,  expen- 
sive to  travel  over  bad  roads  to  a  telephone 
to  report  to  the  health  department  which  is 
miles  away.  And  all  this,  when  it  is  carried 
out,  causes  delay  and  handicaps  the  making 
of  funeral  arrangements.  Consequently,  our 
births  and  deaths  are  not  being  adequately 
reported. 

In  1914,  when  the  Vital  Statistics  Bureau 
was  established  in  North  Carolina,  I  was 
connected  with  the  State  Board  of  Health. 
At  that  time  there  was  discussion  as  to 
whether  it  would  be  better  to  have  a  local 
registrar  in  each  township  or  one  in  each 
county.  I  remember  that  the  representative 
of  the  United  States  Public  Health  Service, 
who  acted  as  adviser,  stated  that  the  object 
of  the  law  was  to  secure  reports,  and  that 
this  could  be  effected  only  by  having  local 
registrars  who  could  keep  in  touch  with  hap- 
penings in  their  respective  townships  and 
get  the  reports. 

In  my  opinion,  here  in  Rutherford  vital 
statistics  registration  would  be  markedly 
improved  by  reverting  to  the  former  system 
of  having  a  local  registrar  in  each  township. 
And  I  have  no  doubt  but  that  there  are  a 
number  of  counties,  especially  in  the  western 
part  of  the  state,  with  conditions  similar  to 
those  existing  in  Rutherford.  To  transfer 
vital  statistics  registration  in  such  counties 
from  local  to  a  central  registrar  will  cause 
a  further  decline  in  the  correctness  of  our 
vital  statistics.  On  the  other  hand,  with  in- 
struction and  encouragement  from  the  State 
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Board  of  Health,  I  believe  the  local  regis- 
trars can  and  will  do  the  work  efficiently. 
Yours  sincerely, 
B.  E.  Washburn,  M.D. 


BULLETIN  BOARD 


Watts  Hospital  Symposium 

The   Sixth   Annual   Medical   and   Surgical   Sympo- 
sium of  Watts  Hospital  will  be  held  Wednesday  and 
Thursday,    February    16    and    17,    in    Durham.    The 
headquarters  for  the  Symposium  will  be  at  the  Wash- 
ington Duke  Hotel,  where  the  various  luncheons  and 
dinners   will    be   served,    with   the    exception    of   the 
annual  barbecue  dinner,  which  will  be  held  at  Josh 
Turnage's  Place,  Wednesday  evening,  February  16, 
on  the   Blorreene   Dairy   Road.   The   entire   scientific 
program,   printed    below,   will    be    conducted    in   the 
Carolina    Theater,    which    is    approximately    half    a 
block  from  the  Washington  Duke  Hotel. 
Wednesday,  February  16 
9:30     a.m.— Introductory  Remarks— Mr.  S.  B.  For- 
bus.  Director  of  Watts  Hospital,  and  Mr.  George 
Watts  Hill,  Chairman  of  the  Board  of  Trustees 
of  Watts  Hospital. 

10  a.m. — "The  National  Heart  Institute  and  the  Na- 
tional Advisory  Council" — Paul  D.  White,  M.D., 
Executive  Director,  National  Advisory  Heart 
Council  and  Chief  Adviser,  National  Heart  In- 
stitute, Massachusetts  General  Hospital,  Boston. 

11  a.m. — Clinico-Pathological  Conference  —  Carl  V. 
Weller,  M.D.,  Professor  of  Pathology,  University 
of  Michigan,  Pathologist,  University  of  Michigan 
Hospital,  Ann  Arbor;  and  Sibley  Hoobler,  M.D., 
Associate  Professor  of  Internal  Medicine,  Uni- 
versity of  Michigan,  Ann  Arbor. 

2  p.m. — "The    Management    of    the    More    Difficult 

Cases  of  Diabetes  Complicating  Pregnancy" — 
Priscilla  White,  M.D.,  Physician,  New  England 
Deaconess  Hospital,  Boston. 

3  p.m. — "Modern    Trends    in    Diabetes"  —  Henry    T. 

Ricketis,  M.D.,  Associate  Professor  of  Medicine, 
University  of  Chicago. 

4  p.m. — "The   Spleen   and  Hypersplenism" — William 

Dameshek,   M.D.,   Tufts   College   Medical   School, 

and    Hematologist,    Pratt    Diagnostic    Hospital, 

Boston. 
8  p.m. — Panel  Discussion  on  Cardiovascular  Disease 

—Paul  D.  White,  M.D.,  Chairman. 

"Rheumatic  Heart  Disease" — William  B.  Porter, 
M.D.,  Professor  of  Medicine,  Medical  College  of 
Virginia,  Richmond. 

"Hypertensive  Heart  Disease" — Edward  S.  Or- 
gain,  M.D.,  Associate  Professor  of  Medicine, 
Duke  University,  Durham. 

"Cardiac  Failure" — Edwin  Wood,  Jr.,  RI.D.,  Pro- 
fessor of  the  Practice  of  Medicine,  University 
of  Virginia,  Charlottesville. 

"Surgery  of  Congenital  Heart  Disease" — Robert 
E.  Gross,  M.D.,  Ladd  Professor  of  Children's 
Surgery,  Harvard  Medical  School,  Surgeon-in- 
Chief,  Children  and  Infants  Hospital,  Boston. 

"Pathological  Findings  in  Cardiac  Enlargement" 
— E.  T.  Bell,  M.D.,  Professor  of  Pathology, 
University  of  Minnesota,  Mimieapolis. 

"Coronary  Heart  Disease" — Paul  D.  White,  M.D. 
Thursday,  February  17 

10  a.m. — "The  Experimental  Approach  to  the  Treat- 
ment of  Convulsive  Disorders" — Houston  Merritt, 


M.D.,  Professor  of  Neurology,  Columbia  Uni- 
versity, New  York. 
11  a.m.  —  Clinico-Pathological  Conference  —  E.  T. 
Bell,  M.D.,  Professor  of  Pathology,  University  of 
Minnesota,  Minneapolis;  Henry  T.  Ricketts,  M.D., 
Associate  Professor  of  Medicine,  University  of 
Chicago;  Chester  M.  Jones,  M.D.,  Physician,  Mas- 
sachusetts General  Hospital,  Boston;  and  Hugh 
R.  Butt,  M.D.,  Associate  Professor  of  Medicine 
at  Mayo  Foundation,  University  of  Minnesota, 
Mayo  Clinic,  Rochester. 

2  p.m. — "The    Implications   of   Vascular   Disease    in 

Pregnancy" — R.  A.  Bartholomew,  M.D.,  Clinical 
Professor  of  Obstetrics,  Emory  LTniversity  School 
of  Medicine,  Atlanta. 

3  p.m. — "Evaluation    of    Current    Tests    for    Liver 

Function" — Hugh  R.  Butt,  M.D.,  Associate  Pro- 
fessor of  Medicine  at  Mayo  Foundation,  Univers- 
ity of  Minnesota,  Mayo  Clinic,  Rochester. 

4  jj.m. — "The    Diagnosis    of    Rheumatoid    Arthritis" 

— Charles  Short,  M.D.,  Associate  Physician, 
Massachusetts  General   Hospital,  Boston. 

8:30  p.m.  —  "Nutritional  Disturbances  Associated 
with  Anastomotic  Surgery  of  the  Gastro-Intesti- 
nal  Tract"— Chester  M.  Jones,  M.D.,  Physician, 
Massachusetts  General  Hospital,   Boston. 

9:30  p.m. — "Treatment  of  Coarctation  of  the  Aorta" 
—Robert  E.  Gross,  M.D.,  Ladd  Professor  of  Chil- 
dren's Surgery,  Harvard  Medical  School,  Sur- 
geon-in-Chief,  Children  and  Infants  Hospital, 
Boston. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Eben  Alexander,  Jr.,  has  been  appointed  in- 
stiuetor  of  surgery  in  charge  of  neurologic  surgery 
at  the  Bowman  Gray  School  of  Medicine,  and  chief 
neurosurgeon  of  the  North  Carolina  Baptist  Hos- 
pital. He  succeeds  Dr.  Everett  0.  Jeffreys,  who  re- 
cently resigned  from  the  staff.  Dr.  Alexander  is  a 
graduate  of  the  Harvard  Medical  School,  served  with 
the  army  for  four  years  as  neurosurgeon  in  this 
country  and  in  the  Pacific,  was  clinical  assistant  in 
neurosurgery  at  Toronto  General  Hospital  for  a 
year,  and  was  with  the  brain  tumor  registry  of  the 
Yale  Medical  School  prior  to  coming  to  Winston- 
Salem. 

Dr.  Richard  A.  Groat,  associate  professor  of  anat- 
omy and  director  of  the  department  of  anatomy,  has 
been  notified  of  a  grant  of  $4,770  from  the  National 
Foundation  for  Infantile  Paralysis  in  support  of  re- 
search in  poliomyelitis.  The  grant  is  for  one  year, 
effective  January  1,  1949,  and  is  for  continuation  of 
work  which  has  been  supported  by  the  Foundation 
on  a  previous  grant  since  July,  1947. 

Dr.  Roscoe  L.  Wall,  professor  of  anesthesiology, 
has  been  named  a  director  of  the  American  Society 
of  Anesthesiologists. 

Dr.  Robert  L.  McMillan,  associate  professor  of 
clinical  medicine,  was  elected  president  of  the  Win- 
ston-Salem chapter  of  the  American  Heart  Associa- 
tion in  an  organization  meeting  of  the  chapter  held 
recently.  Dr.  John  P.  Davis  was  named  vice  presi- 
dent, and  Drs.  S.  F.  Pfohl,  Bennette  B.  Pool,  and 
Fred  Pegg  were  named  as  professional  members  of 
the  board.  Other  officers  and  board  members  to  be 
named  later  are  laymen. 
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News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

A  postgraduate  medical  course   sponsored  by  the 
University    School   of    Medicine    and    the    Extension 
Division  has  been  arranged  at  Goldsboro  beginning- 
February  16,  with  the  Wayne   County  Medical   So- 
ciety as  co-sponsor.  The  program  is  as  follows: 
February  16:    Recent  Developments  in  the  Diagnosis 
and   Treatment  of   Cardiovascular  Disease — Dr. 
William  D.  Stroud,  Philadelphia. 
February  23:    4  p.m.    Newer  Developments  in  Clini- 
cal Hematology 
8  p.m.    Hypersplenism  and  Splenectomy 

— Dr.   Thomas   Fitz-Hugh,   Jr.,   University   of 
Pennsylvania    School    of     Medicine,     Phila- 
delphia 
March  2:  4  p.m.    Benign  Lesions  of  the  Breast 
8  p.m.    Treatment  of  Gallbladder  Disease 

— Dr.  Nathan  A.  Womack,  State  University  of 
Iowa  School  of  Medicine,  Iowa  City 
March  9:  4  p.m.    Developments  in  Pediatric  Therapy 
8  p.m.    Meningitis — Encephalitis  and  Poliomye- 
litis 
— Dr.  Charles  F.  McKhann,  Western  Reserve 
University  School  of  Medicine,  Cleveland 
March  16:  4  p.m.   Hemorrhage  in  Obstetrics 

8   p.m.    Causes   and   Management  of   Prolonged 
Labor 
— Dr.  William  F.  Mengert,  Southwestern  Med- 
ical College,  Dallas 
March  23:    Use  of  Antihistamine  Drugs  in  Medicine 
— Dr.  E.  A.  Brown,  Boston 
*     *     * 

A  postgraduate  medical  course  sponsored  by  the 
University  School  of  Medicine  and  the  Extension 
Division  has  been  arranged  at  Wilmington  begin- 
ning February  24,  with  the  New  Hanover  County 
Medical  Society  as  co-sponsor.  The  program  is  as 
follows: 
February  24:  4  p.m.   Clinic 

8  p.m.   Some  Modern  Developments  in  the  Treat- 
ment of  Diabetes 
— Dr.  Henry  J.  John,  Cleveland 
March  3:  4  p.m.    Hemorrhage  in  Pregnancy 
8  p.m.    Toxemias  of  Pregnancy 

— Dr.  Duncan  E.   Reid,  Harvard   Medical 
School,  Boston 
March  10:4  p.m.   Developments  m  Pediatric  Therapy 
8  p.m.    Meningitis — Encephalitis  and  Poliomye- 
litis 
— Dr.  Charles  F.  McKhann,  Western  Reserve 
University  School  of  Medicine.  Cleveland 
March  17:  4  p.m.)    Two  lectures — Psychosomatic 
8  p.m.)         Medicine 
— Dr.  Kenneth  E.  Appel,  University  of  Penn- 
sylvania School  of  Medicine,  Philadelphia 
March  24:  4  p.m.    Clinic 

8   p.m.     Diagnosis   and    Management   of   Malig- 
nancy of  the  Large  Bowel 
—Dr.   Richard   B.   Cattell,   The   Lahey   Clinic, 
Boston 
March    31:    4    p.m.     Clinic:    Cytological    Studies    in 
Early  Diagnosis  of  Cancer 
8  p.m.    Functional  Bleeding  in  the  Female 
— Dr.  Andrew  A.  Marchetti,  Georgetown!  Uni- 
versity School  of  Medicine,  Washington. 

^:  *         * 

Dr.  K.  M.  Brinkhous,  professor  of  pathology,  de- 
livered a  paper  on  "The  Platelets  and  Blood  Preser- 
vation" at  the  National  Conference  on  Blood  Preser- 
vation, held  at  Harvard  Medical  School  in  Boston, 
January  6  to  8. 


The  Department  of  Physiology  has  received  from 
the  U.  S.  Public  Health  Service  a  grant  of  $2,000 
for  a  blood  coagulation  research  project. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Announcement   of  Fellowships 

On  July  1,  1949,  there  will  be  available  several 
tv.'o-year  fellowships  in  the  Medical  Department, 
Duke  University  School  of  Medicine.  The  stipends 
will  be  $2400  the  first  year,  and  $3000  the  second 
year.  The  work,  which  will  be  under  the  direct  super- 
vision of  a  senior  staff  man,  will  include  the  follow- 
ing: 

1.  Special  training  in  the  subspecialty  chosen 

2.  Clinical  and  consultation  practice  with  ambu- 
latory and  hospitalized  patients,  both  public 
and  private 

3.  Teaching  of  third  and  fourth  year  medical 
students  on  the  wards  and  in  the  clinics 

4.  Clinical  and  laboratory  research 

Only  those  who  have  completed  three  years  of 
trainin.g  in  internal  medicine,  or  a  satisfactory  equiv- 
alent, will  be  eligible  for  these  positions,  which  have 
been  designed  to  prepare  the  candidate  for  the  prac- 
tice of  internal  medicine.  The  following  places  will 
be  available: 

1.  Hematology  and  allergy 

2.  Pulmonary  diseases 

3.  Gastroenterology 

4.  Hypertensive  cardiovascular  and  renal  diseases 

5.  Metabolic  diseases 

6.  Cardiology 

7.  General  internal  medicine  and  therapeutics 
Anvone  interested  should  write  to  Dr.  Eugene  A. 

Stead,  Jr.,  professor  of  medicine,   Duke  University 
School  of  Medicine,  Durham,  North  Carolina. 

Announcement   of   a   Course   in   Medical   Mycology 

A  month's  course  in  medical  mycology,  under  the 
<Iirection  of  Dr.  Norman  F.  Conant,  is  to  be  offered 
at  Duke  University  School  of  Medicine  and  Duke 
Hospital,  Durham,  North  Carolina,  during  July,  1949. 
The  course  will  be  offered  every  day  in  the  week, 
except  Sunday,  and  has  been  designed  to  insure  a 
working  knowledge  of  the  human  pathogenic  fungi 
within  the  time  allotted. 

Emphasis  will  be  placed  on  the  practical  aspects 
of  the  laboratory  as  an  aid  in  helping  establish  a 
diagnosis  of  fungus  infection.  Insofar  as  possible  and 
as  patients  become  available,  methods  of  collecting 
materials  in  the  clinic  for  study  and  culture  will  be 
stressed.  Work  with  patients  clinical  material,  cul- 
tures and  laboratory  animals  will  serve  as  a  basis 
for  this  course.  Also,  an  opportunity  to  study  patho- 
logic material,  gross  and  microscopic,  will  be  given 
those  whose  previous  training  would  allow  the'm  to 
obtain  the  greatest  benefit  from  a  study  of  such 
material. 

The  number  of  applicants  for  the  course  will  be 
limited  and  the  applications  will  be  considered  in  the 
order  in  which  they  are  received.  An  attempt  will  be 
made,  however,  to  select  students  on  the  basis  of 
their  pi-evious  training  and  their  stated  need  for  this 
type  of  work. 

A  fee  of  $50.00  will  be  charged  for  this  course, 
upon  the  completion  of  which  a  suitable  certificate 
will  be  awarded.  Please  direct  inquiries  to  Dr.  Nor- 
man F.  Conant,  Duke  University  School  of  Medicine, 
Durham,  North  Carolina. 

Harold  C.  Mickey,  superintendent  of  Duke  Hos- 
pital, has  tendered  his  resignation  effective  January 
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15,  Dr.  W.  C.  Davison,  dean  of  the  Duke  University 
School  of  Medicine,  announced  recently.  The  Duke 
administrator  will  join  the  firm  of  James  A.  Hamil- 
ton &  Associates,  hospital  consultants,  as  Eastern 
representative  with  offices  in  New  York  City.  A 
successor  has  not  yet  been  named. 

Elon  H.  Clark,  head  of  the  department  of  medical 
art  and  illustration  at  Duke  Hospital,  has  been 
granted  a  six  months'  leave  of  absence  to  join  the 
staff  of  the  Veterans  Administration  in  Washington, 
D.  C.  He  will  become  head  of  the  medical  art  and 
photographic  section  of  the  Veterans  Administration. 

Mr.  Clark  has  iieen  at  Duke  Hospital  for  fifteen 
years,  and  has  played  a  major  part  in  the  develop- 
ment of  the  medical  illustration  department. 

Dr.  Ned  M.  Shutkin,  National  Foundation  for  In- 
fantile Paralysis  Fellow  in  orthopaedics  at  the  Duke 
University  School  of  Medicine,  has  been  appointed 
full-time  instructor  in  orthopaedic  surgery  at  Yale 
University. 

On  November  12  Mr.  Oscar  R.  Ewing  addressed 
the  student  body  on  "National  Health  Insurance," 
and  on  November  13  Dr.  George  Carrington  spoke 
before  the  same  group  on  "Problems  of  Socialized 
Medicine." 

Dr.  W.  F.  H.  M.  Momartz  of  the  American  Uni- 
versity in  Beirut  is  working  with  Dr.  Hans  Neurath 
as  a  research  associate  in  the  general  field  of  pro- 
tein chemistry. 

Dr.  E.  Charles  Kunkle  came  to  Duke  on  August 
1,  1948,  as  assistant  professor  of  medicine  in  charge 
of  the  Division  of  Neurology.  Dr.  Kunkle  was  at  the 
New  York  Hospital  before  coming  to  Duke. 

Dr.  John  A.  Segerson  returned  to  Duke  on  April 
1.5,  1948,  as  instructor  in  medicine  to  work  in  the 
division  of  Neurology.  Dr.  Segerson  was  at  Brooke 
General  Hospital,  Fort  Sam  Houston,  Texas,  while 
in  the  service. 

Dr.  Talmage  Peele,  in  addition  to  his  regular 
duties  in  the  Department  of  Anatomy,  is  teaching 
clinical  neurology  as  an  associate  in  the  Department 
of  Medicine. 

Dr.  Tihaner  Oskay  of  Oslo,  Sweden,  is  joining  the 
virologoy  group  as  a  biochemist.  Mr.  Edward  Eckert, 
formerly  of  the  Massachusetts  Institute  of  Tech- 
nology, has  also  recently  joined  the  same  group  as 
an  associate  in  research. 


Dr.  Frank  Marion  Melton  came  to  Duke  on  June 
1,  1948,  as  associate  in  dermatology  and  syphilology. 
Dr.  Melton  was  at  the  University  of  Peinisvlvania 
Hospital  before  coming  to  Duke. 

Dr.  William  John  Dann,  professor  of  nutrition, 
died  at  his  home  on  December  5,  1948. 

Dr.  Dann  was  born  in  Bath.  England,  November 
9,  1904.  He  received  his  B.S.  degree  from  the  Uni- 
versity of  Sheffield  in  1925.  and  the  Ph.D.  degree 
from  Cambridge  University  in  1932,  where  he 
worked  under  the  direction  of  Sir  Frederick  Hopkins. 

Dr.  Dann  had  been  at  Duke  University  since  1935. 
He  became  a  nationally  recognized  authority  in  the 
field  of  nutrition  and  the  study  of  vitamins.  He  was 
a  Biet  Memorial  Fellow  at  Cambridge  University 
between  1933  and  1937,  and  was  awarded  the  Doctor 
of  Science  degree  in  1943  bv  the  Universitv  of  Shef- 
field. 


For  many  years  Dr.  Dann  served  as  an  editor  of 
the  Journal  of  Nutrition  and  Nutrition  Keviews,  and 

as  a  member  of  the  Institute  of  Nutrition.  He  was 
co-author  of  the  book  "The  Determinations  of  the 
Vitamins."  At  Duke  University  he  did  outstanding- 
work  and  research  on  pellagra  and  other  deficiency 
diseases,  and  the  use  of  nicotinic  acid  in  combating 
them.  His  death  was  a  great  loss  to  the  University 
and  to  science. 


News  Notes  from  the  State  Board  of 
Health 

The  question  of  the  treatment  of  drinking  water 
with  sodium  fluoride  to  prevent  dental  caries  was 
discussed  at  the  December  meeting  of  the  State 
Board  of  Health,  held  in  the  office  of  Dr.  J.  W.  R. 
Norton,  secretary  and  State  Health  Officer.  While 
the  Board  was  not  disposed  to  give  approval  without 
leservation,  a  resolution  was  passed  requesting  that 
municipalities  contemplating  the  treatment  of  drink- 
ing water  with  fluoride  furnish  a  qualified  technician 
to  supervise  this  procedure,  and  that  such  municipal- 
ities first  secure  approval  of  the  State  Board  of 
Health;  that  chemical  analyses  of  both  raw  and 
treated  water  be  made  daily,  by  a  laboratory  tech- 
nician approved  by  the  Board;  and  that  the  fluorine 
content  not  exceed  1.5  parts  ner  million,  as  estab- 
lished in  the  United  States  Public  Health  Service 
drinking  water  standards.  It  was  also  the  sense  of 
the  Board  that  daily  findings  be  submitted  monthly, 
with  regular  plant  purification  reports.  As  a  further 
means  of  precaution,  it  was  suggested  that,  before 
entering  into  any  program  for  the  treatment  of 
water  with  sodium  fluoride,  municipalities  secure  the 
apnroval  of  local  medical  and  dental  societies. 

Practically  all  of  the  dentists  in  private  practice 
in  North  Carolina  are  now  applying  a  2  per  cent 
solution  of  sodium  fluoride  topically  to  the  teeth  of 
their  child  patients,  according  to  Dr.  Ernest  A. 
Branch,  Director  of  the  Division  of  Oral  Hygiene  of 
the  North  Carolina  State  Board  of  Health.  The 
State  Laboratory  of  Hygiene  is  preparing  this  solu- 
tion and  it  is  being  distributed  to  the  dentists  of  the 
state  by  the  Board  of  Health.  Dr.  Branch  stated  that, 
from  the  evidence  now  available,  the  topical  appli- 
cation of  a  2  per  cent  solution  of  sodium  fluoride 
to  the  teeth  of  children  offers  promise  in  the  pre- 
vention of  dental  caries. 

Consideration  also  was  given  to  the  question  of 
better  sanitation,  heating,  and  lighting  in  the  public 
schools.  Dr.  Norton  informed  the  Board  that  he  and 
Dr.  Clyde  A.  Erwin,  State  Superintendent  of  Public 
Instruction,  already  had  gone  into  this  matter  and 
hoped  to  work  out  some  plan  whereby  the  improve- 
ments contemplated  could  be  effected. 

The  death  rate  from  tuberculosis  of  the  lungs  in 
North  Carolina,  in  1923,  was  90.4  per  100,000  popu- 
lation. Ten  years  later,  it  had  dropped  to  59.1  per 
100,000  population,  and  by  1943  it  had  reached  a 
low  of  34.1.  In  1947,  the  last  year  for  which  com- 
plete flgures  are  available,  the  death  rate  from  pul- 
monary tuberculosis  in  North  Carolina  had  declined 
to  26.2  per  100,000  people.  This  reflected  a  drop  of 
7.2  Doints  in  just  four  years. 

Still  greater  reductions  in  the  tuberculosis  death 
rate  are  anticipated  as  the  state's  case-finding  pro- 
gram, which  began  in  earnest  in  1944,  is  still  further 
expanded.  In  due  time,  the  State  Board  of  Health 
hopes  to  have  a  chest  x-ray  of  every  person  in  North 
Carolina  15  years  of  age  and  older.  Already,  more 
than  600,000  such  pictures  have  been  taken. 
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A  statement  from  Dr.  J.  W.  R.  Norton,  State 
Health  Officer,  concerning  diabetes  is  quoted  in  part 
below: 

"From  1923  through  1927,  diabetes  was  respon- 
sible for  9, .588  deaths  in  North  Carolina,  alone,  to 
say  nothing  of  the  additional  thousands  who  died  in 
other  states.  As  a  matter  of  fact,  diabetes  has  killed 
an  average  of  nearly  350  people  in  our  state  during 
these  years,  and  I  might  add  that  last  year's  total 
was  the  highest  for  any  single  year  during  the  past 
quarter  of  a  century.  To  be  exact,  578  North  Caro- 
linians died  of  diabetes  during  1947." 

"Public  Health  is  dedicated  to  the  principles  of 
preventive  medicine.  While  there  may  not  be,  at  this 
time,  any  definite  means  available  for  the  prevention 
of  diabetes,  I  should  like  to  emphasize  the  fact  that 
it  is  controllable,  and  that  diabetics  need  not  give  up 
hope — that,  upon  the  advice  of  their  private  physi- 
cians, they  may  invariably  prolong  their  lives.  The 
question  is  one  of  education,  that  is,  of  informing 
the  people,  especially  diabetics,  of  just  what  medical 
science  can  do  in  a  matter  like  this. 

"We  have  made  great  strides  in  saving  human 
life,  through  the  application  of  preventive  measures, 
but  there  is  a  group  of  diseases  remaining  to  be 
attacked  and  controlled,  among  which   is  diabetes." 


Seaboard  Medical  Association 

The  Seaboard  Medical  Association  of  Virginia  and 
North  Carolina  held  its  tiftv-third  annual  meeting  at 
Elizabeth  City,  December  7-9,  1948.  North  Carolina 
physicians  taking  part  in  the  program  were  Drs. 
W.  H.  C.  White"  and  Zack  D.  Owens  of  Elizabeth 
City,  Dr.  Ernest  W.  Furgurson  of  Plymouth,  and 
Dr.  .J.  Street  Brewer  of  Roseboro.  Dr.  Zack  D.  Owens 
of  Elizabeth  City  is  president  of  the  Association; 
othei'  officers  and  committee  members  from  North 
Carolina  include  Dr.  .John  A.  Pavne  of  Sunbury,  Dr. 
T.  W.  Blanchard  of  Hobbsville,  Dr.  T.  L.  Lee  of  Kins- 
ton,  Dr.  M.  A.  Pittman  of  Wilson,  Dr.  G.  G.  Dixon, 
of  Ayden,  Dr.  Ernest  W.  Furgurson  of  Plymouth, 
Dr.  Donald  B.  Koonce  of  Wilmington,  Dr.  Paul  F. 
Whitaker  of  Kinston,  Dr.  John  Gotten  Tayloe  of 
Washington,  and  Dr.  L.  Everett  Sawver  of  Elizalieth 
City. 


SOUTHEASTERN  ALLERGY  ASSOCIATION 

Dr.  Susan  Dees  of  Durham  was  toastmistress  at 
the  annual  banquet  held  during  the  meeting  of  the 
Southeastern  Allergy  Association  in  Durham  on  Jan- 
uary 22.  Drs.  Robert  J.  Reeves  and  Oscar  Hansen- 
Pruss  of  Durham  and  Dr.  Andrew  D.  Taylor  of  Char- 
lotte appeared  on  the  scientific  program. 


Journals  Wanted 

The  editorial  office  of  the  NORTH  CARO- 
LINA MEDICAL  JOURNAL  is  in  need  of 
additional  copies  of  the  following  issues  of  the 
JOURNAL:  April  and  November.  1947.  and 
April,  1948.  Thirty  cents  will  be  paid  for  each 
copy  of  any  of  these  issues  which  is  received 
in  good  condition  at  the  editorial  office,  300 
South  Hawthorne  Road.  Winsfon-Salem  7,  N.  C. 


Carteret  County  Medical  Society 
Meeting 

A  dinner  meeting  of  the  Carteret  County  Medical 
Society  was  held  at  the  Morehead  City  hospital  on 
December  15,  with  the  hospital  acting  as  host.  This 
was  a  public  health  meeting,  the  chief  speaker  being 
Dr.  J.  W.  R.  Norton,  State  Health  Officer.  Dr.  Nor- 
ton, among  other  things,  said  that  he  expected  to 
ask  the  coming  General  Assembly  for  a  large  in- 
crease in  its  appropriation  for  public  health  work, 
this  increase  to  be  used  chiefly  in  expanding  local 
health  services. 

Other  guests  at  the  meeting  were  Dr.  J.  F.  Robert- 
son, president  of  the  North  Carolina  Medical  Society, 
Senators  D.  L.  Ward  and  J.  D.  Larkins  of  this  dis- 
trict, and  the  members  of  the  Carteret  County  Board 
of  Health.  Dr.  Robertson  discussed  the  efforts  of  the 
Medical  Society  in  working  out  a  plan  to  meet  the 
medical  and  hospital  needs  of  the  low  income  group. 
Senators  Ward  and  Larkins  briefly  discussed  Dr. 
Norton's  program,  expressing  a  sympathetic  atti- 
tude. 

The  local  society  was  much  pleased  with  the  out- 
come of  the  meeting,  feeling  that  they  had  made 
no  mistake  is  bringing  the  State  Health  Officer,  the 
local  board  of  health,  and  members  of  the  General 
Assembly  into  a  meeting  of  the  local  medical  society. 

The  whole  meeting  had  the  atmosphere  of  a  round- 
table  discussion  of  common  problems,  and  we  be- 
lieve that  if  all  the  medical  societies  in  this  state 
would,  from  time  to  time,  have  similar  meetings, 
they  would  do  much  to  bring  about  a  better  under- 
standing between  public  health  and  private  practice 
and,  more  important  still,  a  better  understanding 
between  the  medical  profession  and  the  public.  The 
"iron  curtain"  needs  to  be  lifted. 

Dr.  J.  W.  Morris,  president  of  the  society,  pre- 
sided. Dr.  F.  E.  Hyde  is  secretary. 

Reported  by  Dr.  N.  Thomas  Ennett. 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  John  A.  Lineberry,  health  officer  in  Tarboro, 
has  been  elected  to  membership  in  the  Edgecombe- 
Nash  Counties  Medical  Society. 

The  Society  was  entertained  by  the  Auxiliary  at 
an  open  house  held  at  the  home  of  Dr.  and  Mrs.  J.  A. 
Whitaker  of  Rocky  Mount  on  December  11. 


Forsyth  County  Medical  Society 

A  dinner  meeting  of  the  Forsyth  County  Medical 
Society  was  held  in  Winston-Salem  on  December 
14.  The  program  consisted  of  a  symposium  by  local 
doctors. 

Officers  elected  for  1949  were  Dr.  George  T.  Har- 
rell,  president;  Dr.  Carlton  N.  Adams,  first  vice 
president;  Dr.  E.  C.  Gilbert,  second  vice  president; 
and  Dr.  Charles  R.  Welfare,  secretary-treasure;r. 


Halifax  County  Medical  Society 

The  county  health  department  program  was  dis- 
cussed by  Dr.  Robert  F.  Y'oung,  County  Health 
Officer,  at  a  dinner  meeting  of  the  Halifax  County 
Medical  Society,  held  in  Roanoke  Rapids  on  Decem- 
ber 10. 
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Iredell-Alexander  Counties  Medical 
Society 

Dr.  James  F.  Donnelly  of  Winston-Salem  ad- 
dressed the  Iredell-Alexander  Counties  Medical  So- 
ciety at  a  meeting  held  in  Statesville  on  December 
14.  His  subject  was  "The  Diagnosis  and  Treatment 
of  Pelvic  Cancer." 

Officers  elected  for  1949  were  Dr.  Leo  B.  Skeen 
of  Mooresville,  president;  Dr.  Paul  M.  Deaton  of 
Statesville,  vice  president;  and  Dr.  Ernest  Ward  of 
Statesville,  secretary-treasurer.  Dr.  Roy  Tatum  of 
Taylorsville  was  elected  as  delegate  to  the  State 
Society,  with  Drs.  J.  S.  Holbrook  and  Ernest  Ward 
as  alternate  delegates.  Drs.  T.  V.  Goode,  III,  and 
Lionel  B.  Shaffer  of  Statesville  and  Dr.  Carl  L. 
Gamba  of  Taylorsville  were  elected  to  membership 
in  the  society. 


National  Conference  on  Rural  Health 

The  fourth  annual  meeting  of  the  National  Con- 
ference on  Rural  Health  will  be  held  at  the  Palmer 
House,  Chicago,  Friday  and  Saturday,  Febi'uary 
4  and  5,  1949.  Environmental  sanitation  and  those 
environmental  factors  that  influence  the  health  of 
the  American  farmer  will  be  the  general  topics  of 
the  conference.  Dr.  W.  L.  Pressly  of  Due  West,  South 
Carolina,  the  general  practitioner  of  the  year,  will 
be  introduced  at  the  luncheon  meeting  to  be  held  at 
1  p.m.  on  February  5. 


Union  County  Medical  Society 

The  Union  County  Medical  Society  observed  its 
annual  ladies'  night  with  a  banquet  at  the  Hotel 
Monroe  on  December  13.  The  Honorable  J.  Ray 
Shute,  mayor  of  Monroe,  was  the  speaker  for  the 
occasion. 

At  a  business  session  preceding  the  banquet,  the 
following  officers  were  elected  for  1949:  president. 
Dr.  George  G.  Oleen;  first  vice  president.  Dr.  J.  H. 
Neese;  second  vice  president.  Dr.  C.  T.  Peonies; 
secretary  and  treasurer,  Dr.  Clem  Ham.  Dr.  W.  F. 
Whitt  was  elected  delegate  to  the  State  Medical  So- 
ciety, with  Dr.  E.  J.  Williams  as  alternate. 


Warren  County  Medical  Society 

Officers  of  the  Warren  County  Medical  Society, 
elected  at  a  meeting  held  in  Warrenton  on  December 
14,  are  as  follows:  President,  Dr.  F.  P.  Hunter;  vice 
nresident.  Dr.  W.  D.  Rodgers;  secretary-treasurer. 
Dr.  H.  H.  Foster.  Dr.  G.  H.  Macon  was  named  as  th-^ 
delegate  to  the  State  Medical  Society,  and  Dr.  C.  H. 
Peete  was  elected  alternate.  Dr.  Peete  was  al"^-^ 
recommended  to  be  county  physician  for  a  period  of 
two  years,  and  Dr.  W.  D.  Rodgers  was  recommended 
as  a" member  of  the  County  Board  of  Health. 


News  Notes 


Dr.  J.  Taylor  Brooks  and  Dr.  Jean  Bailey  Brooks 
have  announced  the  opening  of  offices  in  Greensboro. 
Dr.  Taylor  Brooks  will  limit  his  practice  to  internal 
medicine,  and  Dr.  Jean  Brooks's  practice  is  limited 
to  obstetrics  and  gynecology. 

*  *     ^= 

Dr.    Roswald    B.    Daly    has    recently    entered    the 

general  practice  of  medicine  in  Kinston. 

*  *     * 

Dr.  Leslie  M.  Morris  has  joined  the  staff  of  the 
Gastonia  Hospital  as  radiologist,  and  has  opened 
offices  in  Gastonia  for  the  practice  of  radiology. 

*  *     * 

Drs.  0.  L.  Miller.  William  M.  Roberts,  Harry 
Winkler  and  Julian  E.  Jacobs,  of  the  Miller  Ortho- 
paedic Clinic  in  Charlotte,  have  announced  the  asso- 
ciation of  Dr.  Ira  H.  Rapp  and  the  affiliation  of  Dr. 
John  A.  Powers  in  the  practice  of  orthopedic  sur- 
g'ery. 

^:         *         * 

Dr.  E.  D.  Peasley  of  Asheville  has  been  elected 
president  of  the  North  Carolina  Pathological  Society 
and  chairman  of  the  Section  on  Pathology  of  the 
Medical  Society  of  the  State  of  North  Carolina. 


National  Conference  on  Medical  Service 

The  National  Conference  on  Medical  Service  will 
be  held  at  the  Palmer  House  in  Chicago  on  Sunday, 
February  6.  All  physicians  are  invited. 
The  preliminary  program  is  as  follows: 
9:30  a.m.— Address  of  the  President— E.  F.  Sladek, 

M.D.,  Traverse  City,  Michigan 
9:45  a.m. — Legalized  Medical  Research 

Medical    Problems— Chris    J.    D.    Zara- 
fonetis,  M.D.,  University  of  Michigan 
Legal      Problems  —  George      Wakerliii. 
M.D.,  University  of  Illinois 
10:2.5  a.m. — Title   to   be   announced — James   R.    Mc- 
Vay,     M.D.,     Kansas     Citv,     Missouri; 
Chairman,  Council  on  Medical  Service. 
A.M.A. 
10:50  a.m. — Progress   of  the   World   Health   Organi- 
zation— Frank  Caldprone.  M.D..  Director. 
American  Office.  World  Health  Organ- 
ization 

11:05  a.m. — Progress  of  the  World  Medical  Associa- 
tion— Creighton  Barker,  M.D..  Exec- 
utive Secretary.  Connecticut  State 
Medical  Association 

11:20  a.m. — Medical  Program  of  the  United  Mine 
Workers  of  America  Welfare  and  Re- 
tirement Fund  —  Warren  F.  Draper, 
M.D.,  Executive  Medical  Director 

11:40  a.m. — Discussion  Period 

12:15  p.m. — Subscrintion  Luncheon 
1:00  p.m. — The   A.M.A.  puts  on  its  Fighting  Togs 

— Sneaker  to  be  announced 
2:00  p.m. — What's  Hannening  in  Washington  This 
Week — James  D.  Boyle,  United  Public 
Health  League 
2:40  p.m. — Panel  Discussion  on  Postgraduate  Edu- 
cation  of  the  Doctor 

(a)  Resnonsibilitv  of  Medical  School^  in 
Continued  Posteraduate  Education 
of  the  Doctor — George  N.  Aagaard. 
Director  of  Postgraduate  Medical 
Education  Program,  University  of 
Minnesota 

(b)  Function  of  the  State  Medical  So- 
ietv  in  Postgraduate  Work — C.  W. 
Smith,  M.D.,  Harrisburg,  Pennsyl- 
vania 

(c)  Suivev    Findings    on    Snecialization 

in    Colorado  —  Harold    I.    Goldman, 
M.D.,  Denver.  Colorado 
3:40  p.m. — Discussion  Period 
4:00  p.m. — Can     Corporations     Such     as    Hospitals 

Leeallv    Engage    in    the    Practice    of 

Medicine?— Wilbur   Bailey,   M.D.,  Los 

Angeles,  California 
4:30  p.m. — Report   of   Committees   and   Election   of 

Officers 
5:00  p.m. — Adjournment. 
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American  Heart  Association 

Dr.  Rustin  Mcintosh,  director  of  the  Pediatric 
Service  of  the  Presbyterian  Hospital  in  New  Yorlv, 
has  been  elected  1949  chairman  of  the  American 
Council  on  Riieumatic  Fever  of  the  American  Heart 
As-jociation.  Dr.  Mcintosh  also  is  Carpentier  Pro- 
fessor of  Pediatrics  at  the  College  of  Physicians  and 
Surgeons,  Columbia  University.  Mr.  Lawrence  Linck 
of  Chicago  was  elected  vice  chairman. 

The  American  Council  on  Rheumatic  Fever  was 
created  in  1944  to  correlate  the  interests  of  various 
voluntary  health  organizations  concerned  with  rheu- 
matic fever  and  rheumatic  heart  disease  and  to  co- 
ordinate these  efforts  with  similar  activities  in  the 
government  iield. 


Institute  of  Life  Insurance 

The  year  1948  may  prove  an  important  one  in  the 
history  of  medical  science's  long  and  arduous  inves- 
tigation of  heart  disease,  according  to  a  year-end 
summary  issued  by  the  Life  Insurance  Medical  Re- 
search Fund.  Financial  support  for  heart  disease  re- 
search leached  a  new  high  during  the  year,  and  as 
1949  begins,  more  trained  scientists  are  at  work  in 
the  field  and  more  lesearch  is  in  progress  than  prob- 
ably ever  before. 

Although  heart  disease  kills  more  men  and  women 
than  any  other  disease,  scientists  had  little  financial 
support  for  their  research  in  the  field  until  three 
years  ago.  In  1945,  the  life  insurance  companies  of 
the  United  States  and  Canada  recognized  the  lack  oi 
research  and  set  up  the  first  private  agency  devoted 
entirely  to  research  in  the  heart  field.  Each  year 
since  then  the  life  insurance  companies  have  con- 
tributed approximately  $600,000  to  hospitals,  uni- 
versities and  individual  students.  The  total  so  far 
amounts  to  $1,900,000. 

During  1948,  the  funds  supplied  by  the  life  in- 
surance companies  began  to  be  supplemented  by 
funds  from  two  other  sources,  the  American  Heart 
Association,  supported  by  public  contributions,  and 
the  U.  S.  Public  Health  Service,  supported  by 
government  funds  authorized  by  the  new  National 
Heart  Act.  When  the  programs  of  the  Association 
and  the  Health  Service  are  in  full  swing,  the  total 
money  available  annually  from  these  two  sources 
and  from  the  Life  Insurance  Medical  Research  Fund 
will  exceed  two  million  dollars,  not  counting  addi- 
tional millions  to  be  spent  in  education,  treatment, 
and  other  non-research  activities. 

Heart  disease  research  during  1949,  experts  think, 
will  continue  to  center  around  the  three  most  serious 
heart  diseases  or  heart  "conditions"  —  rheumatic 
fever,  arteriosclerosis  or  hardening  of  the  arteries, 
and  hypertension,  or  high  blood  pressure.  Study  will 
also  be  continued  on  how  the  body's  heart  and  artery 
cells  work  and  how  the  blood  flows  through  the 
body  as  a  whole  and  through  various  organs. 

Research  was  continued  during  1948  on  the  effect 
of  the  "rice  diet"  in  the  treatment  of  high  blood 
pressure,  particularly  at  Duke  University.  Opinion 
still  differs  as  to  the  value  of  this  treatment,  but 
the  results  are  such  as  to  require  further  study. 

The  nature  of  heart  disease,  the  Life  Insurance 
Medical  Fund  declares,  discourages  any  hope  of 
some  new  and  startling  cure  or  method  of  preven- 
tion in  the  next  few  years.  But  medical  knowledge 
about  the  disease  and  about  how  the  entire  cardio- 
vascular system  functions,  the  Fund  says,  is  in- 
creasing at  a  dramatic  rate. 


Postgraduate  Course  in  Diseases  of 
THE  Chest 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  and  the 
Laennec  Society  of  Philadelphia  announce  a  Post- 
graduate Course  in  Diseases  of  the  Chest  to  be  held 
at  the  Warwick  Hotel,  Philadelphia,  Pennsylvania, 
February  28  through  March  .5,  1949.  This  course  will 
emphasize  the  recent  developments  in  all  aspects  of 
diagnosis  and  treatment  of  diseases  of  the  chest. 

The  course  is  open  to  all  physicians,  although  the 
number  of  registrants  will  be  limited.  Applications 
will  be  accepted  in  the  order  in  which  they  are 
received.  The  tuition  fee  is  $50.00. 

Application  may  be  made  through  the  Executive 
Oifices  of  the  American  College  of  Chest  Physicians, 
500  North  Dearborn  Street,  Chicago  10.  Illinois. 


American  Board  of  Obstetrics  and 
Gynecology,  Inc. 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Friday,  February  4,  1949. 

Arrangements  will  be  made  so  far  as  is  possible 
for  candidates  to  take  the  Part  I  examination  (writ- 
ten paper  and  submission  of  case  records)  at  places 
convenient  to  them.  Candidates  who  successfully 
complete  the  Part  I  examination  proceed  automatic- 
ally to  the  Part  II  examination,  to  be  held  :\Iay  8 
to  14  inclusive,  1949,  at  the  Hotel  Shoreland,  Chi- 
cago, Illinois.  Notice  of  the  exact  time  and  place  of 
the  Part  I  and  Part  II  examinations  will  be  sent  all 
candidates  well  in  advance  of  the  examination  date. 
Closing  date  for  reapplications  for  admission  to  the 
Part  II  examinations  will  be  April  1,  1949. 

New  Bulletins  are  now  available  for  distribution 
upon  application  and  give  details  of  all  changes  in 
Board  requirements  and  regulations  made  at  the 
annual  meeting  of  the  Board  held  in  Washington, 
D.  C.,  May  16  to  May  22,  1948.  These  relate  both  to 
candidates  and  to  hospitals  conducting  residency 
services  for  training. 

Application  forms  and  Bulletins  are  sent  upon 
request  made  to  American  Board  of  Obstetrics  and 
Gynecology,  Inc.,  1015  Highland  Building,  Pittsburgh 
6,  Pennsylvania. 


American  Pharmaceutical  Manufac- 
turers' Association 

A  "healthy  and  virile  pharmaceutical  industry  in 
the  United  States"  is  "constantly  reducing  costs  of 
medication  to  the  public,"  according  to  Dr.  Theodore 
G.  Klumpp,  president  of  the  American  Pharmaceu- 
tical  Manufacturers'   Association. 

"We  have  demonstrated,"  he  said,  "that  this  in- 
dustry can  stand  on  its  own  feet  and  produce  not 
only  our  nation's  requirements  but  the  world's  re- 
quirements of  important  drugs  without  govern- 
mental help  or  subsidy." 

Finally,  Dr.  Klumpp  reviewed  the  current  appli- 
cation of  "socialized  medicine"  in  Great  Britain.  "We 
have  a  grave  responsibility  to  our  public,"  he  con- 
cluded, "to  do  everything  we  can  to  resist  the  graft- 
ing of  the  same  socialistic  or  communistic  phil- 
osophy, if  you  will,  into  the  sturdy  trunk  of  our 
American  democracy." 

(BULLETIN    BOARD    CONTIXUED    ON    TAGE    -IS) 
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AUXILIARY 


NEW  YEAR  GREETINGS  FROM  THE 
PRESIDENT 

Greetings  and  best  New  Year  wishes  to  all 
members  of  the  Auxiliary  to  the  Medical 
Society  of  the  State  of  North  Carolina,  es- 
pecially to  our  new  members  in  the  auxili- 
aries that  have  recently  organized.  These 
auxiliaries  are  Burke,  Halifax,  Rowan- 
Uavie,  and  Carteret. 

We  all  want  this  New  Year  to  be  a  good 
one  for  our  Auxiliary.  Remembering  that 
a  chain  is  no  stronger  than  its  weakest  link, 
let  each  member  resolve  to  do  her  part  to 
make  ours  a  strong  chain.  Send  in  reports 
on  time,  fully  and  accurately  made  out.  Keep 
yourselves  informed  on  all  medical  legisla- 
tion and  do  your  part  to  help  with  the  enact- 
ment of  such  laws  as  are  approved  by  the 
State  Medical  Society.  I  am  calling  on  each 
Auxiliary  member  to  feel  her  responsibility 
in  these  matters  and  to  make  this  1949  a 
successful  year. 

I  leave  this  thought  with  you :  Take  a  seed 
and  hold  it  in  your  hand.  Within  itself  it  is 
useless  and  worthless,  but  plant  it  on  the 
fertile  soil  to  be  nurtured  while  the  sun 
shines  and  the  rains  fall,  and  it  will  blossom 
forth  and  bear  fruit.    So  be  it  with  men. 

Mrs.  Raymond  Thompson 
Charlotte 


BOOK  REVIEWS 


The  Clinical  Manageineut  of  ^'al■icose  Veins. 

Bv  David  Woolfolk  Barrow,  M.D.;  with  a 
foreword  by  Arthur  W.  Allen,  M.D.  155 
pages.  Price,  $5.00.  New  York:  Paul  B. 
Hoeber,  Inc.,  1948. 

This  monograph  manages  to  cover  concisely  both 
the  recent  and  the  time  tested  methods  for  the 
treatment  of  varicose  veins  and  their  complications. 
The  pathogenesis  of  varicose  veins,  as  well  as  the 
physiologic  changes  which  produce  the  complica- 
tions, is  described.  The  various  methods  of  sup- 
portive therapy,  injection,  and  operative  treatment 
are  included  in  adequate  detail.  Note  is  made  of  the 
contraindications  to  certain  types  of  treatment,  and 
the  role  of  lumbar  sympathectomy  is  placed  in  its 
proper  category.  Vein  ligation  for  deep  chronic  ven- 
ous insufficiency  is  commented  upon  in  a  brief  com- 
munication from  Linton.  Excellent  illustrations  are 
provided. 

The  book  can  be  highly  recommended  to  those 
who  treat  varicose  veins. 


An    Introduction    to    Gastroenterology.     By 

Walter  C.  Alvarez,  M.D.,  Professor  of  Medi- 
cine,   University   of    Minnesota,    The    Mayo 
Foundation,   and    Senior   Consultant   in   the 
Division  of  Medicine,  the  Mayo  Clinic.   Ed. 
4.  'J03  pages.  Price,  $12.50.  New  York:  Paul 
B.  Hoeber,  Inc.,  1948. 
The  fourth   edition   of  Dr.   Alvarez's   well   known 
work   contains    125   more   pages   than   did   the   third 
edition.    The    number    of    illustrations    has    been    in- 
creased  from   186   to   269.    Much   new   material   has 
been  added,  particularly  to  the  chapters  dealing  with 
the  innervation  of  the  digestive  apparatus  and  the 
effects  of  vagotomy.  The   most  important   omission, 
in  this  reviewer's  opinion,  is  a  discussion  of  the  pan- 
creas, which  is  as  important  an  adjunct  to  the  gas- 
trointestinal tract  as  is  the  gallbladder. 

This  edition  reflects,  as  did  its  pre<lecessors,  the 
author's  ability  to  evaluate  and  correlate  clinical  and 
laboratory  observations,  and  to  read  and  assimilate 
the  vast  literature  on  the  subject  of  gastroenterol- 
ogy. It  further  reflects  his  ability  to  write  clearly 
and  informally,  and  to  describe  vividly  physiologic 
processes.  The  book  can  be  recommended  unreserv- 
edly as  being  what  its  name  implies — an  introduc- 
tion to  gastroenterology,  and  an  introduction  by  a 
man  who  is  a  master  of  his  chosen  field. 


Virus     Diseases     of     Man.      By     C.    E.    van 

Rooyen,     M.D.,     D.Sc.     (Edin.j,     M.  R.  C.  P. 
(Lond.),    Research    Member    and    Professor 
of  Virus  Infections,  University  of  Toronto; 
and  A.  .J.   Rhodes,   M.D.,   F.r'.C.P.    (Edin.), 
Research  Associate  and  Associate  Professor 
in  Virus  Infections,   LTniversity  of  Toronto. 
Ed.  2.  1202  pages.  Price,  $22.50.  New  York: 
Thomas  Nelson  &  Sons,  1948. 
This    publication    is    the    outstanding    and    most 
comprehensive  work  in  the  field  of  virus  infections. 
It  concerns  a  group  of  diseases  occupying  a  major 
position   in   the  ecology   of   human   beings   and   ani- 
mals. The  authors'  purpose  is  to  provide  a  volume 
of    reference    for    the    laboratory    worker    and    the 
clinician  interested   in  this  field,  as  well  as  for  the 
teacher  and  student. 

The  first  section  of  the  book  consists  of  thirteen 
chapters  concerning  techniques  used  in  the  study  of 
human  virus  diseases.  The  remainder  of  the  text  is 
devoted  to  specific  infections,  grouped  as  follows: 
diseases  of  the  skin  and  mucous  membranes;  infec- 
tive fevers  of  virus  origin  (contagious  diseases); 
arthropod-spread  and  "other"  tropical  infections 
(including  Colorado  tick  fever,  which  can  hardly 
be  said  to  be  "tropical");  the  common  cold  and  in- 
fluenza; virus  infections  of  the  eye;  the  pneumonitis- 
psittacosis-LGI  group;  rabies  and  pseudorabies;  the 
poliomyelitis  group;  virus  meningitis;  diseases  char- 
acterized chiefly  by  encephalitis,  encephalomyelitis, 
or  myelitis;  and  infective  hepatitis  and  serum  jaun- 
dice. 

Clinical  descriptions  are  confined  to  the  features 
of  the  disease  in  man.  The  subject  of  each  chapter 
has  been  given  what  amounts  to  a  monographic 
treatment,  and  numerous  references  are  found  at 
the  end  of  each  consideration  of  a  given  subject. 
Thus  we  note  twenty-six  pages  of  references  on 
variola  and  vaccinia,  nineteen  pages  on  rabies, 
twenty-five  pages  on  poliomyelitis,  and  sixteen  on 
influenza,  to  mention  only  four  examples.  This  ex- 
cellent documentation  is  evidence  of  the  painstaking 
work  necessary  to  produce  such  a  critical  and  de- 
pendable treatise. 

Since  the  appearance  of  the  first  edition  (1940), 
ten  chapters  have  been  rewritten  and  expanded  and 
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several  new  ones  have  been  added.  Thus  the  book  is 
very  much  up  to  date.  It  is  perhaps  unfortunate 
that  there  are  very  few  illustrations,  but  the  re- 
viewer believes  that  this  feature  will  not  worry 
many  serious  readers. 

In"  short,  we  have  been  handed  on  a  silver  platter 
the  latest  and  most  dependable  information  avail- 
able concerning  a  gioup  of  infectious  diseases  whose 
importance  needs  no  emphasis.  It  seems  to  the  re- 
viewer that  the  authors  have  achieved  their  purpose 
admirably,  and  they  are  to  be  congratulated  on  a 
superb  product.  This  book  is  recommended  without 
reservation  to  undergraduate  and  graduate  students, 
to  teachers  and  investigators,  to  practicing  physi- 
cians, and  to  other  workers  in  biological  sciences,  as 
the  most  authoritative,  useful  and  pleasing  reference 
work  on  the  subject. 


Jn  il^mnnam 


The  Healthy  Hunzas.  By  J.  1.  Rodale.  26.3 
pages.  Price,  $2.75.  Emmaus,  Pennsylvania: 
Rodale  Press,  1948. 
The  author,  who  is  also  the  editor  of  Organic 
Gardening  Magazine,  writes  of  "the  healthy  Hunzas," 
although  he  admittedly  has  "never  set  foot  in  Hunza" 
and  has  derived  his  information  "from  the  works  of 
other  authors  not  all  of  whom  visited  this  unusual 
land."  He  refers  to  this  compilation  as  "expert 
scientitic  opinion."  The  obvious  factors  of  isolation, 
selective  breeding,  intermarriage  and  heredity,  and 
the  natural  frugality  and  temper  of  the  race  are  not 
even  considered.  The  author  uses  the  unusual  health, 
vigor,  and  longevity  of  the  Hunzas — a  race  of  people 
who  occupy  a  legion  on  the  northwestern  border  of 
India  where  Afghanistan,  China,  and  Russia  con- 
verge— to  support  his  organic  doctrine,  which  in  es- 
sence states  that  a  rich  fertile  earth  depends  on  re- 
turning to  it  all  animal  and  vegetable  material.  He 
states  that  the  absence  of  organic  farming  and  the 
use  of  chemical  fertilizers  and  sprays  disturb  the 
balance  of  microbiologic  life  in  the  soil,  producing 
plant  diseases  as  well  as  a  large  part  of  our  human 
ailments. 

As  an  ai'gument  against  water  contamination  and 
for  soil  conservation  and  the  importance  of  good 
soil  to  food  and  health,  the  book  is  interesting  and 
provocative.  Unfortunately,  most  readers  will  find 
it  difficult  to  believe  that  cancer,  diabetes,  appendi- 
citis, and  the  coordination  required  to  become  an 
expert  ballet  dancer  are  entirely  inherent  in  the 
foods  we  eat.  A  series  of  testimonial  letters  which 
the  author  includes  do  not  add  to  the  scientific  value 
of  the  book. 


Schering   Tax  Guide  to   Physicians 

The  "Schering  Physicians'  Income  Tax  Guide,"  a 
93  page  compilation  of  essential  information  on  the 
proper  completioTi  of  federal  income  tax  estimates 
and  returns,  is  being  distributed  to  the  medical  pro- 
fession upon  request  by  Schering  Corporation  of 
Bloomfield,  New  .Jersey.  Every  possible  situatioii  is 
covered  clearly  and  concisely,  from  general  tax  re- 
turn procedure  to  such  problems  as  bad  debts  or  the 
deductibility  of  reading  matter  for  the  physician's 
waiting  room. 

Prepared  especiallv  for  physicians  by  tax  experts, 
Hugh  J.  Campbell  and  James  B.  Liberman  of  New 
York,  the  "Schering  Physicians'  Income  Tax  Guide" 
includes  charts  of  sample  tax  returns,  completely 
filled  in,  and  accompanied  by  lists  of  permissible 
deductions.  The  books  have  been  prepared  for  com- 
plimentary distribution  by  the  Medical  Service  De- 
partment of  Schering  Corporation,  world's  largest 
manufacturer   of   sex  hormones. 


ANDREW  E.  BELL,  M.D. 

Dr.  Andrew  E.  Bell  was  born  in  Rowan  County 
on  November  18,  18(37.  He  graduated  from  Erskine 
College  at  Due  West.  South  Carolina,  in  the  class  of 
1887,  and  taught  school  in  North  Carolina  and  Vir- 
ginia. Later  he  attended  medical  school  at  the  Uni- 
versity of  Maryland,  finishing  in  1897.  He  began 
practice  in  Coddle  Community  of  Iredell  County, 
and  in  1899  moved  to  Mooresville,  where  he  practiced 
medicine  until  the  time  of  his  death. 

He  was  an  elder  in  the  First  Presbyterian  Church 
of  Mooresville,  a  member  of  the  Board  of  Directors 
and  former  vice  president  of  the  First  National  Bank 
of  Mooresville,  and  a  former  chairman  of  the 
Mooresville  School  Board.  He  was  a  practicing  phy- 
sician for  fifty  years,  and  at  one  time  or  another 
was  identified  with  the  many  phases  of  the  growth 
of  Mooresville  from  a  crossroads  to  a  town  of  8,000 
people.  He  died  at  his  home  in  Mooresville  on  No- 
vember 24,  1948,  just  six  days  after  his  eighty-first 
birthdav. 


ROSS  SIMONTON  McELWEE,  M.D. 

Dr.  Ross  Simonton  McElwee  was  born  in  States- 
ville  in  1879.  He  attended  Statesville  Academy  under 
the  instruction  of  the  w-ell  known  Professor  J.  H. 
Hill,  the  Pharmacy  College  of  the  University  of 
Maryland,  and  the  Medical  School  of  the  University 
of  Maryland,  graduating  in  1909.  For  thirty  years  he 
served  as  Iredell  County  physician  and  health  officer. 

He  w-as  a  member  of  the  Iredell-Alexander  Coun- 
ties Medical  Society,  from  which  he  was  for  many 
years  elected  as  delegate  to  the  annual  convention 
of  the  North  Cai'olina  Medical  Society;  he  was  a 
member  of  the  House  of  Delegates  of  the  American 
Medical  Association  from  1941  to  1945.  He  was  one 
of  the  organizers  of  the  Statesville  Chair  Company, 
and  at  the  time  of  his  death  was  a  director  and 
president;  he  was  organizer  and  president  of  the 
Statesville  Industrial  Bank,  and  one  of  the  organ- 
izers and  a  director  of  the  Ross  Furniture  Company. 
He  was  a  member  of  the  Radiological  Society  of 
North  America  and  a  deacon  in  the  First  Presby- 
terian Church  of  Statesville.  He  died  on  September 
8,  1948,  from  carcinoma  of  the  face. 


HERMAN  L.  PRICE,  M.D. 

Dr.  Herman  L.  Price  was  born  in  Monroe  on  No- 
vember 22,  1889,  educated  in  the  schools  of  Union 
County,  and  graduated  from  Charlotte  Medical  Col- 
lege. He  practiced  medicine  in  Luzerne  County, 
Pennsylvania,  in  Robeson  and  Columbus  Counties, 
North  Carolina,  and  at  Taylorsville  for  the  past 
twenty-two  years.  During  the  war  years  he  was  one 
of  the  few  active  practicing  physicians  of  Alexander 
County;  his  great  effort  to  care  for  the  sick  was 
apparently  the  determining  factor  causing  his  break 
in  health. 

He  was  co-operator  of  the  clinic  and  hospital  at 
Taylorsville  for  several  years,  county  physician  of 
Alexander  County,  chairman  of  the  Taylorsville  City 
School  Board,  a  member  of  Lee  Lodge  No.  253  A.F. 
and  A.M.,  and  of  the  Lions  Club,  and  chairman  of 
the  Board  of  Stewards  of  the  Taylorsville  Methodist 
Church.  After  being  in  failing  health  for  a  few 
years,  he  died  at  his  home  in  Taylorsville  on  Sep- 
tember 21,   1948,  of  heart  disease. 
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Postgraduate  Center  for  Psychotherapy, 
Inc. 

The  Postgraduate  Center  for  Psychotherapy,  Inc., 
the  training-  associate  of  the  Institute  for  Research 
in  Psychotherapy,  Inc.,  has  been  granted  a  provi- 
sional charter  from  the  Board  of  Regents  of  the 
New  Y'ork  State  Educational  Department.  It  offers 
intensive  training  for  psychiatrists  in  psychotherapy 
leading  to  certification;  also  individual  courses  for 
general  practitioners  and  non-psychiatric  medical 
specialists  in  psychotherapy  and  psychosomatic  med- 
icine. 

Clinical  psychologists  and  psychiatric  case  work- 
ers are  trained  in  methods  that  are  within  the  scope 
of  their  education  and  skills,  and  which  can  con- 
tribute to  an  integrated  program. 

The  primary  aim  of  the  program  is  to  encourage 
the  development  of  teams  of  psychiatrists,  psychol- 
ogists, and  social  workers  who  can  organize  and 
operate  community  psychiatric  clinics. 

Further  information  on  this  program  may  be  ob- 
tained by  writing  to  Stephen  P.  Jewett,  M.D.,  Dean, 
or  to  Miss  Janice  Hatcher.  Registrar,  Postgraduate 
Center  for  Psychotherapy,  Inc.,  218  East  70th  Street, 
New  York  21,  New  Y'ork. 


American  Nurses'  Association 

Highlights  of  a  nurse's  career  from  the  day  she 
enters  the  hospital  school  to  the  day  she  becomes  a 
registered  professional  nurse  are  dramatized  in  the 
new  RKO-Pathe  short.  Girls  in  White,  now  being 
shown  in  movie  theatres  throughout  the  country. 

The  documentary  short,  part  of  RKO-Pathe's 
series.  This  is  America,  was  made  with  the  coopera- 
tion of  the  American  Nurses'  Association. 


Federal  Security  Agency 

The  Division  of  Mental  Hygiene,  Public  Health 
Service.  Federal  Security  Agency,  announces  the 
publication  of  tlie  fii'st  of  a  series  of  current  reports 
on  Mental  Hygiene  Statistics  to  be  designated  as  the 
MH-S  series.  The  first  report,  issued  on  November 
1,  1948,  is  concerned  with  the  normal  capacity,  the 
percentage  of  overcrowding,  the  full-time  adminis- 
trative staff's,  and  expenditures  for  the  maintenance 
of  State  hospitals  for  mental  disease  in  1946.  The 
statistics  are  available  by  states  and  divisions  of  the 
United  States.  The  purpose  of  this  series  is  to  make 
available  the  results  of  the  annual  survey  of  patients 
in  mental  institutions  prior  to  the  publication  of  a 
consolidated  final  report. 


Veterans  Administration 

A  new  "intensive  treatment"  program,  aimed  at 
rehabilitating  the  more  serious  types  of  mental  pa- 
tients, is  beginning  to  pay  off'  for  the  Veterans  Ad- 
ministration. 

Progress  made  thus  far  indicates  a  potential  dis- 
charge rate  of  nearly  40  per  cent  for  a  class  of 
mental  cases  previously  considered  probably  life- 
long hospital  patients. 


More  than  a  million  and  a  half  veterans  were 
treated  during  the  fiscal  year  1948  under  the  "home 
town"  medical  piogram.  Treatments  averaged  three 
per  veteran,  according  to  a  VA  report  showing  a 
total  of  4,41(5,612  treatments  by  both  VA  staff  doc- 
tors and  private  physicians  during  the  year  ending 
June  30,  1948.  Individuals  treated  numbered  1,626,- 
169.  ,  =  • 


Twenty-First  Anniversary  Year  of 
Harofe  Haivri 

The  Hebrew   Medical  Journal 

With  the  appearance  of  Volume  II,  1948.  The 
Hebrew  Medical  Journal,  edited  by  Moses  Einhorn, 
M.D.,  concludes  its  twenty-first  successful  year  of 
publication. 

In  publishing  the  Journal,  the  editors  aim  to  meet 
the  need  for  a  medical  journal  written  in  Hebrew, 
with  English  summaries,  thus  aiding  greatly  in  the 
advancement  and  development  of  Hebrew  medical 
literature. 

For  further  information,  communicate  with  the 
Editorial  Office  of  The  Hebrew  :Medical  Journal,  983 
Park  Avenue,  New  Y'ork  28,  N.  Y. 


CARE 

Two  CARE  seed  packages  containing  potential 
vast  harvests  of  food  for  humans  and  fodder  for 
livestock  in  Europe  are  announced  by  Executive  Di- 
rector, Paul  Comly  French. 

Thirty-one  selected  varieties  of  vegetable  seeds, 
enough  to  plant  a  garden  tip  to  50  by  150  feet,  are 
contained  in  the  package  designed  for  family  use. 
The  other,  weighing  20  pounds,  holds  enough  hybrid 
field  corn  seed  to  plant  2^2  acres  and  provide  valu- 
able feed  for  fattening  meat  animals  or  maintaining 
a  high  level  of  production  in  dairy  cattle. 

The  new  CARE  packages  are  being  offered  for 
S4  each,  and  orders  are  now  being  received  by  CARE 
at  50  Broad  Street,  New  Y'ork  4,  N.  Y'.,  as  well  as  at 
all  CARE  offices  throughout  the  country,  for  guaran- 
teed delivery  in  eleven  European  countries.  Orders 
should  be  sent  at  the  earliest  possible  date  to  insure 
delivery  in  time  for  the  planting  seasons. 


Winthrop-Stearns    Showing    Schlossberg 
^Medical   Art 

Unusual  photographic  color  transparencies  of 
original  anatomical  studies  by  the  noted  medical 
artist,  Leon  Schlossberg,  of  Johns  Hopkins  Uni- 
versity, Baltimore,  Md.,  have  been  prepared  for  ex- 
hibit before  medical  schools  and  societies  by  W'in- 
throp-Stearns  Inc.,  pharmaceutical  manufacturer, 
of  170  Varick  Street,  New  Y'ork,  and  Rensselaer, 
N.  Y. 

The  eight  studies  included  in  the  collection  are: 
kidney  and  renal  pelvis  and  calices;  head  with  para- 
nasal cavities;  section  through  woman  at  term; 
cardiovascular  failure  and  edema;  normal  heart  with 
valves;  brain,  including  visualization  of  the  thala- 
mus, hypothalamus,  and  medulla  oblongata;  normal 
bone  marrow;   and  pathogenesis  of  hypertension. 

First  showing  of  the  transparencies  was  as  part 
of  the  large  Winthrop-Stearns  exhibit  during  the 
ninety-seventh  annual  sessions  of  the  American  Med- 
ical Association,  Navy  Pier,  Chicago,  111. 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  10 


February,  1949 


Number  2 


PANEL  DISCUSSION  ON  RADIOLOGIC  FINDINGS  IN 
ORGANIC  DISEASES  OF  THE  STOMACH 

PEPTIC  ULCER 

G.  W.  Murphy,  M.D. 

and 

J.  S.  Rarer,  M.D. 

Asheville 


Peptic  ulcer  begins  as  a  superficial  erosion 
of  the  mucosa.  There  is  considerable  con- 
troversy as  to  its  immediate  etiology,  but 
once  a  break  in  the  mucosa  has  occurred,  the 
digestive  action  of  the  gastric  juice  leads  to 
a  penetration  of  the  various  layers  of  the 
wall  of  the  viscus.  Acute  perforation,  or 
erosion  of  blood  vessels  with  gross  hemor- 
rhage may  occur.  This  specific  type  of  ulcer- 
ation is  found  wherever  the  mucosa  is  sub- 
ject to  the  action  of  gastric  juice,  but  is 
most  prevalent  by  far  in  the  stomach  and 
duodenum. 

Roe)>tge)iologic  Fi)idi)tgs 

Since  peptic  ulcer  produces  a  loss  of  tissue 
and  since  there  is  often  an  accompanying 
inflammatory  process,  it  can  be  demonstrated 
by  means  of  the  roentgen  ray. 

The  stomach  and  duodenum  are  hollow 
viscera  which  are  easily  filled  with  contrast 
media.  Air  may  be  used  upon  occasion,  but 
barium  sulfate,  which  is  radio-opaque,  is  the 
comm.on  vehicle.  Any  pathologic  lesion  vis- 
ualized in  the  stomach  and  duodenum  must 
be  seen  as  either  an  increase  or  a  decrease 
in  the  density  of  the  medium.  Since  barium 
is  opaque,  any  such  changes  are  seen  as 
variations  in  the  silhouette.  The  roentgen- 
ologic examination  of  the  stomach  and  duo- 
denum therefore  implies  the  demonstration, 
recognition,  and  interpretation  of  so-called 
positive  and  negative  defects  in  the  "barium 
shadow"  as  seen  on  the  fluoroscopic  screen 
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and  the  x-ray  film. 

Since  peptic  ulcer  is  the  loss  of  tissue,  its 
roentgenologic  diagnosis  demands  the  dem- 
onstration of  the  ulcer  crater.  Physiologic 
changes  such  as  local  spasm  and  hyperperis- 
talsis  may  aid  in  the  diagnosis.  Swelling  of 
the  mucosa,  formation  of  scar  tissue,  and 
deformity  usually  appear  during  the  course 
of  the  disease.  These  are  indirect  evidence 
of  peptic  ulcer,  and  a  tentative  diagnosis  is 
often  justified  by  their  presence.  A  positive 
diagnosis,  however,  can  be  made  only  upon 
visualization  of  the  crater.  In  the  earliest 
stage  of  erosion  the  crater  is  too  shallow  to 
be  seen,  but  as  penetration  occurs  the  cavity 
formed  may  be  filled  with  barium  and  recog- 
nized as  such.  The  percentage  of  peptic 
ulcers  demonstrated  by  roentgenography  in- 
creases rapidly  with  improvements  in  equip- 
ment, and  especially  with  the  skill  and  ex- 
perience of  the  examiner. 

Gastric  ulcers 

Gastric  ulcer  may  occur  anywhere  in  the 
stomach,  but  is  most  common  on  the  vertical 
portion  of  the  lesser  curvature.  It  is  there- 
fore usually  seen  in  profile. 

Small  craters  are,  as  a  rule,  sharp  and 
smooth.  Large  ones  often  have  surrounding 
areas  of  inflammation  which  produce  clear 
zones  or  "meniscus"  signs  and  which  make 
it  impossible  to  diff"erentiate  morphologically 
between  benign  and  malignant  ulcers.  Be- 
nign gastric  ulcers  heal  very  rapidly  under 
treatment,  and  roentgenologic  evidence  of 
healing  is  aff'orded  bv  the  diminution  in  the 
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size  oi"  the  crater. 

Deformity  from  scar  tissue  is  not  so  com- 
mon nor  so  pronounced  in  the  stomach  as  in 
the  duodenum.  When  it  does  occur,  how- 
ever, it  usually  produces  a  sharp  indentation 
of  the  side  opposite  the  crater.  Such  an  in- 
cisura  is  sometimes  so  marked  as  to  cause 
an  hourglass  stomach  with  obstruction. 

Duodenal  iilce)-s 

Duodenal  ulcer  occurs  most  commonly  in 
the  first  portion,  midway  between  the  lesser 
and  the  greater  curvature.  However,  ulcers 
distal  to  the  bulb  are  more  numerous  than  is 
often  supposed,  and  may  all  be  classified  as 
"postbulbar."'  A  recent  article  by  Ball,  Segal, 
and  Golden'"  presents  the  interesting  obser- 
vations that  "post  bulbar"  ulcer  craters  may 
be  seen  best  in  exaggerated  oblique  views, 
and  that  a  consistent  sign  of  their  presence 
is  a  smooth  indentation  of  the  wall  at  the 
level  of  the  crater. 

Deformity  is  rather  constant  in  ulcers  of 
the  pars  superior  or  bulb  of  the  duodenum. 
It  may  be  caused  by  spasm  and  swelling,  but 
is  usually  due  to  contraction  of  scar  tissue. 
These  deformities  vary  widely  in  extent  and 
pattern,  from  the  crater  with  small  radiat- 
ing folds  or  area  of  local  spasm  to  the  typical 
"clover  leaf"  deformity,  or  perhaps  to  the 
tubular  form  which  involves  the  entire  su- 
perior portion  and  reduces  it  to  a  straight- 
ened, rigid  tube. 

As  in  ulcers  of  the  stomach,  the  real  diag- 
nostic sign  of  duodenal  ulcer  is  the  demon- 
stration of  the  crater,  and  the  most  reliable 
roentgenologic  index  as  to  improvement  or 
recurrence  is  the  change  in  size,  the  disap- 
pearance, or  the  reappearance  of  the  crater. 

Discnsi^ioit 

Dr.  Murphy:  And  that,  in  some  seven  hundred 
words,  represents  the  sum  total  of  my  knowledge 
about  duodenal  ulcer. 

My  assignment  was  to  lead  a  discussion  of  peptic 
ulcer,  not  to  talk  about  it  myself.  However,  I  would 
like  to  say  a  word  about  the  use  of  pressure  devices 
in  the  diagnosis  of  peptic  ulcer.  While  I  was  in  the 
army  I  used  one  routinely.  Since  being  out  of  the 
army,  I  have  been  unable  to  buy  a  pressure  device, 
and  am  using  a  homemade  one.  I  am  convinced  that 
they  are  worth  while,  although  there  is  still  con- 
siderable controversy  concerning  their  use.  Sosman 
says  that  many  craters  which  would  otherwise  be 
overlooked  are  demonstrated  by  this  means.  On  the 
other  hand,  Kirklin  thinks  it  very  likely  that  the  use 
of  pressure  devices  leads  to  more  errors  than  it  pre- 
vents. Is  there  anyone  here  who  would  like  to  ex- 
press an  opinion  about  the  use  of  pressure  devices  ? 


1.  Ball.  R.  P.,  Sefral,  A.  T...  anil  (inlik-ii 
Ulcer  of  tlie  DuoiUmuiiii.  Am,  .1.  K" 
(Jau.)    1918. 
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Dr.  Allan  Tuggle  (Charlotte):  How  many  films  do 
you  have  to  have  to  satisfy  yourself  that  an  out- 
pocketing  represents  a  crater  rather  than  barium 
in  a  fold  ? 

Dr.  Murphy:  It  might  take  one,  two,  three,  four, 
or  five.  I  am  a  great  believer  in  looking  again  the 
second  day  and  seeing  if  it  looks  the  way  it  did  rhp 
day  before.  If,  l)y  using  a  pressure  mechanism,  I  can 
demonstrate  a  fieck  of  barium  in  the  duodenum,  and 
can  demonstrate  it  again  the  second  day,  or  even 
an  hour  later,  I  am  pi'etty  sure  that  is  an  ulcer 
crater. 

Dr.  'I'uggle:  I  agree  with  you. 

I  was  glad  to  hear  you  make  the  statement  that 
to  diagnose  an  ulcer  you  must  demonstrate  the 
crater.  Untold  damage  is  done  to  patients  by  false 
diagnoses  of  peptic  ulcer.  As  far  as  I  am  concerned, 
a  crater  must  lie  demonstrated  before  a  man  can  be 
convicted  of  having  an  ulcer.  Little  flecks  of  barium 
remaining  in  folds  have  been  called  craters  that  arc 
not  craters. 

Dr.  Murphy:  It  was  my  idea  to  give  you  three 
points: 

1.  You  have  to  see  a  crater  before  you  can  make 
a  positive  diagnosis  of  ulcer. 

2.  I  can't  make  a  differential  diagnosis  between 
benign  and  malignant  ulcer  of  the  stomach  by  roent- 
genologic examination.  I  have  seen  one  patient  in 
his  twenties  who  had  an  ulcer  which,  under  medical 
treatment,  disappeared  so  that  it  could  not  be  dem- 
onstrated. In  a  few  weeks  it  reappeared.  We  oper- 
ated on  him,  and  found  a  carcinoma. 

3.  I  am  satisfied  that  a  lot  of  ulcers  occur  distal 
to  the  pars  superior  of  the  duodenum  which  have 
been  missed. 

I  have  been  asked  whether  the  radiologist  can  tell 
whether  or  not  an  ulcer  is  active.  When  you  observe 
a  crater  and  it  disappears,  I  think  you  can  say  that 
the  ulcer  is  healing,  and  if  it  does  not  reappear  you 
can  say  that  it  is  healed. 

Dr.  C.  F.  Howard  (Goldsboro):  I  think  a  statement 
was  made  by  Feldman  recently  to  the  effect  that 
we  should  diagnose  ulcer  before  there  is  a  marginal 
crater,  relying  upon  irritability  and  the  first  stages 
of  an  ulcer.  I  certainly  wouldn't  feel  competent  to 
make  such  a  diagnosis. 

Dr.  Murphy:  During  the  war  one  of  my  hospitals 
was  a  disposal  center.  We  had  many  cases  sent  to 
us  for  disposition.  One  general  hospital  up  in  North- 
ern Ireland  used  to  send  patients  to  us  by  the  dozen, 
on  whom  they  had  made  the  .\-ray  diagnosis  of  an 
active  duodenal  ulcer.  They  might  just  as  well  have 
sent  those  men  directly  home,  because  whenever  you 
tell  a  soldier  that  he  has  a  duodenal  ulcer,  his  useful 
days  are  almost  certainly  over,  so  far  as  the  army 
is  concerned. 

I  mention  that  to  illustrate  the  necessity  of  dem- 
onstrating the  crater.  Thousands  and  thousands  of 
men  were  made  unavailable  for  military  service  be- 
cause a  radiologist  had  told  them  they  had  a  duo- 
denal ulcer — when  they  didn't  have  an  ulcer  at  all. 

A  Member:  In  how  many  cases  of  active  ulcer  do 
you  think  you  can  demonstrate  a  crater? 

Dr.  Murphy:  I  should  say  you  ought  to  be  able  to 
demonstrate  the  crater  in  2.5  per  cent,  probably. 

The  -Member:  Kirklin  says  40  per  cent. 

Dr.  JIurphy:  Kirklin  is  much  more  accurate  than 
I  am.  I  certainly  have  not  been  able  to  demonstrate 
a  crater  in  that  high  a  percentage  of  cases. 

Dr.  R.  J.  Reeves  (Durham):  Don't  you  think,  Dr. 
Murphy,  that  there  has  to  be  a  close  hook-up  be- 
tween the  radiologist  and  the  specialist,  especially 
in  cases  where  there  is  only  indirect  roentgenologic 
evidence  of  ulcer  ?  Otherwise,  many  ulcers  may  be 
overlooked  by  both. 
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Dr.  Murphy:  When  I  give  an  opinion  on  these 
cases  I  describe  the  findings,  and  then  say  in  my 
report:  "These  are  the  indirect  findings  of  a  duo- 
denal ulcer."  But  if  I  see  the  crater,  I  say:  "The 
x-ray  diagnosis  is  a  duodenal  ulcer." 

A  Member:  If  I  find  a  markedly  deformed  bull; 
without  finding  a  crater,  I  am  sure  that  the  patient 
has  a  crater. 

Dr.  Murphy:  There  is  no  question  of  that. 

A  Member:  Dr.  Murphy,  there  is  one  very  impor- 
tant matter  that  hasn't  been  mentioned.  That  is,  that 
the  patient  should  be  given  a  small  amount  of  bari- 
um. I  think  that  it  is  easy  to  give  too  much  barium. 


CARCINOMA  OF  THE  STOMACH- 

Robert  J.  Reeves,  M.D. 

Durham 

Carcinoma  of  the  stomach  seems  to  be  on 
the  increase  throughout  the  United  States. 
Each  year  about  40,000  people  in  this  coun- 
try die  from  cancer  of  the  stomach.  About 
25  per  cent  of  all  deaths  from  gastrointes- 
tinal cancer  are  due  to  carcinoma  of  the 
stomach.  Some  of  this  increase  in  the  inci- 
dence of  gastric  carcinoma — and  of  other 
malignant  diseases — can  doubtless  be  ex- 
plained by  the  prolongation  of  the  average 
life  span  within  recent  decades  to  65  years 
or  more;  malignant  growths  are  predomi- 
nantly lesions  of  middle  and  later  life. 

One  of  the  first  gastrointestinal  diseases 
to  be  diagnosed  successfully  by  the  roentgen 
ray  was  gastric  carcinoma.  For  several 
years  cancer  of  the  stomach  was  demon- 
strated by  roentgenography  only  after  the 
lesion  was  well  advanced  and  the  c'inical 
signs  and  symptoms  were  definitely  estab- 
lished. Today  it  is  a  recognized  fact  that,  if 
carcinoma  of  the  stomach  is  to  be  cured,  it 
must  be  discovered  in  the  earliest  stage ; 
even  then  the  percentage  of  cures  is  relative- 
ly low. 

Mass  Surveys 

Recently  several  mass  surveys  have  been 
carried  out  in  an  effort  to  discover  early  ma- 
lignant lesions  of  the  stomach  and  thereby 
effect  a  higher  percentage  of  cures.  Swen- 
son'^'  at  the  Jefferson  Hospital  in  Pennsyl- 
vania recently  studied  2500  patients,  all 
above  the  age  of  50 ;  in  this  group  3  cases  of 
asymptomatic  carcinoma  were  found.  He 
suggested  that  it  might  be  advisable  to  carry 


*From  the  Department  of  Radiology,  Duke  riiivers'ity  SL-lmnl 
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Fig.  1.  Carcinoma  of  the  cardia,  fairly  veil 
advanced,  but  productive  of  no  clinical  symp- 
toms except  anemia. 

out  roentgenologic  examination  of  the  gas- 
trointestinal tract  on  everyone  over  the  age 
of  40.  Kirklin  and  Hodgson'-',  however,  have 
pointed  out  that  about  42,000,000  people  in 
this  country  are  above  40  years  of  age,  and 
that  it  would  take  1900  radiologists,  each  ex- 
amining a  stomach  every  two  minutes  for 
eight  hours  a  day,  year  after  year,  to  survey 
this  group  satisfactorily.  Most  of  these  radi- 
ologists would  receive  too  much  radiation, 
and  the  number  of  deaths  among  them  would 
probably  equal  the  number  of  lives  saved  by 
the  discovery  of  asymptomatic  gastric  carci- 
nomas. 

Wangensteen  has  designated  gastric  car- 
cinoma as  a  public  health  problem,  but  it 
can  be  considered  as  such  only  in  the  sense 
that  every  disease  is  a  public  health  problem. 

Clinical  History 

It  has  been  said  that  the  easier  it  is  to 
diagnose  a  carcinoma,  the  harder  it  is  to  op- 
erate upon  it.  Unfortunately,  until  the  roent- 
genologists perfected  their  technique  of  diag- 
nosing carcinoma  of  the  stomach,  there  had 
been  a  general  tendency  to  insist  on  a  clini- 
cal history  of  cancer  or  a  palpable  mass.  It 
cannot  be  emphasized  too  strongly  that  there 
is  no  typical  sto)-y  of  gastric  carcinoma  until 
too  late  i)i  the  disease.   The  condition  may  be 

■2.  Kirklin,  B.  R.  and  Hodgson.  J.  R. :  Carcinoma  of  the 
Stomach:  Its  Incidence  and  Detection,  Am.  J.  Roentgenol. 
60:600-00.1    (Nov.)    1948. 
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Fig.  2.    Carcinomatous  ulcer  seen  only  when  the  patient   was   in   the   supine   position,   not  visible 
in  the  prone  position. 


present  with  few,  if  any,  of  the  clinical  signs. 
In  one  series  of  247  cases  of  cancer  of  the 
stomach,  only  24.7  per  cent  of  the  patients 
gave  a  history  of  long  continued  indigestion. 
In  75.3  per  cent,  clinical  evidence  of  disease 
appeared  suddenly  in  persons  previousl.y  in 
good  health.  In  one  third  of  the  patients 
with  long  continued  indigestion,  a  typical 
history  of  ulcer  was  obtainable.  Half  of  this 
group  had  been  under  medical  care  for  ulcer. 

In  Blackford's  series  of  45  patients  with 
cancer  of  the  stomach  17,  or  38  per  cent, 
presented  histories  suggestive  of  preceding 
ulcers'"''.  Among  1408  cases  of  gastric  carci- 
noma seen  at  the  Mayo  Clinic,  777  were  con- 
sidered inoperable.  Of  the  631  patients  who 
underwent  operations,  51  per  cent  had  pal- 
pable masses.  About  50  per  cent  of  the  en- 
tire group  gave  a  history  typical  of  benign 
ulcer.  Eusterman*"  emphasized  the  fact  that 
the  familiar  picture  of  carcinoma  represents 
an  advanced  stage  of  the  disease. 

The  importance  of  roentgenography  in  the 
diagnosis  of  malignant  lesions  of  the  stomach 
is  receiving  increasing  recognition.  Author- 
ities'^' have  found  that  at  least  95  per  cent  of 
gastric  carcinomas  give  roentgenologic  evi- 
dence of  their  presence.  The  small  percent- 
age missed  are  usually  located  in  the  fundus 

3.  Blackford,  J.  M. :  Gastric  Carcinoma,  Emphasizing?  Hyper- 
acidity witli  Ulcer  History,  Northwest  Med.  24:280-28.3 
(June)    192.1. 

i.  (a)  Eustennan,  G.  B. :  Personal  communication,  (b)  Enster- 
man,  G.  B.  and  Balfour,  D.  C. :  The  Stomach  and  Duo- 
denum.  Philadelphia.   W.   B.   Saunders   Co.,    1935. 


of  the  stomach  (fig.  1). 

Technique  of  Roentgenologic  Examination 

Roentgenologic  examination  of  the  stom- 
ach for  carcinoma  is  not  simple,  and  one 
should  not  expect  to  discover  a  very  early 
lesion.  In  order  to  disclose  or  rule  out  car- 
cinoma, careful  examination  by  fluoroscopy 
is  necessary.  The  patient's  stomach  must  be 
empty  of  all  food.  The  abdomen  must  be  re- 
laxed, tso  that  satisfactory  palpation  can  be 
carried  out.  Study  of  the  gastric  mucosa  is 
the  most  important  part  of  the  search  for 
evidence  of  a  small  carcinoma  or  small  ulcer- 
ation. This  .study  is  carried  out  by  having 
the  patient  take  only  two  swallows  of  barium 
and  distributing  it  over  the  mucosa  by  man- 
ipulation. Following  this  examination,  more 
barium  is  given  (never  more  than  4  ounces), 
and  films  are  made.  The  five  or  six  hour 
study  is  also  important,  as  many  lesions  are 
found  in  the  ileocecal  region. 

Roentgenologic  Manifestations  of  the 
Usual  Types  of  Gastric  Carcinomas 

There  are  several  types  of  gastric  carci- 
nomas, and  their  manifestations  differ  con- 
siderably. The  conception  that  carcinoma  in- 
variably appears  as  a  filling  defect  in  the 
gastric  wall  is  utterly  false.  One  type  is  the 
tumor  mass  which  sometimes  ulcerates.  The 
scirrhus  type  infiltrates  and  thickens  the 
gastric  wall,  but  produces  less  tumefaction. 


February,   1949 


RADIOLOGY   OF  THE   STOMACH 


53 


^•....%:^ 

•«V*     ^             X 

^^■-    '          '  _^.              -'H^^^^^^l 

X**     '. 

^^^9r  9            "  ^N^^^^^^^^HhI    ^       1  l^^^^^l 

Fig.  3-    The  differential  diagnosis  lies  between  a  small    annular    carcinoma    and    an    inflammatory 
lesion. 


Fig.  4.    Diffuse  inflammation  of  the  pars   media,   simulatins;    malignancy. 
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Ulceration  of  this  type  is  frequent,  but  is 
often  shallow  and  looks  more  like  an  erosion. 
A  type  recently  described  by  Golden  and 
Stout'"''  is  the  flat,  infiltrating  carcinoma 
which  may  be  fairly  well  localized  and  may 
or  may  not  show  ulceration. 

The  situation  of  the  lesion  has  some  bear- 
ing on  its  roentgenologic  manifestation  and 
on  the  ease  with  which  it  can  be  discovered 
and  identified.  Carcinomas  usually  arise  in 
the  prepyloric  segment  of  the  stomach,  in  the 
lesser  curvature,  or  in  the  posterior  wall,  in 
perhaps  that  order  of  frequency.  They  may, 
however,  originate  in  the  cardia,  on  the 
greater  curvature,  or  in  any  other  portion  of 
the  stomach  (fig.  2).  The  most  difficult  por- 
tion of  the  stomach  to  examine  is  the  distal 
3  or  4  cm.  of  the  pyloric  end.  At  least  once 
a  week  we  see  a  patient  who  has  a  marked 
degree  of  spasm  in  the  prepyloric  region,  and 
it  is  often  very  difficult  and  sometimes  im- 
possible to  difl^'erentiate  between  an  inflam- 
matory lesion  with  spasm  and  a  small  infil- 
trating or  flat  type  of  carcinoma.  Such  a 
carcinoma  causes  marked  narrowing  and 
may  simulate  an  inflammatory  lesion  very 
closely  (fig.  3).  Frequently  the  gastroscope 
is  of  great  aid  in  the  difl'erential  diagnosis 
of  these  lesions,  as  well  as  in  the  differentia- 
tion of  all  suspected  carcinomas  of  the  stom- 
ach (fig.  4). 

Differential  Diaguof^iii 

In  table  1  there  are  listed  a  number  of 
conditions  which  often  simulate  carcinoma 
and  must  be  differentiated  by  the  roentgen- 
ogram, alone  or  in  conjunction  with  the  gas- 
troscope. Unless  the  examiner  is  familiar 
with  the  characteristics  of  lesions  other  than 
carcinoma  he  should  scarcely  attempt  to 
make  a  differential  diagnosis.  In  the  attempt 
to  differentiate  early  lesions,  radiologists  too 
often  rely  somewhat  on  the  history.  This 
practice  is  dangerous,  as  many  carcinomas 
in  or  near  the  pylorus  may  produce  symp- 
toms very  similar  to  ulcer. 

Conclusion 

While  the  roentgenogram  will  detect  very 
early  lesions  of  the  stomach,  the  average  in- 
dividual unfortunately  does  not  seek  medical 
advice  until  he  has  real  symptoms,  such  as 
pain  or  hemorrhage.    Gastric  discomfort  or 

5.  (a)  Golden,  R.  and  Stout,  A.  P.:  Superficial  Spreadina 
Carcinoma  of  tlie  Stomacli.  Am.  J.  Roentsenol.  ri9  :l.-.7-i(ir 
(Feb.)  1SI4S.  (Id)  Stout.  A.  P.:  Superficial,  Spreadinsr  Type 
of  Carcinoma  of  tlie  Stomacli.  Arch.  Surg.  .lt:0.Tl-0.i7 
(April)    1012. 


Table  1 

Condition.s    Which    Must    Be    Considered    in    the 

Differential  Diagnosis  of  Carcinoma  of 

the  Stomach 

1.  Extrinsic  pressure 

spleen 

colon 

pancreas 

2.  Gastritis 

3.  Giant  rugae 

4.  Prolapse   of  gastric  mucosa 

5.  Foreign  body 
(i.    Syphilis 

7.  Benign  ulcer 

8.  Polyposis 

9.  Lymphoma 

10.  Linitis  plastica 

11.  Leiomyoma 

loss  of  weight  is  usually  not  sufficient  to 
make  him  want  to  pay  the  price  of  an  x-ray 
examination.  It  is  felt  that  the  cost  of 
roentgenologic  examinations  of  the  gastro- 
intestinal tract  may  be  too  high.  By  perform- 
ing examination  for  a  smaller  fee  we  could 
benefit  more  people  and  see  more  patients 
who  might  not  submit  to  the  examination 
otherwise. 


GASTRIC  SARCOMA* 

Joseph  Selman,  M.D. 

Winston-Salem 

and 

Stuart  Gibes,  M.D. 

Rocky  Mount 

Malignant  tumors  arising  from  meso- 
dermal structures  (muscle,  connective  tissue, 
lymphoid  tissue)  are  called  ■'^arcnmas.  Such 
tumor.*-'  are  relatively  uncommon,  comprising 
about  1  per  cent  of  all  gastric  malignancies'". 
About  half  of  the  sarcomas  occui'ring  in  the 
stomach  are  lymphosarcomas.  Less  frequent 
types  of  gastric  sarcoma  are  Hodgkin's  dis- 
ease, leiomyosarcoma,  fibrosarcoma,  liposar- 
coma,  and  neurogenic  fibrosarcoma. 

It  should  be  emphasized,  at  the  outset,  that 
one  cannot  make  an  unequivocal  diagnosis 
of  gastric  sarcoma  except  on  the  basis  of 
microscopic  study  of  an  adequate  specimen 
of  the  tumor'-'.   Neither  the  clinical  features 


"From  the  Departments  of  Radiology  of  the  City  lleniorial 
and  Xorth  Carolina  Baptist  Hospitals,  Winston-Salem,  North 
Carolina. 

1.  (a)  Schroeder,  G.  F.,  and  Schattenberg,  H.  J.:  Sarcoma 
of  the  Stomach,  Arch.  Surg.  17:8-19  (July)  1943.  (b)  Wal- 
ters, W.  and  otliers:  Carcinoma  and  Otlier  Malignant  Le- 
sions' of  the  stomach,  I'hiladelphia.  W.  B.  Saunders  Co.. 
1942. 

2.  .-\rcher,  V.  W.,  and  Cooper.  G..  ,Tr. :  L>inpl\osarcoma  of 
the   Stomach,    Am.    J.    Roentgenol.    42:332-310    (Sept.)     1939. 
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nor  the  roentgenologic  observations  of  a 
growth  in  the  stomach  can  differentiate  ab- 
solutely between  carcinoma  and  sarcoma. 
Furthermore,  such  differentiation  has  only 
academic  importance,  except  in  the  case  of 
the  lymphoid-derived  sarcomas,  which  can 
be  made  to  regress  very  readily  by  roentgen 
therapy. 

Roentgenologic  Features 

The  roentgenologic  features  of  this  group 
of  tumors  are  obviously  correlated  with  the 
gross  pathologic  varieties.  According  to  the 
Schlesinger  classification'-"  (based  on  gross 
features),  there  are  three  types  of  gastric 
sarcoma:  (1)  exogastric,  (2)  intragastric, 
and   (3)   infiltrating. 

The  exogastric  type  is  the  one  most  fre- 
quently encountered.  It  consists  mainly  of  a 
relatively  large  mass  projecting  from  the  ex- 
ternal surface  of  the  stomach.  This  may 
have  a  deep,  diverticulum-like  ulcer;  such 
a  finding  should  raise  the  definite  suspicion 
of  leioinuosarcoma'^\  since  carcinoma  rarely 
possesses  this  combination  of  characteristics. 

The  i)itragastric  type  produces  a  mass 
within  the  stomach  which  may  ulcerate'"". 
It  is  usually  smooth  or  lobulated,  and  may 
be  impossible  to  differentiate  from  any  other 
polypoid  growth. 

The  infiltrating  type  is  extremely  difficult 
to  differentiate  from  an  infiltrating  carci- 
noma simplex  or  malignant  linitis  plastica 
on  the  one  hand,  and  from  giant  gastric 
rugae  or  hypertrophic  gastritis  on  the  other 
hand.  Two  important  features  of  the  infil- 
trating sarcoma  are  that  the  gastric  wall  is 
not  as  stiff  as  with  the  infiltrating  carcino- 
ma and  that  the  rugae  are  not  effaced.  Fur- 
thermore, lymphosarcoma  and  Hodgkin's  dis- 
ease may  cause  either  exaggeration  of  the 
rugal  pattern  or  a  nodular  appearance  of  the 
infiltrated  wall  due  to  local  collections  of 
malignant  cells. 

Clinical  Features 

It  has  been  observed  by  various  investi- 
gators that  sarcoma  frequently  ulcerates  but 
rarely  perforates"'"  or  causes  obstruction. 
However,  it  is  more  likely  to  invade  the  duo- 

3.    Schlesinger,     H.:     Uiiterscheidet     sicli     das     MaKensarkom 

klinisch  vom  Karzinom.   Wien.   klin.   Wclinsdir.    20  :Th.i-791, 

llilO. 
-1.    Scliindler,    R..    Blomqvist,    0.    A.,    Thompson,    H.    L..    and 

Pettier,    A.    M.:    Leiomyosarcoma    of    the    Stomach.    Surg, 

Gnu'C,  &  Obst.   82;239-2j2    (March)    1946. 
;>,    Lyons.   C,  G.,  and  Schneider,   M,;   Leiomyosarcoma   of  the 

Stomach;    Report   of   a    Case,    Am.    J.    UoentgenoK    19:393- 

397    (March)    1943, 


Fig.  1.    (Case   1) 

denum  than  is  carcinoma''"'.  Severe  bleeding 
occurs  later  in  the  course  of  this  disease  than 
in  carcinoma.  Metastases  usually  occur  later 
than  in  carcinoma.  About  one  half  of  lymph- 
osarcomas are  palpable  when  the  patient  is 
first  seen'''.  The  age  incidence  of  sarcoma 
is  earlier  than  that  of  carcinoma.  This  fact 
has  led  to  the  observation  that  any  ulcerat- 
ing gusti-ic  tumor  in  a  young  person  should 
arouse  strong  suspicion  of  sarcoma^^K 

Treatment 

Treatment  is  of  radiologic  interest  mainly 
in  regard  to  the  lymphoid  malignancies — 
lymphosarcoma  and  Hodgkin's  disease. 
These  are  the  only  sarcomas  which  have  any 
practical  degree  of  radiosensitivity.  In  fact, 
regression  of  these  lesions  following  radi- 
ation may  be  so  rapid  as  to  cause  dissolution 
of  the  gastric  wall  with  gross  perforation. 
Therefore,  such  tumors  should  be  treated 
slowly,  the  dose  being  gradually  increased 
to  a  maximum  of  100  r  in  air  per  day.  The 
total  dose  should  be  about  1600  to  2000  r  at 
the  tumor  level.  The  operable  tumors  can  be 
treated  by  resection,  followed  by  postoper- 
ative irradiation  in  the  radiosensitive 
group'-'. 

Not  infrequently,  a  patient  presents  him- 

(i.  (a)  Koucky,  J.  D.,  Beck,  W.  C.  and  Atlas,  J.:  Acute 
Perforation  of  Lymphos'arcomatous  Ulcer  of  the  Stomach, 
Ann.  Surg.  iU:1112111ii  (Dec.)  1911.  (b)  Mass,  M.  and 
Kirshliaum.  .L  D. :  Leiomyosarcoma  of  the  Fundus  of  the 
Stomach  with  Perforation,  Am.  J.  RoentgenoL  44:716-718 
(Noy.)    1940. 

7.  (a)  Bockus,  H.  L,  ai;d  others:  Gastroenterology,  Phila- 
delphia, W.  B.  Saunders  Co.,  1941,  y,  1,  pp.  CS9-097,  (b) 
F'eldman.  ^L:  Clinical  Roentgenology  of  the  Digestive 
Tract.  Baltimore,  The  Williams  &:  Wilkins  Co.,  1915,  pp. 
227-231. 

S.  Varnis,  H.  and  Colp,  R,:  Lymphosarcoma  of  the  Stomach, 
Gastroenterology    1:1022-1039    (Nov.)    1913. 
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Fig.  2.    (Case  2) 

self  with  an  obviously  inoperable  gastric 
tumor.  We  are  of  the  opinion  that  such  pa- 
tients should  receive  roentgen  therapy,  be- 
cause about  half  of  these  tumors  are  lympho- 
matous  in  origin  and  will  show  spectacular 
response. 

Prognosis 

The  prognosis  of  gastric  sarcoma  is  con- 
siderably better  than  in  the  case  of  carcino- 
ma. In  the  Mayo  Clinic  series'^"'  the  five-year 
survival  rate  was  34.3  per  cent. 

Case  Reports 

During  the  last  four  years  at  the  City 
Memorial  and  North  Carolina  Baptist  Hos- 
pitals in  Winston-Salem,  we  have  had  9  cases 
of  lymphosarcoma  of  the  stomach,  8  of  which 
have  been  proven  by  microscopy.  The  young- 
est patient  was  36  years  old  and  the  oldest 
84  years  old,  the  average  age  being  53  j-ears. 
There  were  7  males  and  2  females.  The  most 
common  symptoms  were  epigastric  pain  and 
weight  loss,  both  being  present  in  5  cases. 
Anorexia,  weakness,  and  a  palpable  mass 
were  all  present  in  3  cases.  Fever,  hemor- 
rhage (as  evidenced  by  tarry  stools),  and 
perforation  were  present  in  2  cases.  In  6 
patients  the  disease  was  local,  and  in  3  it  had 
become  widespread.  Two  patients  were  given 
roentgen  therapy ;  both  showed  a  good  tem- 
porarj'  response,  but  subsequently  died  from 


Fig.  3.    (Case  .3) 

radio-resistant  recurrences.  At  the  time  this 
paper  was  written,  4  patients  were  dead,  3 
were  living,  and  the  status  of  2  was  un- 
known. The  3  patients  known  to  be  living 
had  survived  for  an  average  of  ten  months 
since  the  discovery  of  their  disease. 

Case  1  '    "i 

A  -37  year  old  man  first  entered  the  hospital  com- 
plaining of  epigastric  pain  and  burning,  both  re- 
lieved by  food.  There  had  been  some  weight  loss 
since  he  had  been  placed  on  a  special  diet.  A  small 
ulcer  crater  was  demonstrated  fluoroscopically  on 
the  anterior  gastric  wall,  in  the  pars  media,  which 
could  not  be  reproduced  on  the  film.  He  was  put  on 
a  strict  ulcer  regimen  and  responded  very  well  for 


Fig.  4.    (Case  4) 
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Fig.  5a.     (Case  5) 


Fig.  5b.     (Case  5) 


six  months.  Then,  within  a  few  minutes  following  a 
minor  automobile  accident,  he  began  to  haw  severe 
pain  in  the  epigastrium. 

Gastric  analysis  on  the  second  hospital  admission 
showed  no  free  hydrochloric  acid.  Roentgenologic 
examination  of  the  stomach  (fig.  1)  showed  a  large 
infiltrating  lesion  involving  two  thirds  of  the  pars 
media  of  the  stomach,  with  a  huge  ulcer  crater  in 
the  middle  of  the  lesion  on  the  anterior  wall  of  the 
stomach.  Gastric  resection  was  performed,  but  the 
abdominal  mass  recurred  within  six  weeks,  resulting 
in  death  two  months  later. 

Microscopic  examination  of  the  lesion  in  the  stom- 
ach showed  lymphoblastic  lymphosarcoma. 

Case  2 

A  36  year  old  woman  entered  the  hospital  with 
the  sole  complaint  of  vomiting  without  nausea  sev- 
eral times  a  day  for  the  past  five  or  six  years.  A 
roentgenologic  examination  and  exploratory  laparo- 
tomy four  years  previously  had  revealed  nothing  of 
importance.  On  physical  examination  a  mass  was 
felt  in  the  epigastrium.  Roentgenologic  examination 
(fig.  2)  showed  a  constriction  of  the  pyloric  antrum 
in  which  the  walls  were  not  pliable  and  the  mucosal 
folds  were  obliterated.  This  patient  died  seven  days 
postoperatively. 

The  pathologic  diagnosis  was  lymphosarcoma  of 
the  stem  cell  type. 

Case  .3 

A  48  year  old  woman  entered  the  hospital  com- 
plaining of  epigastric  pain,  nausea,  and  vomiting  of 
six  months'  duration.  Gastric  analysis  was  normal 
and  there  was  no  palpable  mass.  Roentgenologic 
examination  (fig.  3)  showed  a  polypoid  filling  defect 
in  the  antrum  of  the  stomach,  extending  through  the 
pylorus  into  the  duodenum.  A  partial  gastric  resec- 
tion was  followed  by  an  uneventful  recovery.  We 
were  unable  to  follow  this  patient  after  her  dis- 
charge from  the  hospital. 

ilicroscopic  examination  of  the  specimen  revealed 
lymphosarcoma. 

Case  4 

A  60  year  old  man  was  first  seen  in  1941,  at  which 
time  he  had  symptoms  referable  to  his  urinary 
tract.   He  was   found   to   have   a   mass   in   his    right 


kidney,  which  was  explored  and  found  to  be  inop- 
erable. X-ray  therapy  caused  the  mass  to  disappear, 
and  the  patient  became  asymptomatic.  Two  years 
later  he  returned  to  the  hospital  with  cervical 
lymphadenopathy,  and  a  biopsy  showed  lympho- 
sarcoma. Roentgen  therapy  to  the  cervical  nodes 
again  produced  a  good  response. 

In  1945,  four  years  after  the  initial  examination, 
he  came  back  because  of  anorexia,  dyspepsia,  and 
weight  loss.  On  roentgenologic  examination  (fig.  4) 
he  was  found  to  have  an  infiltrative  lesion  in  the 
antral  region  of  the  stomach  and  an  associated  de- 
formity of  the  duodenum.  Gastrotomy  was  per- 
formed, and  to  date  the  patient  is  asymptomatic. 

The  pathologic  diagnosis  on  the  lesion  in  the 
stomach  was  lymphosarcoma. 

Case  5 

A  44  year  old  man  entered  the  hospital  on  No- 
vember 6,  1947,  complaining  of  epigastric  pain  not 
related  to  meals;  nausea;  and  occasional  vomiting. 
All  these  symptoms  had  been  present  for  about  six 
months.  He  had  had  tarry  stools  on  several  occa- 
sions and  slight  intermittent  fever.  A  palpable  epi- 
gastric mass,  2  by  2  cm.,  and  nodes  in  the  left  supra- 
clavicular region  were  discovered  on  physical  exami- 
nation. Biopsy  of  one  of  the  cervical  nodes  showed 
lymphoblastic  lymphosarcoma.  The  patient  was 
given  irradiation  to  the  supraclavicular  region  and 
the  epigastrium,  with  marked  subjective  and  objec- 
tive improvement.  X-ray  examination  prior  to  ther- 
apy (fig.  5a)  showed  nodular  masses  in  the  fundus 
of  the  stomach  and  high  on  the  pars  media.  Re- 
examination following  the  roentgen  therapy  (fig. 
5b)  showed  almost  complete  resolution  of  these  nod- 
ular masses  in  the  fundus  of  the  stomach. 

The  patient  is  still  living  at  the  time  of  this  re- 
port, and  continues  to  show  both  subjective  and  ob- 
jective improvement. 

Case  6 

An  84  year  oM  man  entered  the  hospital  complain- 
ing of  epigastric  distress,  weight  loss,  and  tarry 
stools  for  the  past  twelve  months.  Roentgenologic 
examination  (fig.  6)  showed  a  polypoid  filling  defect, 
with  an  organic  lesion  involving  most  of  the  greater 
curvature  of  the  stomach  and  also  extending  over 
into   the   lesser  curvature.   No   peristalsis   was   dem- 
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Fig.  6.    (Case  6) 

onstraled.  At  operation  it  was  found  tliat  the  pa- 
tient had  had  a  perforation  into  both  the  liver  and 
the  omentum.  A  subtotal  gastric  resection  with  a 
gastrojejunostomy  was  performed.  We  have  had  no 
follow-up  report  on  this  patient. 

Microscopic  examination  of  the  specimen  showed 
lymphocytic  lymphosarcoma. 

SuDiDiarij 

There  are  no  absolute  roentgenologic  diag- 
nostic criteria  for  sarcoma. 

An  ulcerating  gastric  tumor  in  a  young 
patient  should  raise  the  suspicion  of  sar- 
coma. A  deep  excavation  in  an  exogastric 
mass  suggests  leiomyosarcoma. 

The  determination  of  the  presence  of  sar- 
coma is  important  from  the  standpoint  of 
roentgen  therapy  only  in  the  lymphoma 
group.  This  type  of  tumor  is  highly  radio- 
sensitive. 

It  is  advisable  to  apply  a  therapeutic  test 
of  irradiation  on  all  cases  of  clinically  in- 
operable tumors  of  the  stomach. 

Discussion 

A  Member:  In  his  book  Ewing  differentiates  be- 
tween the  lobular  type  of  sarcoma  and  the  small, 
round  sarcoma.  I  wonder  if  there  is  any  predomi- 
nant type  in  lymphosarcomas. 

Dr.  Selman:  My  impression  is  that  they  are  all 
very  similar.  Most  of  them  are  small,  round  sar- 
comas. 

Dr.  C.  E.  Howard  (Goldsboro):  What  is  your  ad- 
vice when  a  physician  asks  whether  it  is  best  to 
treat  a  case  by  radiotherapy  or  surgical  removal  ? 

Dr.  Selman:  If  the  lesion  did  not  appear  too  ex- 
tensive radiologically — and  that  may  fool  us — I 
would  favor  an  attempt  at  resection.  We  don't  know 
that    we    can    give    an    effective    dose    to    sarcomas 


through  the  abdominal  wall,  for  they  are  not  all 
equally  radio-sensitive.  If  we  treat  the  lesion  through 
the  abdominal  wall,  we  must  give  the  maximum 
dose.  After  resection,  roentgen  therapy  should  be 
given  routinely  in  cases  of  lymphosarcoma. 

Dr.  Gibbs:  Some  surgeons  don't  like  to  take  a 
specimen  for  biopsy  because  of  the  danger  of  a 
perforation.  If  a  person  has  a  lesion  in  the  stomach, 
however,  it  is  very  important  to  us  to  know  whether 
it  is  carcinoma  or  lymphosarcoma.  For  this  reason  I 
feel  that  it  is  impoitant  to  remove  a  specimen  for 
biopsy. 


BENIGN  TUMORS  OF  THE  STOMACH- 

iGNACio  Bird,  M.D. 

Greensboro 

Benign  tumors  of  the  stomach  are  com- 
paratively rare,  comprising  approximately 
0.5  per  cent  of  gastric  tumors.  They  are 
usually  single,  and  multiple  tumors  usually 
prove  to  be  polyps. 

Benign  tumors  frequently  become  ulcer- 
ated and  bleed.  The  bleeding  is  rarely  pro- 
fuse at  any  one  time,  but  often  leads  to  severe 
anemia.  Anemia  is,  in  fact,  the  most  frequent 
and  most  important  sign  of  benign  tumor  of 
the  stomach,  and  the  one  which  generally 
leads  to  roentgenologic  e.xamination. 

Pyloric  obstruction,  with  associated  nau- 
sea and  vomiting,  may  occur.  Intermittent 
obstruction  may  occur  if  the  tumor  is  on  a 
long  pedicle  and  is  swept  down  into  the  py- 
loric canal  by  peristalsis.  Vague  symptoms 
of  indigestion  are  present  in  some  cases, 
but  are  not  constant  or  characteristic.  For 
diagnosis  we  must  depend  on  the  roentgeno- 
graphic  examination. 

These  tumors  are  found  much  more  fre- 
quently on  the  walls  of  the  stomach  than  on 
the  curvatures.  They  protrude  into  the  lu- 
men and  produce  a  clearly  defined  filling 
defect.  The  walls  of  the  stomach  surround- 
ing the  tumor  show  normal  flexibility,  and 
generally  there  is  no  detectable  interference 
with  peristalsis.  Rarely  can  a  mass  be  pal- 
pated. 

Histologic  Types 

Histologically,  these  tumors  can  be  divided 
into  the  following  groups : 


1. 

2. 

Papillomas 
Adenomas 

3. 

Myomas   (leiomyomas) 

4. 

Fibromas 

5. 

Fibromyomas 

*From  the   Wes'ley   Lon?   Hospital.    Greensboro,   Xorth   Caro- 
lina. 
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1.    Polyp  in  the   antrum. 


Fig.  2.    Large  polyp  in  the  pars  media. 


6.  Angiomas 

7.  Neurinomas 

8.  Lipomas 

Papillomas 

The  papilloma  or  polyp  is  the  most  fre- 
quently encountered  benign  gastric  neo- 
plasm. Like  other  benign  tumors  of  the 
stomach,  and  unlike  malignant  infiltrations. 
it  causes  no  induration  of  the  gastric  wall 
around  it,  and  no  interference  with  peris- 
talsis. 

Polyps  are  often  attached  by  a  pedicle.  If 
this  is  long,  they  can  be  moved  around  by 
the  palpating  finger,  and  if  their  point  of 
origin  is  the  pylorus  they  can  even  be  pushed 
through  the  sphincter  into  the  duodenal  bulb. 
It  may  be  impossible  to  differentiate  such  a 
herniated  polyp  from  the  shadow  produced 
in  the  proximal  part  of  the  bulb  by  hernia- 
tion of  prepyloric  mucosa. 

Polyposis  of  the  entire  gastric  mucosa  is 
occasionally  seen  and  may  be  indistinguish- 
able from  a  polypoid  gastritis.  The  latter 
condition  is  due  to  inflammatory  rather  than 
neoplastic  changes  in  the  mucosa. 

Leiomijomas 

Leiomyomas  are  most  commonly  seen  in 
the  fourth  or  fifth  decade  of  life.  They  tend 
to  ulcerate  and  produce  hematemesis.  There 
may  or  may  not  be  antecedent  gastric  symp- 
toms. These  tumors  are  important  not  only 
because  of  their  potential  ulceration  and  fre- 
quently severe  bleeding,  but  also  because  of 
the  danger  of  sarcomatous  degeneration. 


A  rounded,  smooth,  sharply  defined  filling 
defect  in  the  barium  shadow,  with  a  small 
rounded  crater  on  its  surface,  is  character- 
istic of  a  smooth  muscle  tumor,  either  benign 
or  malignant.  No  alterations  of  peristalsis 
are  seen  in  the  immediate  neighborhood  of 
the  tumor,  and  the  rugae  are  relatively  well 
preserved.  Without  the  ulcer,  the  defect 
might  be  due  to  a  fibroma  or  to  any  other 
benign  tumor  with  a  smooth  surface. 

Adenomas 

The  adenomas  may  occur  in  single  or  mul- 
tiple polypoid  form.  The  single  tumor,  ac- 
cording to  Ewing,  usually  remains  of  small 
size  and  gives  no  symptoms  unless  located 
near  the  orifices.    It  may  become  cancerous. 

Fihromas  and  fihromyomas 

Fibromas  and  fibromyomas,  as  their  names 
indicate,  are  composed  of  fibrous  or  fibrous 
and  muscular  tissue,  and  arise  from  the  sub- 
mucosa  and  muscularis.  They  produce  no 
characteristic  radiologic  findings. 

Hemangiomas 

The  hemangiomas  are  usually  single  and 
frequently  pedunculated.  They  generally 
produce  no  symptoms,  but  may  be  the  cause 
of  severe  melena  and  hematemesis. 

Neurinomas 

True  neurinomas  of  the  gastrointestinal 
tract  are  extremely  rare.  Occasionally  gang- 
lioneuromas and  neurofibromas  are  encount- 
ered. Because  their  blood  supply  is  generally 
poor,  they  are  much  more  apt  to  undergo 
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Fig.  3.    Polyposis.  Note  the  mottled  appearance 
of   the   barium-filled   stomach. 

necrosis  than  are  the  other  benign  tumors 
of  the  stomach.  Like  most  of  the  benign 
tumors,  they  have  no  characteristic  roent- 
genologic appearance  and  must  be  diagnosed 
histologically. 

Lipomas 

Lipomas  of  the  stomach  are  extremely 
rare.  They  arise  from  the  submucosa  and 
are  usually  small. 

Treatment 

The  treatment  of  these  conditions  is  en- 
tirely surgical.  The  tendency  of  some  of 
these  tumors  to  undergo  malignant  degener- 
ation, as  well  as  their  tendency  to  bleed, 
makes  excision  by  means  of  a  partial  gastric 
resection  almost  mandatory. 

Report  of  Cases 

The  following  cases  are  illustrative  of 
some  of  the  more  common  tumors  discussed 
in  this  paper. 

Case  1 

A  65  year  old  white  woman  was  admitted  to  the 
hospital  for  investigation  of  a  very  profound  anemia. 

X-ray  examination  revealed  a  sharply  delineated 
filling  defect  in  the  antrum  (fig.  1)"  Peristaltic 
waves  passed  over  this  defect  without  interruption. 
The  lesion  had  the  tj^pical  appearance  of  a  polyp. 
The  diagnosis  could  not  be  confirmed,  however,  hie- 
cause  the  patient  showed  marked  evidence  of  mental 
deterioration  and  operation  was  deemed  inadvisable. 

Case  2 

A  4.5  year  old  man  complained  of  burning  epi- 
gastric pain,  unrelated  to  meals.  He  had  had  hema- 
temesis    once    during    the    preceding    few    months. 


Fig.    4.     Polypoid    adenoma    producing    a    large 
filling  defect  in  the  antrum. 

Radiologic  investigation  of  the  gastrointestinal  tract 
demonstrated  a  round  filling  defect  in  the  pars  media 
(fig.  2).  This  tumor  was  not  fixed  but  could  be 
easily  moved  by  the  palpating  finger  within  a  lim- 
ited radius. 

A  presumptive  diagnosis  of  polyp  was  made.  It 
could  not  be  confirmed,  however,  because  the  patient 
refused  operation. 

Case  .3 

A  white  woman,  aged  50,  was  admitted  to  the 
hospital  with  a  diagnosis  of  cholecystitis  and  prob- 
able cholelithiasis.  She  had  had  indigestion  for  eigh- 
teen years,  with  intolerance  to  fried  and  fatty  foods, 
and  more  recently  had  experienced  pain  in  the  right 
upner  quadrant  and  midepigastric  area.  Two  week^ 
before  admission  she  began  to  have  jaundice,  with 
dark  urine  and  acholic  stools. 

Physical  examination  revealed  a  markedlv  tender 
liver  which  e.xtended  10  cm.  below  the  right  costal 
margin. 

Roentgenographic  study  showed  many  small  fill- 
ing defects  involving  the  entire  stomach  and  the  duo- 
denal bulb  (fig.  3).  Similar  filling  defects  were  noted 
in  the  colon  when  examination  was  carried  out  bv 
means  of  a  barium  enema.  A  tentative  diagnosis  of 
polyposis  of  the  stomach  and  colon  was  made,  and 
was  later  confirmed  by  gastroscopy  and  sigmoid- 
oscopy. 

At  operation  a  carcinoma  involving  the  extra- 
hepatic  ductal  system,  with  meta.stasis  to  the  liver, 
was  also  found. 

Case    I 

The  patient,  an  18  year  old  white  male,  was  oper- 
ated on  in  October,  1940,  for  perforated  peptic 
ulcer.  Recovery  was  uneventful. 

In  October,  1947,  the  patient  began  to  have  epi- 
gastric pain  which  showed  little  relationship  to 
meals  but  which  was  relieved  by  a  bland  diet. 

Roentgenologic  examination  at  this  time  showed 
a  filling  defect  in  the  antrum  of  the  stomach  without 
apparent  involvement  of  the  surrounding  wall  (fig. 
4).  Gastroscopic  examination  confirmed  the  presence 
of  a  large  polypoid  mass.  A  partial  gastric  resection 
was  performed  and  recovery  was  uneventful. 
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Fig.  5.   Leiomyoma  arising  from  the  lesser  curv- 
ature, just   below  the  fundus. 

The  pathologic  diagnosis  was  "pedunculated  poly- 
poid adenoma  of  the  stomach." 

Case  5 

The  patient  was  referred  for  a  gastrointestinal 
x-ray  series  because  of  three  episodes  of  gastric 
bleeding,  the  last  one  having  occurred  two  weeks 
prior  to  the  examination. 

Roentgenography  of  the  stomach  showed  a  lesion 
approximately  3  by  3  cm.  on  the  lesser  curvature, 
at  the  junction  of  the  fundus  and  pars  media  (fig. 
5).  This  mass  projected  into  the  lumen  of  the  stom- 
ach, displacing  the  barium  and  causing  a  cascade 
effect  when  the  barium  passed  into  the  lower  part  of 
the  stomach.  The  usual  radiologic  signs  associated 
with  a  malignant  lesion  were  lacking. 


Fig.  6.  Clover-leaf  type  of  defect  in  the  body 
of  the  stomach,  produced  by  two  tumor  masses 
which  histologically  proved  to  be  fibromyomas. 

At  operation  a  mass  approximately  the  size  of  a 
small  hen's  egg  was  found  in  the  lower  part  of  the 
fundus  of  the  stomach.  A  small  ulceration,  less  than 
1  cm.  in  diameter,  was  present  in  the  tumor  mass. 
Histologic  examination  showed  this  tumor  to  be  a 
leiomyoma.  The  patient  made  a  satisfactory  recovery 
after  operation  and  has  remained  well. 

Case  6 

A  52  year  old  white  man  had  had  vague  abdominal 
discomfort,  more  pronounced  before  meals,  for 
twenty  years.  Four  years  prior  to  the  present  exam- 
ination he  had  had  hematemesis  and  tarry  stools. 
A  gastrointestinal  series  done  at  that  time  is  said 
to  have  shown  evidence  of  "ulcers."  Two  other  sim- 
ilar episodes  had  occurred  since  then. 


Fig.  7.   Redundant  gastric  mucosa  in  the  antrum 
simulating  a  polyp. 


Fig.  8.    Aberrant  pancreatic  tissue  producing  a 
semicircular  filling  defect  on  the  greater  curv- 
ature near  the  sphincter. 
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The  present  examination  showed  a  filling  defect, 
indicative  of  tumor,  in  the  pars  media  (fig.  6).  The 
lack  of  induration  of  the  wall,  the  sharp  outline,  and 
the  fact  that  it  seemed  to  move  freely  and  did  not 
inteiTupt  peristalsis,  suggested  a  benign  lesion.  At 
operation  two  polypoid  masses  were  found  which 
histologically  proved  to  be  fibromyomas. 

Case  7 

A  routine  study  of  the  gastrointestinal  tract  was 
done  in  a  55  year  old  man  who  had  symptoms  of 
gallbladder  disease.  A  filling  defect  seen  in  the 
gastric  antrum  was  interpreted  to  be  a  polypoid 
growth  or  polypoid  hyperplasia  of  the  mucous  mem- 
brane (fig.  7).  At  operation,  several  gallstones  were 
found,  and  the  filling  defect  in  the  stomach  was  seen 
to  be  due  to  a  redundant  cuff  of  gastric  mucous 
membrane  which  was  apparently  not  long  enough 
to  herniate  through  the  pylorus.  This  was  resected, 
and  since  that  time  the  patient  has  had  no  further 
trouble. 

Case  8 

A  white  man,  aged  .39  years,  was  admitted  to  the 
hospital  with  a  history  of  periodic  attacks  of  gnaw- 
ing epigastric  pain  for  the  past  six  years.  These 
attacks  of  pain  were  occasionally  associated  with 
nausea  and  vomiting,  and  were  relieved  by  food  and 
alkalies.  X-ray  studies,  done  five  weeks  before  ad- 
mission to  the  hospital,  are  said  to  have  shown 
"ulcers,"  and  the  patient  had  been  placed  on  a  Sippy 
regimen.  Early  improvement  soon  gave  way  to  pro- 
tracted vomiting,  which  led  to  hospitalization  and 
further  study. 

Physical  examination  revealed  tenderness  high  in 
the  midepigastrium,  with  mild  tenderness  also  pres- 
ent along  the  right  costal  margin.  Roentgenologic 
studies  of  the  stomach  demonstrated  a  filling  defect 
in  the  preplyoric  area,  on  the  greater  curvature. 
The  nature  of  the  lesion  was  uncertain,  but  it  was 
thought  to  be  a  benign  tumor. 

The  tumor  was  excised,  and  histologic  examination 
showed  it  to  be  aberrant  pancreatic  tissue.  When 
last  heard  of,  the  patient  was  doing  well. 

The  autlior  is  iiiclebted  to  Drs.  .1.  P.  Roiisse^'ui  .ind  Jiiseph 
Seliiian  of  Winston-S.ileni.  Dr.  C.  {..  flray  of  Hijjh  Point.  .Tnd 
Dr.  Iliiil^le  Pr-ee  of  M.irtin.sville.  "N'irjrinia.  for  tlie  use  of  some 
of  tlie  m.iterial  presented. 


GRANULOMAS  OF  THE  STOMACH 
L.  W.  Oehlbeck,  M.D. 

MORGANTON 

The  famous  pathologist,  Virchow,  defines 
a  granuloma  as  "a  tumor  or  neoplasm  made 
up  of  granulation  tissue."  Granulomas  of 
the  stomach  are  relatively  rare.  The  type 
most  frequently  seen  is  granuloma  due  to 
syphilis.  Granulomas  due  to  actinomycosis 
and  other  fungous  infections,  as  well  as  non- 
specific granulomatous  ulcers,  are  rare  le- 
sions seen  at  autopsy  only  and  can  be  ex- 
cluded from  this  discussion.  Tuberculosis  of 
the  stomach  is  also  usually  demonstrated  at 
the  autopsy  table  as  an  incidental  finding  in 
patients  dying  from  pulmonary  tuberculosis. 
The  malignant  granuloma,  Hodgkin's  dis- 
ease,  may   involve   the   stomach    primarily, 


but  this  form  is  rarely  reported  in  the  liter- 
ature. 

Tuberculous  Gmnuloma 

Reports  of  tuberculous  involvement  of  the 
stomach  show  that  80  per  cent  of  the  cases 
demonstrate  an  ulcerative  type  of  lesion. 
Extragastric  tuberculous  lesions  may  in- 
volve the  stomach  secondarily,  and  acute 
miliary  dissemination  is  another  form  re- 
ported. For  some  unknown  reason,  about  10 
per  cent  of  the  tuberculous  lesions  of  the 
stomach  are  associated  with  gastric  carci- 
noma. Gastroscopic  diagnosis  of  tuberculous 
ulcers  has  not  been  reported,  probably  be- 
cause of  the  rarity  of  tuberculous  involve- 
ment of  the  stomach.  Clinically,  it  is  noted 
that  tuberculosis  of  the  stomach  may  simu- 
late benign  ulcer,  carcinoma  or  syphilis,  and 
that  the  positive  diagnosis  of  such  lesions  is 
established  by  the  demonstration  of  the 
tubercle  bacilli  in  the  tissues.  Specific  treat- 
ment consists  in  surgical  resection  of  the  in- 
volved portion. 

Malignant  Granuloma 

Invasion  of  the  alimentary  tract  by  Hodg- 
kin's disease  has  seldom  been  reported,  and 
solitary  gastric  involvement  is  reported  even 
more  rarely.  Of  the  few  reported  cases  of 
Hodgkin's  disease  involving  the  stomach, 
most  instances  are  examples  of  secondary  in- 
vasion associated  with  more  widespread 
forms  of  the  disease.  Its  manife.stations 
usually  can  not  be  distinguished  from  those 
of  gastric  ulcer  or  gastric  carcinoma,  which 
it  resembles  morphologically.  This  isolated 
form  of  Hodgkin's  disease  produces  no  un- 
usual hematologic  findings,  and  does  not 
cause  the  Pel-Ebstein  fever  that  is  some- 
times noted  where  there  is  generalized 
adenopathy  due  to  Hodgkin's  disease. 

The  specific  diagnosis  of  isolated  Hodg- 
kin's disease  of  the  stomach  is  generally 
made  by  the  pathologist  from  the  specimen 
resected  at  operation,  or  from  autopsy  ma- 
terial. Roentgenologists  with  extensive  ex- 
perience in  the  diagnosis  of  gastric  lesions 
almost  invariably  make  the  diagnosis  of  car- 
cinoma. Three  types  of  gastric  lesions  due 
to  Hodgkin's  disease  have  been  demonstrated 
radiologically :  (1)  multiple  flat  ulcerations ; 
(2)  tumor-like  masses  in  the  prepyloric  re- 
gion causing  a  narrow  lumen;  and  (3)  the 
polypoid  type,  involving  the  entire  stomach. 
Comment  has  been  made  on  the  fact  that 
persi.stent    sluggish    peristalsis    is    usually 
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Fig.  1.    (Case  1) 

present,  and  that  the  defect  visualized  is 
much  larger  than  one  would  expect  without 
a  palpable  mass. 

Several  five-year  cures  of  this  type  of 
Hodgkin's  disease  have  been  reported  fol- 
lowing surgical  resection,  but  supplemental 
x-ray  therapy  is  considered  necessary  by 
many. 

Case  report 

The  diagnosis  of  the  following  case  of  iso- 
lated Hodgkin's  disease  of  the  stomach  was 
made  by  the  pathologist  at  autopsy : 

A  white  man  72  years  old  was  admitted  to  tlie 
liospital  witli  complaints  of  loss  of  appetite,  loss 
of  weight  and  strength,  and  some  discomfort  in  the 
epigastrium.  His  general  health  had  been  good  until 
about  three  months  prior  to  his  hospital  admission. 
He  had  been  something-  of  a  faddist  in  regard  to 
his  diet  and  the  use  of  laxatives,  but  there  had  been 
no  real  gastrointestinal  symptoms  until  the  present 
illness.  When  his  appetite  and  strength  began  to 
fail,  his  local  physician  had  advised  him  to  have  an 
x-ray  examination  of  the  gastrointestinal  tract,  but 
this  advice  was  not  taken.  The  anorexia  progressed 
to  such  a  degree  that  all  foods  became  repulsive  to 
him,  and  finally  he  could  hardly  bear  the  sight  of 
food.  During  the  early  part  of  his  illness  there  had 
been  constipation,  but  just  before  admission  to  the 
hospital  he  began  to  have  diarrhea.  There  was  no 
history  of  tarry  or  bright  red  stools. 

On  physical  examination  the  patient  showed  the 
effects  of  considerable  weight  loss  and  appeared 
somewhat  dehydrated.  He  was  weak,  though  still 
able  to  get  about.  The  complexion  was  sallow  and 
the  appearance  was  that  of  anemia  rather  than 
jaundice.  The  patient's  highest  weight  had  been 
220  pounds,  and  at  the  onset  of  his  illness  he 
weighed  200.  His  weight  on  admission  was  160 
pounds.  Blood  pressure  was  98  systolic,  58  diastolic. 
He  was  in  a  state  of  depression  and  exhibited  the 
irritability  often  associated  with  pernicious  anemia. 
The  liver  was  enlarged,  being  felt  approximately 
four  fingers'  breadth  below  the  rib  margin.  The 
edge  was  smooth,  sharp,  firm  and  tender,  and  no 
nodules  were  palpable.  No  mass  could  be  felt  in  the 
epigastrium.  Slight  swelling  of  the  lower  extremities 
was  present. 

Blood  count  showed  4,500,000  red  blood  cells,  with 
a  hemoglobin  of  54  per  cent,  and  4800  white  blood 


Fig.  2.    (Case  1) 

cells,  with  54  per  cent  neutrophils,  45  per  cent 
lymphocytes,  1  per  cent  eosinophils,  and  0.5  per  cent 
large  mononuclears.  The  blood  sugar  was  83  mg.  per 
100  cc,  urea  nitrogen  23.2  mg.  per  100  cc,  icteric 
index  13.  The  blood  Wassermann  was  negative.  Stool 
examinations  were  consistently  positive  for  occult 
blood.  Urinalysis  was  negative  except  for  a  trace  of 
albumin. 

On  the  initial  examination,  the  clinical  impression 
was  carcinoma  of  the  stomach  with  metastasis  to 
the  liver.  The  recent  change  in  bowel  habits,  to- 
gether with  the  absence  of  vomiting,  made  it  neces- 
sary to  consider  the  possibility  of  a  neoplasm  of  the 
large  bowel. 

Four  days  after  admission  an  attempt  was  made 
to  examine  the  gastrointestinal  tract  by  x-ray.  The 
patient  was  extremely  uncooperative  and  refused  to 
swallow  a  sufficient  quantity  of  barium  for  adequate 
study.  The  gallbladder  function,  however,  was  good, 
and  examination  of  the  large  bowel  ruled  out  the 
possibility  of  a  neoplasm.  A  limited  examination  of 
the  stomach  did  indicate  a  pathologic  lesion  in  the 
pyloric  region  of  the  stomach. 

After  a  few  days  of  almost  complete  bed  rest  and 
hypodermic  injections  of  liver  extract,  it  was  noted 
that  the  liver  had  decreased  markedly  in  size.  There 
was  no  geneial  improvement,  however,  and  the 
stools  were  consistently  positive  for  iDlood.  The 
anore.xia  became  even  worse  and  progressed  to  the 
extent  that  the  patient  refused  all  food  and  would 
take  only  small  amounts  of  fluid  by  mouth.  It  was 
then  necessary  to  start  feedings  through  a  nasal 
tube.  Another  x-ray  examination  of  the  stomach 
was  immediately  undertaken,  the  barium  being  in- 
troduced through  the  nasal  tube.  The  prepyloric 
lesion  found  in  this  examination  was  diagnosed  as 
carcinoma  of  the  stomach  (fig.  1).  X-ray  of  the  chest 
was  not  remarkable. 

The  patient's  general  condition  was  so  bad  that 
he  did  not  seem  a  good  surgical  risk.  One  morning 
three  weeks  after  his  admission  he  began  to  have 
severe  upper  abdominal  pain.  The  diagnosis  of  a 
perforated  viscus  was  made,  and  about  three  hours 
after  the  onset  of  the  pain  an  exploratory  laparo- 
tomy was  performed. 

An  infiltrative  lesion  of  considerable  size  was 
found  in  the  pyloric  region  extending  down  to  the 
pylorus,  mostly  on  the  lesser  curvature.  Gastric 
perforation  had  occurred  and  bile-stained  fluid  was 
present  in  the  operative  area.  A  small  group  of  en- 
larged glands  was  noted  along  the  lesser  curvature, 
but  the  liver  was  free  of  metastasis  and  no  retro- 
peritoneal glands  were  felt.  The  perforation  was  in 
the   middle   of   the   indurated   area   on   the   anterior 
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Fig.  3.    (Case  2) 


wall  of  the  stomach,  about  3  cm.  proximal  to  the 
pyloric  vein.  The  perforation  was  closed,  and  the 
surgeon  felt  that  it  might  be  feasible  to  remove  the 
involved  area  later.  A  posterior  gastroenterostomy 
was  done  to  relieve  any  obstruction  at  the  pylorus 
due  to  the  inversion,  and  also  to  act  as  a  first-stage 
procedure  for  a  later  resection. 

The  patient  returned  from  the  operating  room  in 
fairly  good  condition  and  reacted  well  for  a  few 
hours.  The  temperature  remained  subnormal,  how- 
ever, and  he  soon  grew  worse,  dying  about  forty- 
eight  houis  after  the  perforation  had  occurred. 
Autopsv  permission  was  obtained,  and  the  gross 
examination  confirmed  the  operative  findings  (fig. 
2).  ^Microscopically,  the  appearance  was  typical  of 
Hodgkin's  disease. 

Suphilitic  Granuloma 

Considerable  controversy  exists  regarding 
the  incidence  of  gastric  syphilis.  Although 
there  are  many  syphilitics,  few  have  gastric 
complaints  and  fewer,  upon  investigation, 
have  demonstrable  lesions  of  the  stomach. 
Syphilitic  lesions  in  the  stomach  are  rarely 
noted  at  autopsy.  Gastric  syphilis,  while  it 
is  relatively  rare,  occurs  in  all  age  groups 
of  both  sexes,  but  has  been  found  more  fre- 
quently in  men. 

The  clinical  manifestations  of  gastric 
syphilis  are  described  as  being  extremely 
v'ariable,  although  epigastric  pain,  vomiting, 
and  loss  of  weight  and  strength  predominate. 
In  general  the  symptoms  suggest  carcinoma 
or  ulcer.  Practically  all  case  reports  empha- 
size the  marked  loss  of  weight.  Hypoacidity 
is  present  in  about  85  per  cent  of  the  cases, 


and  gastric  retention  is  noted  in  25  per  cent 
or  more  of  the  reported  cases. 

Alicroscopically,  four  different  types  of 
gastric  syphilitic  lesions  are  described:  (1) 
the  solitary  gumma  simulating  a  benign  gas- 
tric ulcer;  (2)  multiple  ulcerated  gummas; 
(3)  a  diffuse,  nodular,  non-ulcerated  infiltra- 
tion; (4)  the  chronic  fibrotic  type.  The  last 
three  types  simulate  carcinoma  grossly  and 
roentgenologically.  The  most  frequent  loca- 
tion is  the  prepyloric  area.  The  gastric  walls 
are  thickened,  and  contraction  of  the  in- 
volved segment  results  in  a  cylindrical  nar- 
rowing.   It   is   difficult  to   make   a   positive 
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Fig.  5.    (Case  2) 


diagnosis  of  gastric  syphilis.  It  should  be 
considered  in  the  differential  diagnosis  of 
cases  with  a  history  or  clinical  evidence  of 
syphilis,  including  a  positive  blood  test. 

The  therapeutic  test  is  important  in  the 
diagnosis.  If  the  gastric  lesion  fails  to  re- 
spond to  antisyphilitic  therapy,  and  if  occult 
blood  is  present  in  the  stool,  the  diagnosis 
usually  turns  out  to  be  carcinoma. 

Pyloric  stenosis  may  be  severe  enough  to 
■warrant  gastroenterostomy.  Stenosis  was 
the  prominent  feature  in  the  following  case : 

Case  Report 

An  extremely  emaciated  colored  woman,  aged  22, 
was  admitted  to  the  hospital  on  September  2:.'.,  1946. 
with  a  complaint  of  upper  abdominal  pain  and  per- 
sistent vomiting  which  had  been  present  for  several 
days.  This  patient  had  been  admitted  previously  in 
December,  1943,  for  acute  appendicitis.  A  blood 
count  made  on  the  second  admission  was  as  follows: 
Red  blood  cells  4,350,000,  white  blood  cells  5,000, 
hemoglobin  10.4  Gm.  The  blood  Wassermann  was 
reported  as  positive  by  the  State  Laboratory.  Urin- 
ary findings  were  not  remarkable.  The  patient  was 
discharged   on   October    1   without   any   appreciable 


improvement. 

One  \yeek  later  this  patient  was  re-admitted  on 
the  service  of  another  physician,  who  obtained  addi- 
tional history.  There  had  been  gradual  loss  of  weight 
for  nine  months,  with  increasing  malaise.  Weight 
loss  during  the  nine  months  had  approached  35 
pounds,  most  of  which  had  been  lost  during  the  past 
three  months.  The  onset  of  vomiting  was  fairly 
recent,  but  it  was  increasing  in  frequency  and  se- 
verity until  practically  all  food  and  fluid  was  imme- 
diately vomited. 

X-ray  examination  of  the  stomach  upon  the 
initial  admission  (fig.  3)  did  not  demonstrate  any 
organic  explanation  for  the  severe  vomiting.  A  sec- 
ond x-ray  examination,  made  on  October  28,  revealed 
stenotic  changes  of  sufficient  severity  to  explain 
many  of  the  patient's  symptoms  (fig.  4).  The  attend- 
ing physician  finally  elicited  the  fact  that  the  patient 
had  been  treated  for  syphilis  at  the  Rapid  Treatment 
Center  in  Charlotte  within  the  past  three  years. 
After  this  information  was  obtained,  she  was  again 
given  intensive  treatment  with  penicillin,  receiving 
a  total  dose  of  around  5,000,000  units.  Following  this 
she  was  also  placed  on  bismuth  therapy.  She  began 
to  gain  some  weight,  but  soon  reached  a  plateau  be- 
yond which  she  did  not  improve.  A  third  x-ray  ex- 
amination on  December  9  (fig.  5)  showed  an  in- 
creasing amount  of  obstruction  at  the  pylorus,  re- 
sulting in  severe  gastric  retention  after  four  hours 
(fig.  6). 
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symptoms,  and  x-ray  evidence  of  gastric  de- 
formity, the  possibility  of  syphilis  of  the 
stomach  should  be  kept  in  mind  until  an- 
other diagnosis  has  been  proven. 


Fis.  6.    (Case  2) 

Because  of  the  clinical  and  roentgenologic  evi- 
dence of  increasing-  obstruction  at  the  outlet,  sur- 
gical consultation  was  obtained.  An  exploratory 
laparotomy  was  done  on  December  21,  1946.  The 
pylorus  was  found  to  be  reddened,  edematous,  and 
greatly  thickened,  so  that  the  outlet  of  the  stomach 
was  almost  completely  occluded.  An  anterior  gastro- 
enterostomy was  done  to  relieve  the  obstruction. 
Adenopathy  was  present  in  the  pyloric  area,  and 
one  of  the  nodes  was  taken  for  biopsy.  The  micro- 
scopic diagnosis  was  "lymphadenitis,  chronic,  non- 
specific." 

The  patient  improved  rapidly  following  operation, 
and  was  discharged  from  the  hospital  on  January 
1.  1947.  A  short  time  later  she  weighed  125  pounds, 
whereas  her  weight  on  admission  had  been  82.  Re- 
peated blood  Wassermanns  have  been  positive,  and 
the  patient  has  continued  antisyphilitic  therapy. 

Summary  and  Conclusion 

A  case  of  malignant  granuloma  (Hodg- 
kin's  disease)  of  the  stomach  is  presented 
as  a  rarity.  Radiographic  studies  showed 
constant  pyloric  filling  defects  which  were 
thought  to  be  due  to  carcinoma.  The  final 
diagnosis  was  made  at  autopsy  by  histologic 
examination. 

One  case  of  infectious  granuloma  (a 
syphilitic  lesion  of  the  stomach)  is  reported. 
While  it  is  conceded  that  gastric  syphilis  is 
relatively  rare,  it  may  merit  more  considera- 
tion in  the  differential  diagnosis  of  gastric 
lesions  than  it  generally  receives.  In  pa- 
tients having  a  positive  blood  test,  gastric 
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ACUTP;]  INFECTIVE  POLYNEURONITIS 
(GUILLAIN-BARRE  SYNDROME) 

Repo)i  of  u  Cane  ui  «»  Lifanf 

Jack  L.  Teasley,  M.D. 

Durham 

In  1916  Georges  Guillain  and  J.  Barre  re- 
ported a  syndrome  seen  among  French  and 
British  soldiers  of  the  first  World  War,  in 
which  radiculoneuritis  was  associated  with 
hyperalbuminosis  of  the  cerebrospinal  fluid 
occurring  without  cellular  reaction'".  The 
following  year  a  similar  series  was  reported 
by  Holmes'-'.  The  syndrome  has  since  been 
reported  by  many  authors,  under  a  variety  of 
descriptive  names :  acute  infective  polyneu- 
ritis, polyradiculoneuritis,  rheumatic  poly- 
neuritis, and  acute  neuronitis.  In  1941  Casa- 
major'-"  reviewed  cases  of  this  syndrome  re- 
ported in  children  under  12  years  of  age, 
and  found  20  cases  in  the  British  literature 
and  19  in  the  French  literature.  The  young- 
est patient  in  whom  the  syndrome  had  been 
reported  was  a  2  year  old  girl.  Casamajor 
I'eported  4  additional  cases  occurring  in 
children. 

The  disease  is  characterized  by  a  brief 
febrile  illness,  followed  by  a  symmetrical 
paralysis  of  the  extremities,  which  often  in- 
volves the  proximal  muscle  groups  more  than 
distal  groups,  and  is  frequently  associated 
with  bilateral  facial  paralysis'".  The  acute 
and  febrile  course  of  the  disease  suggests 
that  it  is  due  to  an  infection;  however,  the 
etiologic  agent  is  unknown.  Bradford,  Bash- 
ford  and  Wilson'""  reported  in  1919  that  they 
had  isolated  a  filtrable  virus  capable  of  pro- 
ducing the  disease  in  monkeys,  but  later  this 
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claim  was  withdrawn.    No  further  positive 
results  have  been  published. 

Very  few  postmortem  examinations  have 
been  made,  and  these  have  given  somewhat 
divergent  results.  Most  observers,  however, 
have  found  chromatolysis  of  the  ganglion 
cells  of  both  anterior  horns  and  posterior 
roots,  and  demyelinization  of  the  peripheral 
nerves.  Honeyman""  recently  reported  4 
cases  in  which  no  significant  change  in  the 
nervous  system  was  found.  Since  there  is 
evidence  of  inflammatory  and  degenerative 
change  throughout  the  whole  course  of  the 
lower  motor  neurons,  "polyneuronitis"  is  a 
more  accurately  descriptive  term  than  "poly- 
neuritis." The  term  "infective  neuronitis" 
has  been  suggested  by  Kennedy''''. 

Symptoms  and  Signs 

The  disease  frequently  begins  with  a  short 
initial  febrile  illness,  in  which  no  nervous 
symptoms  appear.  This  is  followed  by  a 
period  of  latency  which  may  last  from  a  few 
days  to  several  weeks.  The  length  of  the 
latent  period  is  so  widely  variable  that  some 
authors  doubt  whether  the  initial  fever  is 
actually  related  to  the  neurologic  symntoms 
which  follow.  (In  the  original  description  of 
the  syndrome,  fever,  initially  or  during  the 
course  of  the  disease,  was  conspicuously  ab- 
sent.) Often  the  febrile  illness  is  accom- 
panied by  an  upper  respiratory  infection. 
Less  commonly  gastrointestinal  symptoms 
occur.   Rarely  is  the  child  acutely  ill. 

The  onset  of  the  nervous  symptoms  is 
usually  sudden  and  is  sometimes  accom- 
panied by  a  recurrence  of  fever.  Within  a 
day  or  even  hours,  the  patient  may  be  unable 
to  walk  or  even  move  about  in  bed.  Less 
frequently  the  onset  of  the  paralytic  symp- 
toms is  gradual.  In  contrast  to  other  forms 
of  polyneuritis,  the  proximal  muscle  groups 
are  more  severely  involved  than  the  distal 
groups.  All  four  extremities  may  be  affected 
simultaneously,  although  the  muscles  acting 
on  the  hip  joint  are  usually  the  first  to  be 
affected.  In  severe  cases  the  muscles  of  the 
neck  and  trunk  are  also  involved.  A  very 
frequent  and  typical  feature  is  bilateral 
facial  paralysis.  Dysphagia  may  occur  as  a 
result  of  pharyngeal  paralysis,  but  the  palate 
usually  escapes. 

Although  the  paralyzed  muscles  are  flac- 

0.  Honeyman,  VC.  M.:  Patliolosrical  Study  of  a  Grniip  cif 
Ca.<es  Sometime*:  Keferretl  to  as  l\ilviieuritis.  Bull.  Neurol. 
Inst.   Ne^v  York   (i:5in-j2S    (Dec.)    in.lT. 

7.  Kennedy,  F. :  Infective  Neuronitis.  Arch.  Xeurol.  & 
Psycliiat.   2:021-027,   miil. 


cid,  a  severe  degree  of  atrophy  is  exceptional 
even  in  cases  of  complete  and  long-standing 
paralysis.  The  sensory  symptoms  character- 
istic of  polyneuritis  are  usually  present. 
Hypoesthesia,  which  may  be  difficult  to  eval- 
uate in  young  children,  corresponds  to  the 
distribution  of  the  palsies.  Pain  is  usually 
present,  but  rarely  severe.  The  tendon  re- 
flexes are  usually  diminished  or  lost.  Sphinc- 
ter control  is  rarely  involved,  and  never  to 
a  severe  degree. 

Laboratory  Findings 

The  blood  shows  a  moderate  polymorpho- 
nuclear leukocytosis.  Cardiac  dilatation  and 
albuminuria  may  occur"*'.  The  spinal  fluid 
is  clear,  with  a  normal  cell  count  or,  at  most, 
only  a  moderate  increase  in  mononuclear 
cells.  In  some  cases  there  is  a  great  excess 
of  protein;  this  is  the  dissociation  albiimino- 
cytologique  stressed  by  Guillain  and  Barre. 
The  protein  content  of  the  spinal  fluid  may 
be  normal  during  the  acute  stages  and  yet 
reach  very  high  levels  during  convalescence. 
This  finding  is  not  specific,  for  similar  in- 
creases may  occur  in  polyneuritis  due  to 
diphtheria  and  other  common  diseases. 
Ford'"'  has  reported  an  increase  in  intra- 
cranial pressure,  with  papilledema,  in  a 
small  percentage  of  cases. 

Differential  Diagnosis 

Acute  infective  polyneuronitis  is  distin- 
guished fi'om  acute  anterior  poliomyelitis  by 
the  symmetrical  character  of  the  paralysis, 
by  the  presence  of  sensory  loss,  by  the  ab- 
sence of  signs  of  meningeal  irritation,  by  the 
normal  cell  count  in  the  spinal  fluid,  and  by 
the  mildness  or  absence  of  atrophy  in  the 
later  stages.  In  typical  Landry's  parah/sis 
the  motor  disturbances  resemble  those  of 
acute  infective  polyneuronitis,  but  sensory 
loss  is  absent.  Acute  myelitis  may  also  cause 
widespread  flaccid  paralysis,  but  in  this  con- 
dition the  plantar  reflexes  are  usually  ex- 
tensor, sphincter  disturbances  are  present, 
and  sensory  loss  is  more  extensive,  involving 
the  entire  body  below  the  level  of  the  lesion. 
Polyneuritis  due  to  diphtheria  or  to  lead  in- 
toxication is  distal  in  distribution;  the 
former  is  differentiated  from  acute  infective 
polyneuronitis   by  the  history   of   infection 

s.  Brain,  W.  R.:  Diseases  of  the  Nervous  System,  ed.  2,  New 
York   and   London,    Oxford    University   Press,    19+0. 
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Table  1 
Cerebrospinal   Fluid   Examinations 


Color  Celts 

Admission   Clear  5  Men. 

Third  week  Clear  7  Men. 

Tenth  week  Clear  0 

Thirteenth  week   Clear  0 

Sixteenth   week   Clear  2  Men. 

Twentieth  week  . Clear  0 


Suf/fir 
(1)1(1.  prr  mil 

>50 


r.) 


Pfniriii 
0 

+ 
+ 
+ 

0 
0 


Protein 
iitiii.  per  ion  re.) 

93 
133 
103 
109 

93 

71 


Cull  lire 

Sterile 
Steiilo 


aiKl  the  Schick  reaction,  the  latter  by  the 
histoi-y  of  contact  with  lead  and  the  chemical 
analysis  for  lead.  Tick  paralysis  is  distin- 
guished from  this  condition  by  the  absence 
of  pain  and  fever,  the  negative  spinal  fluid, 
and  the  presence  of  a  tick. 

Course  and  Treatment 

No  accurate  figures  can  be  offered  regard- 
ing the  mortality.  The  outlook  for  any  indi- 
vidual case  depends  upon  the  extent  and  se- 
verity of  the  paralysis  and  the  rapidity  with 
which  it  develops.  In  fatal  cases,  death 
usually  occurs  within  the  first  two  weeks  of 
illness,  and  is  usually  due  to  paralysis  of  the 
muscles  of  respiration""'.  In  patients  who 
recover,  improvement  is  usually  evident 
within  one  to  two  months.  Complete  recov- 
ery may  take  two  to  three  years,  although 
most  patients  are  well  within  six  to  twelve 
months. 

No  specific  treatment  is  available.  Much 
depends  upon  good  nursing  care.  Measures 
to  insure  adequate  elimination  and  to  pre- 
vent hypostatic  pneumonia  and  decubitus 
ulcers  are  imperative.  The  use  of  a  respira- 
tor is  indicated  if  the  respiratory  muscles 
are  greatly  involved.  During  convalescence, 
physiotherapy  is  important. 

Case  Report 

A  21  month  old  colored  female  infant  was  ad- 
mitted on  January  21,  1948,  with  a  complaint  of 
"polio."  Four  days  prior  to  admission  the  patient 
suddenly  fell  from  her  chair.  She  was  not  uncon- 
scious, but  was  unable  to  rise  from  the  floor.  Her 
arms  and  legs  were  flaccid  when  the  mother  picked 
her  up.  Flaccidity  of  the  arms  and  legs  persisted, 
and  that  evening-  the  infant  began  to  complain  of 
back  pain.  She  cried  with  pain  during  the  night,  and 
the  follo'\\'ing  day  she  was  unable  to  raise  her  head. 
She  ate  well  and  had  no  difficulty  in  swallowing  or 
breathing.  There  was  no  history  of  diphtheria,  con- 
tact with  lead,  or  tick  bite. 

On  admission  the  temperature  was  38.3  C.  (100.9 
F.),  the  pulse  128.  respiration  28.  The  blood  pressure 
was  93  systolic,  58  diastolic.  The  patient  was  a  thin, 
fairly  well  developed,  colored  female  infant  who  ap- 
peared  acutely  ill.  The  skin  was  warm,  moist,  and 

in.  Ann?,  C,  D.  and  Sabin.  A.  T!.:  Fatal  Infectious  Poly- 
neuritis in  Chiklliood,  Arch.  Xenrol.  &  I'sychiat.  47:>)38- 
1)12   CTiine)   lPr2. 


elastic,  without  active  lesions.  There  was  moderate 
general  glandular  enlargement.  The  head  was  sym- 
metrical without  bony  abnormalities.  The  extra- 
ocular movements  were  intact;  the  pupils  reacted  to 
light  and  on  accommodation.  Funduscopic  examina- 
tion revealed  no  papilledema.  Both  eardrums  were 
slightly  injected,  and  there  was  a  mucopurulent 
nasal  discharge.  The  tongue  and  palate  were  normal. 
The  tonsils  were  enlarged  and  hyperemic;  no  mem- 
brane was  seen.  The  gag  reflex  was  intact. 

The  neck  was  supple  and  showed  complete  neck 
drop.  There  was  marked  weakness  of  the  paraverte- 
bral musculature.  AVhen  placed  in  a  sitting  position, 
the  patient  would  slump  over  with  her  head  dron- 
ning  between  her  knees  in  rag-doll  fashion.  Exami- 
nation of  the  chest  revealed  diaphragmatic  breath- 
ing, slight  dullness  to  percussion  over  both  upner 
lobes  posteriorly,  and  rhonchi  and  fine,  sticky  ralo'^ 
over  the  samp  area  and  over  the  right  lower  lob" 
posteriorly.  The  heart  was  not  enlarged.  The  sounds 
were  of  good  quality,  with  regular  rate  and  rhythm  ■ 
a  short,  blowing  systolic  murmur,  which  was  not 
transmitted,  was  heard  at  the  apex. 

Neuroloa'ic  examination  showed  the  sensorium  +•-■ 
be  clear.  The  infant  did  not  respond  to  nin-prict-. 
except  over  the  face.  There  was  a  complete  svn^- 
metrical  flaccid  naralvsis  of  the  arms.  legs,  and 
muscles  of  the  shoulder  and  nelvic  girdles.  Moto'- 
Ttivity  was  limited  to  the  ability  to  turn  th^  head 
fi'om  side  to  side.  The  cranial  nerves  were  intact. 
411  deep  and  superficial  reflexes  were  absent  except 
fnv  the  corneals. 

The  blood  count  showed  10  Cm.  of  hemoclob'" 
i  cino.OOO  red  blood  cells,  and  15.fi00  white  blood  cpV  ■ 
with  44  per  cent  segmented  polymornhonuclears  '^ 
T>or  cent  monocytes,  and  54  per  cent  Ivniphocytea. 
''^he  sedimentation  rate,  corrected,  was  20  mm.  n"'- 
i^our.  Urinalysis  was  negative.  The  seroloeric  te^*^ 
for  syphilis  was  negative,  as  was  a  skin  test  with 
n.l  me.  of  tuberculin.  The  Schick  test  was  nositiv^ 
A  throat  culture  revealed  beta  hemolytic  strento- 
cocci.  A  roentQ-eno!?ram  of  the  chest  showed  broncb'^- 
"ueumonia.  The  skull  films  revealed  no  abnorr.ioi- 
ities,  and  roentgenologic  examination  of  the  entire 
spine  was  negative.  Films  of  the  long  bones  showed 
some  demineralization. 

A  lumbar  puncture  on  admission  revealed  clear 
fluid,  under  a  pressure  of  170  mm.  of  water,  con- 
taining 5  mononuclear  cells  per  cubic  millimeter  and 
93  mg.  of  protein  per  100  cc.  Spinal  fluid  sugar  was 
tiormal,  and  the  Pandy  reaction  was  negative.  Find- 
ings on  the  first  and  subsequent  examinations  of  the 
spinal  fluid  are  summarized  in  table  1. 

The  patient  was  given  penicillin  for  her  pneu- 
monia and  otitis.  Her  temperature  ranged  between 
37  and  38  C.  (98.6  and  100.4  F.)  for  several  day-;. 
Bv  the  tenth  hospital  day  it  had  returned  to  normal, 
where  it  remained.  On  the  sixth  hospital  day,  the 
patient  was  able  to  flex  the  left  thumb  and  a  hypo- 
active  radio-periosteal  reflex  was  elicited.  Daily 
physiotherapy  was  begun  during  the  fourth  weet-, 
and  continued.  After  six  weeks  the  patient  was  abl^ 
to  flex  all  fingers.  All  deep  reflexes  remained  absent 
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except  the  supinator  reflex,  which  was  active  bilat- 
erally. The  patient's  condition  improved  slowly  but 
steadily,  and  by  the  end  of  the  second  month  she  was 
able  to  move  all  extremities;  however,  she  was  un- 
able to  sit  up. 

At  the  end  of  the  twenty-second  week,  diffuse, 
tender  swelling  of  the  left  shoulder  developed,  and 
a  roentgenogram  revealed  a  transverse  fracture  of 
the  surgical  neck  of  the  humerus.  Side  traction  was 
applied  to  the  arm,  which  was  kept  in  abduction  at 
an  angle  of  60  degrees.  Subsequent  films  showed 
good  bony  union  and  callus  formation. 

At  the  time  this  report  is  wi'itten,  all  reflexes  avp 
•pi-p<spnt,  except  the  knee  .ierks.  The  patient  is  still 
unable  to  stand,  but  can  sit  alone  with  some  support. 

Snmmari/ 

1.  The  symptoms,  physical  findings,  and 
differential  diagnosis  of  acute  infective  polv- 
neuronitis  (Guillain-Barre  syndrome)  are 
reviewed. 

2.  A  case  of  acute  infective  polvneuronitis 
in  a  21  month  old  infant  is  reported. 


INDUCTION  OF  PREMATURE   LABOR 
WITH  PITOCIN 

James  F.  Donnelly,  M.D. 
Winston-Salem 

The  charity  service  at  the  North  Carolina 
Baptist  Hospital  receives  a  large  number  of 
referred  obstetric  problems.  More  than  80 
per  cent  of  our  patients  are  unregistered  and 
are  seen  only  when  some  complication  arises 
which  cannot  be  handled  by  the  family  nhvsi- 
cian.  For  a  variety  of  reasons,  premature 
interruption  of  pregnancy  is  indicated  in 
many  of  them. 

The  frequency  with  which  this  situation 
occurs  has  led  to  a  consideration  of  the  vari- 
ous means  for  premature  interruption  of 
pregnancy.  All  standard  textbooks  state 
that,  if  interruption  is  indicated,  the  method 
of  choice  depends  primarily  upon  the  condi- 
tion of  the  cervix.  The  urgency  of  the  sit- 
uation is  of  secondary  importance.  Abdom- 
inal delivery  is  indicated  when  the  cervix  is 
unfavorable  for  a  vaginal  delivery  and  imme- 
diate termination  of  pregnancy  is  urgent. 
Many  times  the  indication  for  delivery  is 
not  urgent,  and  cesarean  section  seems  un- 
necessarily drastic.  Many  of  these  patients 
are  young  primigravida  who  will  subse- 
quently have  normal  pregnancies. 

From  the  Department  of  Obstetrics  and  Gvnecolos:v.  Bow- 
man Grav  SfhiHjl  of  Medicine  of  Wake  Forest  Collepre.  Winston- 
.'^alem,   \oi-th   Carolina. 

Read  linfore  tlie  Xorth  Carolina  Obstetrical  and  Gynecologi- 
cal Society.   Mid  Pines.   April   18,  1<)48. 


In  the  ma.iority  of  cases  to  be  reported, 
the  indication  for  interrupting  pregnancy 
was  some  chronic  form  of  toxemia.  Hyper- 
tension or  albuminuria,  or  both,  were  pres- 
ent and  had  failed  to  respond  to  adequate 
medical  treatment.  Nearly  all  patients  were 
in  the  early  stages  of  the  last  trimester  of 
pregnancy,  and  the  cervix  was  not  favorable 
for  any  of  the  usual  surgical  methods  of  in- 
duction. Since  the  indication  was  not  suffi- 
ciently urgent  for  abdominal  delivery,  and 
since  the  surgical  types  of  induction  were 
contraindicated,  the  only  alternative  seemed 
to  be  medical  induction,  which  is  notoriously 
unreliable. 

Ross'*'  has  used  posterior  pituitary  extract 
for  the  induction  of  premature  labor,  and 
advocates  two  courses  of  pituitary  extract, 
followed  by  rupture  of  the  membranes  if  the 
cervix  is  favorable.  However,  we  found  that 
two  courses  of  the  drug  did  not  always  ren- 
der the  cervix  amenable  to  surgical  induc- 
tion, in  spite  of  the  fact  that  definite  uterine 
contractions  were  obtained.  We  decided  that, 
in  certain  selected  cases,  the  use  of  posterior 
pituitary  extract  for  the  induction  of  labor 
might  be  pushed  to  the  extreme,  in  an  effort 
to  render  the  cervix  favorable  for  rupture 
of  the  membranes. 

Technique 

The  technique  which  we  have  followed 
varied  from  case  to  case,  although  certain 
features  were  constant.  When  premature 
delivery  is  indicated,  but  is  not  urgent,  a 
sterile  pelvic  examination  is  carried  out  in 
the  delivery  room  and  the  findings  are  re- 
corded. If  vaginal  delivery  is  selected,  castor 
oil  is  given  the  next  morning,  followed  in 
four  hours  by  two  hot  soapsuds  enemas. 
When  the  enemas  are  complete,  the  patient 
is  removed  to  a  labor  room  and  the  medical 
induction  is  started. 

Of  the  various  posterior  pituitary  extracts 
available,  Pitocin  was  selected  because  it  is 
a  stable,  pressor-free  product  of  uniform  po- 
tency. The  initial  dose  is  1,4  minim.  Uterine 
tetany  has  never  been  reported  with  this 
dose,  but  has  occurred  with  doses  as  small  as 
^2  minim.  The  initial  dose  and  all  subse- 
quent doses  are  administered  by  a  physician 
from  a  syringe  graded  into  V^  minims.  A 
medical  student  or  intern  remains  at  the  bed- 

1.  Ross,  R.  A.:  Induction  of  Premature  Labor,  Maternal 
Welfare  Section,  North  Carolina  M,  .1.  8:174-177  (March) 
19-t7, 
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side  constantly  and  is  supervised  by  the  resi- 
dent on  service.  The  blood  pressure,  pulse 
and  fetal  heart  rate,  as  well  as  the  frequency, 
character,  and  duration  of  contractions,  are 
recorded  at  five-minute  intervals,  and  devia- 
tions are  reported  immediately.  Ether  is 
available  at  the  bedside  in  the  event  of 
uterine  tetany. 

If  no  contractions  follow  the  initial  dose, 
a  second  dose  of  ^  -j  minim  is  given  after 
thirty  minutes.  The  dose  is  then  increased 
by  V2  minim  at  thirty-minute  intervals  until 
it  reaches  2  minims  or  until  contractions 
occur.  The  loivest  dose  ivhich  results  in  reg- 
nlar  iderine  contractions  is  repeated  as  often 
as  necessary  to  maintain  the  uterine  activitii. 
The  duration  of  the  attempts  to  induce  labor 
varies  somewhat,  but  averages  six  to  eight 
hours.  If  the  induction  fails,  the  patient  is 
returned  to  her  room. 

If  the  initial  induction  fails  to  produce 
labor,  the  attempt  is  repeated  on  the  follow- 
ing day  or  the  day  after.  It  is  preceded  by 
a  sterile  pelvic  examination,  but  the  castor 
oil  and  enemas  are  omitted.  The  number  of 
attempts  at  induction  has  not  yet  been  lim- 
ited, but  has  been  determined  by  the  individ- 
ual situation.  When  the  cervix  becomes  fav- 
orable, the  membranes  are  ruptured.  If,  at 
any  time,  the  medical  indication  for  inter- 
ruption of  pregnancy  becomes  acute,  other 
methods  of  delivery  are  chosen.  In  excep- 
tional cases  the  indication  disappears  and 
induction  of  labor  becomes  unnecessary. 

Report  of  Cases 

We  have  carried  out  this  procedure  in 
6  cases. 

Case  1 

A  16  year  old  primigravida,  who  had  received  no 
prenatal  cai'e,  was  admitted  in  her  thirty-second 
week  of  pregnancy  with  severe  pre-eclampsia.  She 
was  immediately  placed  upon  the  routine  pre- 
eclamptic regimen.  Initially  there  was  some  im- 
provement in  the  blood  pressure,  but  after  seventy- 
two  hours  it  became  apparent  that  medical  treat- 
ment of  the  toxemia  had  failed.  The  sig'ns  and  symp- 
toms of  the  toxemia  were  not  extremely  severe,  but 
they  persisted  in  spite  of  adequate  medical  treat- 
ment. Delivery  was  considered  strongly  desirable, 
though  not  urgent.  In  view  of  the  patient's  youth 
and  the  poor  fetal  prognosis,  cesarean  section  was 
felt  to  be  undesirable. 

The  preinduction  vaginal  examination  revealed  the 
cervix  to  be  2%  cm.  long,  and  tightly  closed.  The 
head  was  floating.  On  December  7,  1947,  the  first 
attempt  at  induction  was  carried  out.  The  patient 
received  a  total  of  5%  minims  of  Pitocin,  given 
according  to  the  preceding  schedule  over  a  period 
of  three  and  one-half  hours.  A  dose  of  V2  minim 
produced  mild  uterine  contractions  at  two  to  three 


minute  intervals,  lasting  twenty  to  thirty  seconds. 
The  pulse,  blood  pressure,  and  fetal  heart  sounds 
were  unchanged. 

This  induction  failed,  and  the  second  attempt, 
also  unsuccessful,  was  carried  out  two  days  later. 
Pelvic  examination  revealed  no  change  in  the  cervix. 
During  this  attempt,  she  received  a  total  of  11 
minims  of  Pitocin  over  a  period  of  six  hours.  A  2- 
minim  dose  was  necessary  to  stimulate  contractions 
which  occurred  every  minute,  were  thirty  seconds 
in  duration,  and  of  moderate  intensity.  The  pulse, 
blood  pressure,  and  fetal  heart  were  unchanged. 

Induction  was  undertaken  a  third  time  two  days 
later,  at  which  time  a  pelvic  examination  revealed 
the  cervix  to  be  1%  cm.  dilated  and  1^2  cm.  in 
length.  A  dose  of  l'-?  minims  was  necessary  to  pro- 
duce contractions  which  occurred  at  one-  to  two- 
minute  intervals,  lasted  forty-five  seconds,  and  were 
of  severe  intensity.  A  total  of  6%  minims  was  given. 

Two  days  later,  pelvic  examination  revealed  the 
head  to  be  engaged  and  the  cervix  ^'2  em.  long,  2  to 
.3  cm.  dilated.  The  membranes  were  ruptured,  and  a 
total  of  .'5''o  minims  of  Pitocin  in  ^-ni'nim  do=es 
was  given.  Following  the  last  dose  of  Pitocin  the 
contractions  continued,  and  two  and  one  half  hours 
later  the  patient  was  delivered  of  a  3  pound  infant 
which  breathed  immediatelv.  The  toxemia  subsided 
and  the  mother  and  the  baby  were  discharged  in 
good  condition. 

Case  2  "^         ' 

A  2.5  year  old  primigravida.  in  the  last  month  of 
her  pregnancy,  was  admitted  for  tnxpmia  wh'fh 
developed  in  spite  of  excellent  nrena+al  care.  She 
was  nlaced  on  the  usual  medical  regimen,  and  re- 
snonded  fairly  well.  Three  days  after  admission, 
the  blnod  pressure  ranged  around  140  sv=tolic.  90 
diastolic,  bu*-  the  albuminuria  had  incrpnoed  from  1 
t"  2  plus.  The  urinary  output  dronied  from  IFiOO- 
9000  c'-.  to  3.50  cc  in  snite  of  an  pflpnua+e  fluid  in- 
ffte.  The  uric  acid  increased  from  7  to  8.3  mi?,  ripv 
100  cc.  of  blood.  These  findings  were  taken  to  in<H- 
pnte  failure  of  the  medical  regimen,  and  medical 
induction  was  recommended  in  conference. 

On  the  following  day,  examination  revealed  that 
+he  head  was  presenting  and  dipping  into  the  nelvi.;. 
The  cervix  was  closed  and  2Vo  cm.  long-.  Unon  the 
fir<;t  attempt  at  induction,  a  dose  of  1  minim  of 
Pitocin  produced  contractions  of  moderate  severitv 
every  two  minutes:  a  total  of  3^4  minims  was  given. 
Induction  was  attempted  again  on  the  following  dav, 
at  which  time  the  examination  revealed  the  head  to 
l5e  at  the  level  of  the  snines,  and  the  cervix  m  cm. 
long,  but  still  closed.  The  second  attempt  at  induc- 
tion was  identical  to  the  first  one,  and  following 
the  administration  of  the  last  dose  of  Pitocin,  the 
contractions  ceased. 

The  following  day,  the  cervix  was  found  to  be 
2  cm.  dilated  and  the  head  was  still  at  the  level  of 
the  snines.  A  third  attempt  at  induction  was  carried 
out,  the  patient  receiving  %  minim  of  Pitocin  for 
the  initial  dose.  This  was  followed  by  mild  uterine 
contractions,  occurring  every  two  to  three  minutes 
and  lasting  six  hours.  When  the  contractions  ceased, 
a  dose  of  1  minim  w-as  given  and  contractions  asrain 
occurred  every  two  minutes  and  lasted  for  four 
hours.  Two  hours  later  the  pains  started  again  spon- 
taneously and  became  hard  and  regular,  occurring 
every  two  minutes.  The  labor  lasted  ten  hours  and 
was  terminated  by  the  low  forceps  delivery  of  a 
4  pound,  12  ounce  infant  in  excellent  condition.  The 
toxemia  subsided  rapidly  and  the  mother  and  infant 
were  discharged  in  good  condition. 
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Case  3 

A  29  year  old  woman,  whose  second  child  had  died 
at  the  age  of  1  month  from  a  congenital  heart  le- 
sion, was  first  seen  at  the  thirty-fourth  week  of  her 
fourth  pregnancy.  She  had  gained  42  pounds,  her 
blood  pressure  was  180  systolic,  115  diastolic,  and 
there  was  moderate  edema.  There  was  no  albu- 
minuria. On  medical  therapy,  her  blood  pressure 
dropped  to  150  systolic,  110  diastolic,  and  she  lost 
6  pounds  in  weight.  Blood  chemistry  determinations, 
however,  showed  gradual  progression  toward  tox- 
emic levels.  Fifteen  days  after  admission  the  toxemia 
was  still  not  completely  controlled,  and  at  a  staff 
conference  a  medical  induction  was  advised.  Accord- 
ingly, a  sterile  pelvic  examination  was  done  which 
revealed  the  head  to  be  floating,  the  cervix  to  be 
3  cm.  long  and  1  cm.  dilated. 

The  patient  received  a  total  of  5 '4  minims  of 
Pitocin  according  to  the  schedule,  with  little  or  no 
response.  When  the  2-minim  dose  failed  to  evoke 
contractions,  the  effort  to  induce  labor  was  discon- 
tinued. On  two  subsequent  days,  attempts  at  induc- 
tion again  failed,  although  a  total  of  7  minims  wa=; 
given  each  day.  The  blood  pressure,  pulse,  and  fetal 
heart  rate  were  undisturbed.  Before  the  fourth  at- 
tempt was  made,  examination  revealed  that  the 
cervix  was  2  cm.  long  and  2  cm.  dilated,  with  the 
presenting  part  engaged.  The  membranes  were  rup- 
tured and  a  total  of  5  minims  of  Pitocin  was  ad- 
ministered, with  poor  results.  On  the  following  day, 
the  patient  had  intermittent  uterine  contractions 
which  stopned  that  night  following  1%  grains  of 
Nembutal.  The  next  day,  she  was  given  ^4  minim 
of  Pitocin  and  went  into  labor.  The  labor  lasted 
five  hours  and  terminated  sDontaneously  with  the 
birth  of  an  infant,  weighing  5  pounds,  11  ounces. 

On  the  dav  of  delivery,  the  patient's  temperature 
rose  to  102  F.  On  the  first  postpartum  dav  it  rose 
to  104,  and  on  the  second  Bostpartum  day  it  reache'l 
104  on  three  occasions.  Cultures  of  the  urine  and 
cervical  secretion  revealed  a  pure  growth  of  hemo- 
lytic streptococcus.  Chemotherapy  was  started,  and 
the  temnerature  fell  to  normal  within  fortv-eie'ht 
hours.  The  mother  and  infant  were  discharged  in 
good  condition  ten  days  post  partum. 

Case  4 

An  18  year  old  unmarried  primigravida,  who  had 
had  no  prenatal  care,  was  referred  because  of  hvner- 
tension.  Her  exnected  date  of  confinement  was  u"- 
certain.  The  diagnosis  of  pre-eclamnsia.  grade  11. 
was  made  on  admission,  and  medical  theramf  was 
begun.  Five  days  after  admission,  her  blood  nres- 
pure  was  150  svstolic,  110  diastolic,  and  albuniinuri'' 
(3  plus)  was  still  present  in  spite  of  treatment.  A 
sterile  nelvic  examination  revealed  the  nresentino- 
part  to  be  the  head,  which  was  floating:  the  pov^iv 
was  closed  and  3  cm.  in  length.  Because  the  tnxemiR 
had  failed  to  resuond  to  medical  treatment,  Pitocin 
induction  wa's  advised  in  an  effort  to  deliver  the  pa- 
tient vaginally. 

On  the  first  attempt  at  induction,  she  received  a 
total  of  3%  minims  over  a  six-hour  period.  A  1- 
Tviinim  dose  was  necessarv  to  evoke  contra "ti'^vno- 
these  occurred  at  two-  to  three-minute  iri+ervnlo.  tiiit 
ceased  following  her  last  dose.  On  the  following  riav. 
a  sterile  nelvic  examination  revealed  the  pr°<;pntinii- 
nart  to  be  at  station  —2;  the  cervix  was  2  cm.  in 
length,  and  closed.  A  second  course  of  Pitocin  tntnl- 
:>.^ing  4%   minims  was  given  over  a  six-hour  period. 

M  On  the  following  morning,  a  sterile  vagin-"!  ex- 
Xsamination  revealed  the  cervix  to  be  2  cm.  dilated 
^"^and  1  '4  cm.  in  length,  with  the  membranes  intact 
and  the  nresenting  part  at  the  level  of  tho  fnine^^ 
'^'The  membranes  were  ruptured,  but  the  patient  failed 


to  go  into  labor.  The  next  day  she  began  to  have 
mild,  irregular  contractions  which  gradually  became 
more  intense.  The  fetal  heart  sounds  disappeared 
during  the  three-hour  labor,  which  terminated  in  the 
spontaneous  delivery  of  a  stillborn  infant  weighing 
3  pounds,  11  ounces. 

On  the  third,  fourth,  fifth,  and  sixth  postpartum 
days  the  patient's  temperature  rose  to  101  F.  Cul- 
tures were  nonspecific,  but  it  was  felt  that  she  had 
endometritis.  This  responded  to  penicillin,  and  she 
was  discharged  afebrile  on  the  twelfth  postpartum 
day. 

Case  5 

A  28  year  old  woman  who  was  known  to  have  had 
hypertension  for  eleven  years  was  in  the  seventh 
month  of  her  sixth  pregnancy.  Three  of  her  children 
liad  been  born  prematurely,  and  one  of  these  had 
died  in  the  neonatal  period.  A  fourth  pregnancy 
terminated  in  a  miscarriage  of  unknown  cause.  She 
gave  a  history  of  hypertension  with  all  but  her 
first  pregnancy.  When  she  was  seen  in  the  Out- 
patient Clinic,  her  blood  pressure  was  148  systolic, 
90  diastolic.  Hospitalization  was  advised,  but  was 
not  carried  out  until  two  weeks  later.  By  this  time 
her  systolic  pressure  was  over  200.  On  the  sixth 
hospital  day,  her  blood  pressure  was  170  systolic, 
110  diastolic,  and  she  still  had  albuminuria.  It  was 
decided  that  induction  of  labor  with  Pitocin  should 
be  attempted. 

A  sterile  pelvic  examination  revealed  the  head 
presenting  and  floating;  the  cervix  was  2  cm.  in 
length,  and  closed.  She  received  a  total  of  1% 
minims  of  Pitocin.  Following  the  1-minim  dose,  con- 
tractions occurred  at  intervals  of  one  to  two  minutes 
over  a  period  of  two  and  one  half  hours.  On  the 
following  day,  examination  revealed  no  change  in 
the  cervix  or  the  position  of  the  head,  and  a  second 
attempt  at  induction  was  carried  out.  A  total  of 
1^,2  minims  of  Pitocin  was  given.  Following  the  1- 
minim  dose,  the  patient  had  contractions  every  two 
minutes  for  a  period  of  two  hours.  Examination  on 
the  following  day  revealed  the  presenting  part  to 
be  just  above  the  spines;  the  cervix  was  1  cm.  in 
length,  and  closed.  With  the  third  course  of  Pitocin, 
the  patient  received  a  total  of  1%  minims.  Contrac- 
tions occurred  every  two  minutes  following  the  1- 
minini  dose. 

On  the  following  day,  a  sterile  pelvic  examination 
revealed  the  cervix  to  be  2  cm.  dilated  and  1  cm.  in 
length.  Membranes  were  ruptured  and  V2  minim  of 
Pitocin  was  given.  This  resulted  in  the  onset  of 
labor,  which  lasted  six  hours  and  was  terminated 
by  the  delivery  of  a  2  pound,  10  ounce  infant  which 
required  resuscitation. 

The  patient's  postpartum  course  was  afebrile,  but 
her  blood  pressure  remained  approximately  at  the 
level  of  170  systolic,  110  diastolic.  The  albuminuria, 
however,  cleared  up.  The  infant  was  discharged  from 
the  hospital  after  sixty-three  days  in  good  condition. 

Case  6 

The  patient  was  a  29  year  old  woman  in  her 
second  pregnancy,  whose  expected  date  of  confine- 
ment was  April  29,  1948.  She  was  admitted  on  Feb- 
ruary 23,  1948,  with  a  depressive  psychosis.  Be- 
cause of  her  pregnancy,  no  institution  for  mental 
diseases  would  admit  her,  and  since  she  had  threat- 
ened suicide  at  home  on  several  occasions,  it  was 
thought  advisable  to  hospitalize  her  so  that  she 
could  be  supervised.  Her  mental  condition  became 
■JO  much  worse  that  it  was  thought  advisable  to 
terminate  her  pregnancy  and  commit  her  to  an  in- 
stitution. 

Six  attempts  were  made  to  induce  labor,  a  total 
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of  5%  minims  of  Pitocin  being  given  witli  each  at- 
tempt. Contractions  resulted  each  time,  coming  as 
frequently  as  every  two  minutes.  However,  no 
change  occurred  in  the  cervix.  Following  the  last 
failure,  the  thought  of  induction  was  aljandoned  and 
.she  was  treated  with  insulin  shock.  Some  improve- 
ment resulted.  She  is  still  undelivered  at  the  time 
of  this  report. 

Siinnnriry  and  Conditsinn 

In  5  of  the  6  cases  in  which  we  have  em- 
ployed this  method,  repeated  stimulation 
with  Pitocin  caused  sufficient  uterine  con- 
tractions to  alter  the  character  of  the  cervix. 
This  change  made  it  possible  to  rupture  the 
membranes  safely  and  procure  a  vaginal  de- 
livery which  had  initially  seemed  impossible 
or  inadvisable.  We  are  unable  to  explain  the 
one  failure. 

Two  patients  had  febrile  reactions  which 
unquestionably  were  due  to  the  repeated 
vaginal  examinations.  These  were  done  in 
an  effort  to  evaluate  the  method  accuratelv. 
In  the  future,  however,  we  feel  that  rectal 
examinations  will  yield  the  same  information 
without  the  dangers  of  infection  from  re- 
peated invasion  of  the  birth  canal. 

Out  of  the  five  deliveries  there  was  one 
fetal  death,  which  was  probably  due  to  a 
combination  of  the  maternal  disease  and  the 
effects  of  the  Pitocin.  However,  the  fetal 
death  rate  is  not  out  of  proportion  to  the 
usual  mortality  in  toxemia  of  pregnancv. 

We  feel  that  this  method  will  enable  us  to 
avoid  a  great  many  cesarean  sections  by 
evacuating  the  uterus  through  the  vao-ina. 
At  no  time  was  there  any  change  in  the  blood 
pressure,  pulse,  or  fetal  heart  rate  following 
the  administration  of  the  Pitocin,  and  at  no 
time  did  uterine  tetany  occur.  However,  it 
is  important  to  remember  that  Pitocin  must 
be  used  with  extreme  caution  and  in  the 
.smallest  possible  doses. 

Author's  note:  The  necessity  for  extreme  caution 
in  the  use  of  posterior  pituitary  extract  before  de- 
livery cannot  be  overemphasized.  Since  this  article 
was  read,  the  baby  in  case  5  has  been  admitted  to 
the  hospital  at  the  age  of  8  months  with  a  chronic 
subdural  hematoma.  At  the  same  time,  a  case  of 
rupture  of  the  uterus  following  Pitocin  was  reported 
to  the  North  Carolina  Maternal  Welfare  Committee. 
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Charlotte 

The  thyroid  gland  arises  as  an  outpocket- 
ing  in  the  pharynx  between  the  first  and 
second  branchial  arches.  The  site  of  its 
origin  is  marked  in  adult  life  by  the  foramen 
caecum  at  the  base  of  the  tongue.  The  thy- 
roid body  descends  in  the  midline,  through 
the  tissue  which  later  becomes  the  hyoid 
bone,  until  it  reaches  its  normal  position  in 
the  neck.  In  normal  fetal  development,  the 
thyroglossal  duct  is  entirely  separated  from 
the  pharynx  and  disappears  when  the  em- 
biyo  is  still  very  small.  When,  however,  de- 
fects in  development  occur,  various  abnor- 
malities arise. 

In  some  cases  in  which  the  thyroid  gland 
has  descended  into  its  normal  position  in  the 
neck,  remnants  of  thyroid  tissue  have  been 
found  at  the  foramen  caecum.  In  other  cases, 
the  thyroid  gland  may  fail  to  descend  com- 
pletely into  the  neck.  The  thyroid  is  then 
present  only  at  the  base  of  the  tongue  and 
is  called  a  lingual  thyroid  gland  or  a  lingual 
goiter'^'. 

Incidence 

The  anomalous  lingual  thyroid  is  rare. 
It  occurs  more  frequently  in  females  than 
in  males,  the  ratio  being  seven  to  one.  It 
has  been  discovered  in  patients  of  all  ages, 
from  birth  to  77  years,  but  is  found  most 
commonly  between  the  ages  of  15  and  40'-'. 
The  first  case  was  reported  by  Hickman  in 

Catteir^'  reported  2  cases  among  7600  op- 
erations on  the  thyroid  gland  at  the  Lahey 
Clinic.  Ulrich'"'  found  only  2  among  4000 
such  operations  at  the  University  of  Penn- 
sylvania. Buckman'"',  in  an  exhaustive  and 
excellent  review  of  the  literature  in   1936, 
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Fig.  1.  Low  power  magnification  showing  thy- 
roid tissue,  mostly  resembling  colloid  goiter, 
with  a  discrete  nodule  of  fetal  adenoma. 

reported  one  additional  case,  making  the 
total  at  that  time  243.  His  case  represented 
the  only  one  found  at  the  Wilkes-Barre  Gen- 
?ral  Hospital  in  a  period  of  twenty  years, 
during-  which  time  2620  cases  of  thyroid  dis- 
ease were  seen.  Perlman'"'  saw  3  patients 
over  a  period  of  four  years  at  the  University 
of  Chicago  Clinics.  New*-'  reported  a  life- 
time total  of  10  cases  at  the  Mayo  Clinic. 

Pathology  and  Histology 

Most  aberrant  goiters  are  nontoxic  colloid 
enlargements.  Malignancy  is  very  rare. 
The  cases  which  have  been  proved  to  be  ma- 
lignant were  in  men  of  middle  age.  There 
has  been  no  confirmed  case  of  malignant  de- 
generation reported  in  a  woman. 

Symptoms  and  Physical  Findings 

Some  patients  are  not  aware  that  they 
have  a  lingual  thyroid  until  it  is  discovered 
by  an  observant  laryngologist.  Others  have 
definite  symptoms,  of  which  hemorrhage  and 
interference  with  deglutition  and  speech  are 
the  most  common.  None  of  New's  cases'*" 
had  pharyngeal  obstruction  sufficient  to  war- 
rant removal.  The  size  of  a  lingual  thyroid 
varies  from  that  of  a  small  marble  to  that 
of  an  English  walnut  or  hen's  egg. 

Lingual  goiters  are  rounded  or  somewhat 
lobulated.  They  are  usually  situated  at  the 
foramen  caecum  and  project  upward,  so  that 
they  are  plainly  visible.  Sometimes,  how- 
ever, they  are  so  deeply  located  that  mirror 

7.    rerlinan,  H.  B. :  Linsual  Thyroid  Gland,  Arch.  Otolanns. 

19:594-599   (May)   19.St. 
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Fig.  2.  High  power  magnification  showing  the 
thyroid  tissue  separated  from  the  surface  epi- 
thelium by  a  narrow  submucosa.  The  specimen 
is   thus   identified   as   "lingual   thyroid." 

examination    or   bimanual   palpation    is   re- 
quired. 

The  situation  and  appearance  of  a  lingual 
thyroid  are  characteristic,  and  it  can  usually 
be  difl'erentiated  without  difficulty  from  der- 
moids, cysts,  gummas,  and  tuberculomas. 

Prognosis  and  Treatment 

The  results  of  operative  removal  depend 
upon  the  presence  or  absence  of  additional 
thyroid  tissue  in  the  neck.  Montgomery'"* 
stated  that  60  to  80  per  cent  of  patients  with 
symptom-provoking  lingual  thyroids  have  no 
thyroid  tissue  in  the  neck.  In  Montgomery's 
patient,  the  administration  of  Lugol's  solu- 
tion (5  minims  three  times  a  day  for  seventy- 
three  days)  caused  the  lingual  thyroid  to 
disappear  completely.  Statistics  justify  the 
suggestion  that,  if  a  lingual  thyroid  nodule 
is  found  in  a  male  after  the  age  of  30,  serious 
consideration  should  be  given  to  complete 
excision.  The  danger  of  the  development  of 
carcinoma  is  known  to  be  greatest  in  this 
group. 

Lahey'i'^',  Miller"  i\  Ziegelman"-'  and 
others  have  observed  that  myxedema  follow- 
ing removal  of  lingual  thyroid  glands  is  rela- 
tively frequent.  Rubin''-''  advocated  that 
basal  metabolism  tests  be  done  before  sur- 

9.    Montsomerv.    ^r.    L. :    The    Linsual    Tliyrnid,    Tr.    Am.    A. 
Study  Goiter,   pp.    14.i-l.i3.    1935. 
in.    Laliev.   F.   H. :   Linmial   Goiter,    Surg.,   Gynee.   &   Obst.   30 
395-397    (March)    1923. 

11.  Miller.  R.  H. :  Lingual   Goiter,  Xew  England  J.  Med.   208 
480-tR4    (Mar.   »■)    1033. 

12.  Zicgelman,    E.    F. :    Lingual    Goiter.    Anil.    Otolaryng.    K. 
496-505    (Got.)    1932. 

13.  Rubin.    H.:    Alierrant    Lingual    Thyroid.    Am.    .1.    Surg.    32 
150-153    (.\pril)    19311 
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gery  and  at  frequent  intervals  postopera- 
tively. Lemmon"  "  ascertains  whether  other 
thyroid  tissue  is  present  by  exploring  the 
neck  surgically.  He  states  that  extirpation 
is  justified  when  any  of  the  following  con- 
ditions is  present :  enlargement  sufficient  to 
interfere  with  breathing,  speaking  or  swal- 
lowing; hemorrhage;  degeneration  and  nec- 
rosis; hyperthyroidism  which  does  not  yield 
to  medical  treatment;  and  a  possibility  that 
malignancy  might  develop. 

In  the  absence  of  other  thyroid  tissue,  sub- 
total removal  of  the  lingual  gland  has  been 
recommended.  The  incidence  of  recurrence 
is  small  (12  per  cent).  However,  the  needs 
of  the  patient  following  complete  extirpa- 
tion can  be  met  by  the  administration  of 
thyroid  extract.  Attempts  to  transplant  some 
thyroid  tissue  into  the  neck  have  not  been 
highly  successful,  because  it  is  difficult  to  re- 
move tissue  from  such  an  infective  area  as 
the  mouth  and  obtain  a  successful  graft. 

Technique  of  operation 

There  are  two  alternate  routes  of  ap- 
proach for  removal  of  a  lingual  thyroid,  the 
choice  depending  upon  the  size  and  condition 
of  the  gland.  One  is  the  intra-oral  route,  in 
which  stay  sutures  are  employed  to  pull  the 
tongue  and  the  gland  forward  into  direct 
vision,  and  to  secure  hemostasis  following 
extirpation.  The  other  approach  is  external, 
by  lateral  pharyngotomy. 

Whalen"'''  reported  a  case  in  which  the 
size  of  the  lingual  thyroid  was  reduced  by 
puncturing  it  with  the  endothermy  electrode. 
The  patient  did  not  develop  symptoms  of 
myxedema.  St.  Clair  Thompson  was  given 
credit  for  being  the  first  to  suggest  the  use 
of  this  method.  Harvey 'i'''  reported  a  case 
in  which  the  lingual  thyroid  was  attached  to 
the  foramen  caecum  by  a  pedicle.  It  was 
removed  by  a  Fielding  Lewis  tonsil  snare, 
without  the  hemorrhage  so  universally  de- 
scribed in  cases  where  no  pedicle  is  present. 

Report  of  a  Case 

On  May  24,  1947,  a  24-year-old  white  woman  was 
referred  to  me  by  an  internist,  with  the  chief  com- 
plaint of  headache.  Otolaryngologic  examination  did 
not  show  a  cause  for  the  headache,  but  did  reveal 
a  rounded  mass  seen  with  the  mirror,  at  the  base  of 

li.    Lenimoii.  W.  T.  and  rasclinl,  G.  W.,  ,Ir. ;  Linsual  Tlivmid, 
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Fig.  .3.  High  power  magnification  showing  a 
porlicii  of  the  fetal  adenoma  and  a  portion  of 
the  colloid  goiter,  with  some  evidence  of  hyper- 
plasia. 

the  tongue  exactly  in  the  midline.  It  measured  ap- 
proximately 2  cm.  in  diameter  and  was  liluish  red 
in  color.  It  was  not  of  sufficient  size  to  cause  symp- 
toms 

A  tentative  diagnosis  of  a  cyst  of  the  thyroglossal 
duct  was  given,  and  removal  was  advocated.  No 
thought  was  given  to  the  possibility  of  a  lingual 
thyroid;  in  fact,  no  attention  was  paid  to  the  exami- 
nation of  the  thyroid  in  the  neck. 

Extirpation  of  the  mass  was  performed  on  June 
2,  1947.  With  the  patient  in  the  supine  position,  the 
tongue  was  pulled  forward  manually  and  depressed 
with  a  tongue  blade,  so  that  the  supposed  cyst  was 
brought  into  direct  vision.  A  20  per  cent  solution 
of  cocaine  was  employed  for  topical  anesthesia,  and 
was  fortified  by  the  injection  of  .5  cc.  of  a  1  per  cent 
solution  of  procaine  and  adi'enaline  around  the  base 
of  the  lesion.  The  mass  was  seized  with  a  tenaculum 
and  snared  off  at  its  base.  Sticky,  gelatinous  fluid 
was  contained  within  the  mass.  There  was  no  hemor- 
rhage whatsoever.  With  the  aid  of  mirror  vision, 
the  base  was  coagulated  by  means  of  a  coagulation 
diathermy.  No  sutures  were  used. 

The  pathologic  report  by  Dr.  Paul  Kimmelstiel 
was  as  follows: 

"Microscopic:  Three  sections  of  the  specimen  are 
studied.  They  reveal  in  both  sections  that  one  sur- 
face is  covered  by  non-keratinizing  stratified  squam- 
ous epithelium  which  nossesses  for  the  most  part  a 
distinct  binolar  basal  layer.  Immediatelv  underlying 
the  basal  layer  of  the  squamous  epithelium  in  the 
collagenous  connective  tissue  underneath  is  encount- 
ered a  moderate  infiltration  of  small  r^nnd  cells, 
chiefly  lymnhocytes  and  plasma  cells.  The  deeper 
portion  of  tissue,  making  up  the  bulk  of  the  speci- 
nipu.  is  composed  of  thvroid  tissue  containinfj  acini 
which  vary  markedly  in  size  and  which  for  the 
most  part  are  filled  with  homogeneous  pinkish- 
=tainod  colloid.  Most  of  the  larger  acini  are  lined 
bv  flattened  cuboidal  epithelial  cells.  Many  acin' 
however,  including  both  some  of  the  large  as  well 
as  small  ones,  are  lined  by  tall  columnar  epithelium 
■"'hich  is  forming  papillary  processes  extending  into 
the  liimina.  In  these  acini  the  colloid  shows  some 
peripheral  vacuolization.  Also  encountered  are  sev- 
eral somewhat  discrete  lobules  in  which  there  is 
marked  proliferation  of  the  epithelial  cells  with  the 
formation  of  small  acini,  most  of  which  contain  no 
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colloid. 

"Interpretation.  Thyroid  nodule  at  foramen  caecum 
of  tongue." 

This  report  was  disconcerting  to  all  concerned — 
not  because  of  the  rarity  of  the  condition,  but  be- 
cause this  important  question  was  posed:  "Does  the 
patient  have  thyroid  gland  tissue  in  the  neck?"  Go- 
ing back  into  the  history,  it  was  found  that  the 
patient  had  been  taking  1  grain  of  thyroid  extract 
daily  for  the  past  fifteen  years.  Palpation  of  the 
neck  gave  no  clue  as  to  the  presence  or  absence  of 
thyroid  gland  tissue — a  point  borne  out  by  other  in- 
vestigators. The  internist's  record  stated  that  the 
patient  was  very  short  for  her  age,  with  small, 
short  fingers  and  very  small  feet.  Otherwise,  she 
was  properly  proportioned.  Endocrine  abnormality 
was  suspected,  and  the  basal  metabolic  rate  on 
March  6,  1947,  was  found  to  be  —20. 

The  patient  has  been  closely  followed  for  the  past 
nine  months.  She  has  received  a  daily  dosage  of  1 
grain  of  dried  thyroid  extract,  and  basal  metabolic 
readings  repeated  at  monthly  intervals  have  failed 
to  show  any  marked  decrease  in  the  metabolic  rate. 
This  finding,  in  addition  to  the  fact  that  she  has 
no  subjective  symptoms  or  other  objective  signs  of 
thyroprivia,  has  greatly  relieved  our  early  appre- 
hension over  the  possibility  of  postoperative  myx- 
edema. Nevertheless,  she  will  be  under  continual 
observation  for  a  much  longer  period  of  time. 

Summary  and  Conclusion 
The  literature  relative  to  lingual  thyroid  is 
reviewed,  and  another  proven  case  is  re- 
corded. The  incidence  of  this  condition  is 
small,  but  this  fact  should  not  dull  our  diag- 
nostic and  therapeutic  perspective. 

Discussion 

Dr.  Fletcher  Woodward  (Charlottesville,  Virginia) : 
We  had  an  instance  of  lingual  thyroid  at  the  Tuber- 
culosis Sanatorium  at  Charlottesville.  The  patient 
had  trouble  with  deglutition,  and  examination  dis- 
closed a  very  large  mass  around  the  foramen  caecum. 
An  exploratory  operation  on  her  neck  revealed  no 
thyroid  tissue,  and  we  felt  that  we  could  not  remove 
this  mass  without  creating  myxedema.  We  handled 
that  particular  problem  by  the  coagulation  dia- 
thermy, using  a  loop.  We  dragged  the  loop  through 
the  mass  of  thyroid  tissue,  from  the  lower  end  to 
the  top,  cutting  a  tunnel  all  the  way  through.  There 
was  no  bleeding.  A  considerable  amount  of  tissue 
was  left  on  either  side  of  this  tunnel,  but  the  mass 
contracted  sufficiently  to  relieve  her  symptoms.  She 
still  had  adequate  thyroid  tissue,  and  the  operation 
gave  complete  satisfaction  in  her  case. 


New  High  Voltage   X-Ray  Tube 

A  revolutionary,  new  high-voltage  tube  that  re- 
duces exposure  of  the  patient  to  x-ray  by  as  much 
as  87  per  cent  was  announced  recently  by  General 
Electric  X-Ray  Corporation. 

The  tube  v\'as  seen  as  providing  one  answer  to  the 
warning  currently  being  issued  by  geneticists  that 
radiation  exposures  be  reduced  in  order  to  avoid  any 
possibility  of  affecting  the  genes,  or  human  heredi- 
tary factors.  They  say  that  the  slight  changes  thus 
produced  might  result,  over  many  generations,  in 
"undesirable   mutations." 

Besides  reducing  radiation  exposures,  the  new  tube 
makes  it  possible  to  show  a  wider  variation  of  thick- 
nesses on  a  single  x-ray  film,  and  to  get  finer  detail 
on  films  taken  of  thick  sections  of  the  body. 


RECOGNITION  AND  MANAGEMENT  OF 
ALLERGIC   CONDITIONS   BY 
OTORHINOLARYNGOLOGISTS 

James  A.  Harrill,  M.D. 
Winston-Salem 

Shambaugh'^'  has  stated  that  an  underly- 
ing allergic  factor  is  responsible  for  at  least 
70  per  cent  of  the  cases  of  chronic  sinusitis 
and  90  per  cent  of  chronic  nasal  infections. 
This  statement  emphasizes  the  importance 
of  the  recognition  and  management  of  aller- 
gic conditions  by  otolaryngologists. 

Recognition  of  Allergic  Conditions  of  the 
Nose  and  Sinuses 
History 

A  complete  personal  and  family  allergic 
history  should  be  taken.  This  will  require 
patience  and  persistence  on  the  part  of  the 
rhinologist,  and  cooperation  and  investiga- 
tion by  the  patient.  It  is  not  uncommon  for 
the  patient,  on  his  second  visit  to  the  office, 
to  volunteer  information  which  is  vital  in 
solving  his  problem.  Hansel'-'  estimates  that 
a  family  history  of  allergy  can  be  obtained 
in  about  65  to  70  per  cent  of  the  cases  of 
nasal  allergy. 

A  typical  personal  history  of  sneezing, 
itching  of  the  nose,  eyelids  or  hard  palate, 
or  watery  rhinorrhea  with  associated  ob- 
struction is  easy  to  recognize.  It  is  the  atyp- 
ical cases  of  nasal  obstruction,  especially 
those  associated  with  a  superimposed  sinus 
or  middle  ear  infection,  headache,  or  vertigo, 
which  often  tax  the  ingenuity  of  both  the 
rhinologist  and  the  allergist. 

Physical  findings 

In  a  large  ma,iority  of  the  cases  anterior 
and  posterior  rhinoscopy  will  give  some  clue 
to  the  allergic  nature  of  the  patient's  nasal 
symptoms.  The  presence  of  pale,  boggy 
turbinates,  with  or  without  polypoid  changes, 
and  watery  rhinorrhea  usually  makes  the 
diagnosis  evident.  In  borderline  cases,  where 
anterior  rhinoscopy  may  not  reveal  any  ab- 
normality, the  nasopharyngoscope  will  often 
prove  to  be  an  invaluable  aid  to  diagnosis. 


Presented  at  the  meeting  of  Tlie  Southeastern  Allergy  Asso- 
ciation.  Richmond,   Virginia.  Januarj^  17,   194S. 

From  the  Department  of  Otohiryngology,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  'Winston-Salem, 
North  Carolina. 

1.  Shambauirh.  0.  E..  Jr.:  Nasal  Allergy  for  the  Practicing 
Rliinolosist.  Ann.  Otol..  Rhin..  &  Laryng.  54:43-60 
(March)    194.5. 

2.  Hansel.  F.  K.:  Allergy  of  the  Xose  and  Paranasal  Sinuses, 
St.  Louis,  C.  V.  Mosby  Co..   1S36. 
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When  polypoid  and  edematous  changes  are 
seen  on  the  posterior  tips  of  the  inferior  or 
middle  turbinates,  and  especially  when  these 
changes  are  associated  with  adjacent  muco- 
sal edema,  an  allergic  origin  should  be  sus- 
pected. 

The  nasopharyngoscope  also  may  give  a 
clue  to  the  presence  of  minimal  sinus  infec- 
tion by  demonstrating  purulent  secretions  in 
the  posterior  part  of  the  nose.  This  finding- 
suggests  the  possibility  that  a  vicious  cii'cle 
has  been  established  by  the  addition  of  a  bac- 
terial mucosal  sensitivity  to  the  already  ex- 
isting allergy. 

Accessory  studies 

In  the  typically  allergic  patient  the  cyto- 
logic study  of  the  nasal  secretions  may  be  an 
important  factor  in  the  diagnosis.  In  the 
atypical  case  it  is  usually  of  little  positive 
value.  In  long  standing  cases  of  allergy,  in 
which  a  complicating  bacterial  sensitivity  is 
present,  the  cytologic  picture  of  the  nasal 
secretions  may  be  misleading  unless  repeated 
examinations  are  made. 

The  demonstration  of  eosinophils  in  the 
secretions  is  good  presumptive  evidence  for 
the  existence  of  active  allergy.  In  some  in- 
dividuals, and  especially  children,  only  a 
monocytic  response  may  be  found. 

Roentgenologic  examination  of  the  sinuses 
may  reveal  normal  findings  or  a  varied  de- 
gree of  cloudiness.  When  this  examination 
is  positive,  more  than  one  sinus  is  usually 
involved.  These  changes  are  not  necessarily 
due  to  infection  and  may  be  of  short  dura- 
tion, often  paralleling  the  nasal  findings. 
Polypoid  mucosal  changes  or  the  presence  of 
retained  secretions  is  often  evident.  When 
technical  factors  are  controlled,  it  is  rarely 
necessary  to  resort  to  the  use  of  contrast 
media  to  demonstrate  these  changes. 

Histopathologic  examination  of  any  tissue 
removed  should  be  a  routine  procedure.  The 
presence  of  eosinophilic  infiltration  in  the 
edematous  polyps  or  hyperplastic  sinus  or 
nasal  mucosa  is  additional  evidence  that  an 
underlying  allergy  is  present. 

Because  of  contamination  of  the  mucous 
sheath,  cultures  from  the  nose  are  often 
unreliable.  Grove  and  Cooke'-"  were  able  to 
find  identical  organisms  in  antral  washings 
and  tissue  cultures  in  60  per  cent  of  cases. 
The  hemolytic  Staphlycoccus  aureus  predom- 
inated. 

.3.  Grove,  R.  C  and  Cooke,  R.  A.:  Etiology  and  Nature  of 
Chronic  Hjperplastic  Sinusitis.  Ari-il.  (itolar\n^,  1S:022- 
629    (Nov.)    1933. 


Treatment  of  Allergic  Conditions  of  the 
Nose  and  Sinuses 

In  the  treatment  of  acute  and  chronic 
nasal  allergies  an  etiologic  diagnosis  is  es- 
sential if  the  best  results  are  to  be  obtained. 
The  best  results  in  the  treatment  of  chronic 
nasal  allergy,  with  or  without  secondary 
infection,  will  be  obtained  when  all  factors, 
including  allergy,  are  treated  simultaneously. 
In  cases  of  seasonal  hay  fever,  treatment  of 
underlying  allergic  factors,  even  during  the 
height  of  the  attack,  may  give  marked  relief. 
Symptomatic  relief  may  be  obtained  from 
ephedrine,  ephedrine-like  drugs,  atropine, 
or  the  anti-histaminic  group  of  drugs.  In 
some  instances,  it  may  be  necessary  for  the 
patient  to  change  his  environment. 

I)itraiiasal  medication 

Dean  and  his  associates'^'  have  shown  that 
the  use  of  ionization,  phenol,  trichloracetic 
acid,  alcohol,  and  the  cautery  produces 
changes  in  the  mucous  membrane  of  the  nose. 
For  this  reason,  intranasal  medication  should 
be  kept  to  a  minimum.  When  local  vaso- 
constrictors are  necessary,  the  medication 
chosen  should  be  one  which  will  least  dis- 
turb the  normal  physiologic  processes  occur- 
ring within  the  nose.  It  should  not  be  irri- 
tating or  detrimental  to  ciliaiy  activity,  but 
should  be  isotonic,  with  a  slightly  acid  pH. 

Most  of  the  sulfonamide  preparations  are 
highly  alkaline  and  are  irritating  to  the 
sinus  mucosa.  Their  use  should  be  limited. 
Proetz'"''  has  investigated  the  effects  of  vari- 
ous dilutions  of  penicillin  on  the  ciliary  beat. 
He  concluded  that,  in  the  concentrations 
recommended  for  topical  applications,  solu- 
tions of  penicillin  have  no  damaging  effect 
on  the  cilia  or  the  epithelium  of  the  respira- 
tory mucosa  when  employed  over  limited 
periods  of  time.  Later  observations''^'  re- 
vealed that  the  effectiveness  of  penicillin  is 
limited  to  acute  and  subacute  surface  infec- 
tions. 

Radium 

Bernheimer  and  Cutler'"'  studied  the  ac- 
tion of  radium  on  allergic  nasal  mucosa  and 
found  the  end  result  to  be  fibrosis  without 
atrophic  or  infectious  changes.    There  was 

■i.  Dean.  L.  W.  and  others:  The  Treatment  of  Allergic 
Rhinitis  witli  Particular  Reference  to  Ionization  and  the 
Control  of  Clironic  \'asoniotor  Rhinitis,  Tr.  Am.  Acad. 
Ophth.   and   Otolaryng.,    l!)3ii.   pp.    129-119. 

5.  Proetz.  A.  W.:  Cilia  and  Penicillin,  Ann.  Otol.,  Rhin.  & 
Laiyng.   ,i  1 :9J-9.5    (March)    t9tj. 

C.  Fenton,  R.  A.  &  Larsell,  0.:  Tissue  Changes  in  Sinus 
Membranes  after  Penicillin  Treatment.  Ann.  Otol.,  Rhin. 
&   Larj'ng.   56:213-219    (June)    19 IT. 
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no  evidence  of  mucosal  atrophy  in  cases  fol- 
lowed for  three  years. 

Edema,  acute  or  chronic,  together  with  the 
resulting  fibrosis  and  hyperplasia  which 
often  follow,  accounts  for  60  to  70  per  cent 
of  the  primary  sinus  infections. 

Sin-gical  procedures 

Surgical  intervention,  except  for  irriga- 
tions and  the  removal  of  large,  obstructing 
polyps,  should  be  kept  to  a  minimum.  Such 
procedures  as  submucous  resection  and  the 
cutting  of  antral  windows  should  be  de- 
ferred, if  possible,  until  a  true  evaluation  of 
allergic  treatment  can  be  obtained. 

Radical  operations  on  the  sinuses  are 
rarely  indicated.  It  is  remarkable  how  often 
intranasal  antrotomy  effects  cures  in  chronic 
infections  of  the  maxillary  sinus  which  re- 
sist conservative  treatment.  Seven  or  eight 
years  ago  I  would  have  felt  that  a  more  rad- 
ical procedure  was  indicated  in  practically 
all  these  cases. 

Li'igcdion 

Irrigation  is  the  most  effective  means  of 
ridding  a  sinus  cavity  of  retained  secretions. 
The  maxillary,  frontal,  and  sphenoid  sinuses 
lend  themselves  to  this  procedure.  The  max- 
illary, which  is  the  one  most  commonly  in- 
volved, is  the  most  accessible  of  the  three. 
In  a  majority  of  cases,  the  sinus  can  be  irri- 
gated through  its  natural  orifice  or  acces- 
sory opening.  If  difficulty  is  encountered, 
the  inferior  meatal  route  may  be  used. 

Allergic  Conditions  of  the  Ear 

The  three  anatomic  subdivisions  of  the 
ear  are  susceptible  to  practically  all  forms 
of  allergy.  The  skin  of  the  external  ear, 
the  mucosa  of  the  middle  ear,  and  the  fluid 
balance  of  the  inner  ear  present,  at  times, 
perplexing  and  disturbing  allergic  reactions. 

The  skin  of  the  external  ear  is  subject  to 
the  same  allergic  conditions  as  any  other 
skin-covered  area  of  the  body.  Eczema  and 
contact  dermatitis  are  the  two  forms  of  al- 
lergy usually  encountered.  Unless  anti- 
allergic methods  are  used,  the  treatment  is 
prolonged  and  discouraging  to  the  otologist 
and  the  patient.  The  possibility  of  skin  sen- 
sitivity to  the  staphylococcus  should  be  con- 

7.  (a)  Bernheimer,  L.  B.  and  Cutler,  M. :  Effects  iif  KatUa- 
tiou  on  Allerg:ic  Nasal  Mucosa.  Arch.  OtuIar>nff.  ir>:;ii3l- 
■>i>;i  (Oct.)  1932.  (b1  Beniheimer,  L.  B.  and  Cutler.  M.: 
The  Effects  of  Riidiation  on  Allergic  Xasal  Mucosa;  a 
Further  Report,  Arch.  Otolaryng.  17 :038-(iiii)  (May)  1933. 
(c)  Bernheimer.  L.  B. :  Effects  of  Radiation  on  .\llergic 
\asal  Mucosa;  Final  Report,  .\rch.  Otolaryng.  22:105-171 
(.\ug.)    1933. 


stantly  kept  in  mind,  as  many  of  these  cases 
respond  remarkably  to  staphylococcus  tox- 
oid in  desensitizing  doses. 

Considerable  doubt  has  been  expressed  as 
to  the  existence  of  allergy  of  the  middle  ear. 
It  is  difficult  to  believe  that  the  middle  ear 
would  be  the  only  mucosa-covered  area  in  the 
body  protected  from  allergic  reactions.  Lab- 
oratory procedures  designed  to  demonstrate 
allergic  responses  in  the  mucous  membrane 
of  the  respiratory  tract  cannot  be  applied  to 
the  mucosa  of  the  middle  ear.  Koch'-'  was 
able  to  demonstrate  large  numbers  of  eosin- 
ophils in  41  of  222  patients  with  chronic 
otitis  media.  Other  observers  have  not  been 
able  to  demonstrate  eosinophils  in  patients 
suspected  of  having  an  allergic  condition  of 
the  middle  ear.  Probably  all  otologists  have 
observed  that  some  obstinate  ear  infections 
clear  up  during  treatment  of  the  patient  for 
chronic  nasal  allergy.  The  improvement  may 
well  be  due  to  the  re-establishment  of  normal 
nasal  physiology. 

The  attacks  of  vertigo  associated  with 
deafness,  tinnitus,  nausea,  vomiting,  and 
spontaneous  nystagmus,  which  occur  in 
endolymphatic  hydrops,  are  probably  due  in 
many  cases  to  a  physical  allergy.  The  non- 
inflammatory edema  that  distends  the  endo- 
lymphatic system  in  this  condition  is  com- 
patible with  an  allergic  state. 

In  patients  with  this  syndrome  who  have 
positive  histamine  skin  tests,  marked — and 
in  some  cases,  dramatic — relief  may  be  ob- 
tained by  the  intravenous  administration  of 
histamine  phosphate.  Some  improvement 
may  be  observed  in  an  occasional  patient 
whose  histamine  skin  test  is  negative.  The 
deafness  may  be  expected  to  improve  if  it 
appeared  during  the  first  attack,  but  the 
hearing  rarely  reaches  normal  levels. 

Allergic  Conditions  of  the  Mouth 
and  Pharynx 

Allergic  states  of  the  mouth  and  pharynx 
may  cause  local  or  generalized  pharyngitis, 
or  angioneurotic  edema  which  may  involve 
only  the  face,  tongue,  uvula,  palate,  pharynx, 
or  larynx.  The  extent  of  the  edema  may  be 
mild,  as  in  cases  where  only  the  uvula  is  in- 
volved ;  or  edema  involving  the  tongue, 
pharynx,  or  larynx  may  be  so  extensive  as 
to  offer  a  threat  to  life.  When  extensive 
angioneurotic  edema  occurs,  an  adequate  air- 

8.  Koch,  H.,  cited  by  Bothman,  L.  and  Crowe,  S.  J.:  The 
Year  Book  of  Eye,  Ear,  Nose  and  Throat,  Chicaso,  The 
Year  Book  Publishers.   19  17,   p.   302. 
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way  should  be  established  and  maintained. 
The  only  certain  cure  of  these  conditions  is 
to  discover  the  offending  allergen  and  avoid 
it. 

Headache 

Headaches  due  to  histamine  sensitivity  or 
accumulation  are  often  seen  in  an  otolaryn- 
gologist's practice.  They  are  described  by 
the  patient  as  bilateral  or  unilateral,  and 
as  dull,  boring,  or  throbbing  in  character; 
they  are  occasionally  associated  with  local 
swelling,  and  are  often  relieved  by  pressure. 
The  unilateral  type  described  by  Horton''"  is 
occasionally  seen.  Many  of  these  patients 
respond  well  to  the  anti-histamine  drugs  or 
to  intravenous  histamine  phosphate.  Infec- 
tion or  hypoglycemia  often  acts  as  a  trigger 
mechanism  in  their  production.  Unless  these 
factors  are  controlled,  treatment  will  give 
very  little  results. 

Conclusion 
In  concluding,  I  would  like  to  emphasize 
the  importance  of  close  cooperation  and  fre- 
quent consultation  between  the  otolaryngol- 
ogist and  the  allergist.  These,  with  persistent 
investigation,  conservative  management  and 
encouragement  will,  in  a  majority  of  cases, 
solve  the  allergic  patient's  problem. 

9  Horton,  B.  T. :  The  Use  of  Hist;imiiie  in  the  T'leatnient  of 
S|KH-itic  Types  of  Headaches,  J. A.M. A.  110:377-383  (Feb.  1) 
19  +  1. 


Following  the  examples  of  Alexander  in 
Ann  Arbor  and  Graham  in  St.  Louis,  uni- 
versities in  increasing  number  have  organ- 
ized departments  of  thoracic  surgery  for  the 
teaching  of  students  and  residents  and  for 
the  direction  of  research  in  channels  relat- 
ing to  thoracic  surgery. 

The  effects  of  the  advances  in  thoracic 
surgery  have  had  no  greater  application  than 
in  the  field  of  public  health.  Beginning  in 
March,  1912,  when  Lawrason  Brown  of 
Saranac  Lake  referred  to  Edward  W.  Archi- 
bald of  Montreal  a  patient  for  thoracoplasty, 
sanatoria  have  increasingly  sought  the  aid 
of  surgery  in  the  treatment  of  pulmonary 
tuberculosis.  Within  recent  years  Alex- 
ander's plan  in  Michigan  for  directing  the 
thoracic  surgery  in  the  state  sanatoria  on  a 
university  basis  has  served  as  a  model  for 
similar  plans  in  other  states. 

The  public  has  become  "chest  conscious" 
through  mass  public  health  x-ray  surveys. 
Lesions  that  might  have  ended  fatally  are 
being  discovered  earlier,  and  because  the 
morbidity  and  mortality  attending  chest  sur- 
gery have  been  so  strikingly  lowered,  pa- 
tients are  submitting  to  surgery  that  is  often 
curative. 

We  can  no  longer  share  the  pessimism  for 
thoracic  surgery  that  Stephen  Paget  ex- 
pressed in  Dr.  Trent's  introductory  essay. 


LS  IN  THE  HISTORY 
OF  THORACIC  SURGERY 


JosiAH  C.  Trent,  M.D.,  F.A.C.S.,  Edifoii 

Durham 

XII 

CONCLUDING  NOTES 

Within  the  historical  present,  thoracic 
surgery  has  reached  specialty  status.  As 
early  as  1917  in  this  country  there  was  a 
sufficient  number  of  surgeons  interested  in 
the  problems  of  thoracic  surgery  to  justify 
the  creation  of  the  American  Association  for 
Thoracic  Surgery.  On  October  2,  1948,  in 
Detroit,  the  American  Board  of  Thoracic 
Surgery  was  formed  as  an  affiliate  of  the 
American  Board  of  Surgery. 


iDr.  Trent  died  on  December  10.   Tliis  series   is  being  com- 
pleted under  the  direction  of  his  wife,  Mrs.  Mary  Biddie  Trent. 


Significantly,  the  men  who  have  done  the 
most  to  make  thoracic  surgery  secure  as  a 
specialty  have  not  been  "specialists."  Rather, 
they  are  and  have  been  physicians,  surgeons, 
anatomists,  physiologists,  chemists,  or  bac- 
teriologists, together  or  separately — doctors 
interested  in  a  "special  problem." 

Thoracic  surgery  as  it  exists  today  is  his- 
torically and  actually  a  part  of  general  sur- 
gery. Its  further  progress  can  only  be  as- 
sured by  insisting,  as  Gushing  did  for  neuro- 
surgery, that  its  roots  remain  "in  the  fertile 
soil  of  general  surgery."  The  welfare  of  the 
paTient  will  be  better  served  if  the  doctor 
approaches  his  training  and  work  with  the 
attitude  that  he  is  a  surgeon  especially  in- 
terested in  thoracic  surgery  rather  than  as  a 
specialist,  separate  and  apart. 

Warner  Lee  Wells,  M.D. 
Raleigh 
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WHAT   BRITISH    DOCTORS    THINK    OF 
NATIONAL  HEALTH  INSURANCE 

Week  after  week  the  Correspondence  sec- 
tion of  the  Supplement  to  the  British  Medical 
Joiinial  is  filled  with  letters  written  by  doc- 
tors who  are  learning  by  bitter  experience 
what  it  means  to  practice  medicine  under 
bureaucratic  control,  with  a  layman  as 
arbiter  of  their  destiny.  A  few  extracts 
from  these  letters — taken  almost  at  random 
— will  give  North  Carolina  doctors  some 
idea  of  what  is  in  store  for  them  if  Mr. 
Ewing  becomes  our  minister  of  health : 

"Patients  are  compelled  to  waste  their  time  in  my 
waiting-room  and  my  time  in  the  surgery  because 
they  must  have  a  certificate  for  some  firm  or  muni- 
cipal department  to  prove  that  they  are  unfit  to 
work  even  for  a  day  or  have  had  time  off"  to  seek 
doctor's  advice,  and  a  second  one  in  many  eases  to 
state  that  they  are  now  fit  to  resume  work.  I  have 
had  an  unfortunate  patient  travel  from  Birmingham 
to  Coventry  only  to  be  sent  back  for  a  private  cer- 
tificate of  fitness  before  being  allowed  to  start.  I 
wish  something  could  be  done  to  free  the  working- 


population  from   this   tyranny   and   incidentally   re- 
lieve us  of  many  unnecessary  'consultations.'  " 

"Certain  flagrant  abuses  of  the  National  Health 
Service  should  be  brought  to  the  public  notice.  On 
several  occasions  patients,  having  arrived  at  the 
surgery  to  find  a  considerable  number  ahead  of 
them,  liave  returned  home  to  telephone  for  a  visit. 
Later  ihey  have  actually  confessed  that  they  could 
not  face  the  long  queue,  and  thus  saw  nothing  wrong- 
in  their  subsequent  action.  One  patient — incredibly 
— reported  that  he  had  a  liigh  temperature  in  order 
to  get  a  visit;  he  admitted  on  opening  his  front  door 
that  his  temperature  was  normal  and  that  his  mes- 
sage was  a  ruse  to  save  himself  the  trouble  of  wait- 
ing in  the  surgery." 

"At  a  meeting  of  all  the  practicing  doctors  of  the 
Wilmslow  area  it  was  unanimously  decided  to  send 
the  following  resolution  to  the  Secretary  of  the 
B.M.A.  for  his  urgent   attention: 

"  'We,  the  undersigned  members  of  the  B.M.A.,  ex- 
press oui-  entire  dissatisfaction  at  the  inadequacy 
of  our  remuneration  in  the  N.H.S.  We  view  the  fu- 
ture with  anxiety  owing  to  the  marked  diminution 
in  our  incomes  and  the  heavy  increases  in  our  work 
and  expenses. 

"  'We  urge  you  to  press  for  the  immediate  revision 
of  our  terms  of  service.'  " 


"We  can  never  expect  a  Government  to  nay  us 
adequately.  This  one  will  not — the  Prime  Minister 
himself  broadcast  that  we  are  now  adequately  paid 
— and  no  Government  has  paid  well  in  the  past. 
Th's  counting  of  heads  is  an  evil  method  reacting 
badly  on  doctor  and  patients,  particularly  in  the 
largest  nanels.  where  either  a  doctor  attemnts  the 
imnossible  and  ruins  his  health  or  nreserves  his 
sanity  and  health  by  insufficient  attention  to  his 
patients." 

*         5':         * 

"Bewildered  at  first  when  the  first  cheque  arrived 
pnd  believing  there  must  be  some  mistake,  and  then 
pne'iv  and  resentful  as  the  realization  grew  on  ni--' 
of  the  enormous  in.iusticp  that  has  been  nernetrated 
on  the  nvofession  as  a  whole,  I  have  now  reached  tho 
stage  of  near  rebelliousness.  Overworked  we  all  are 
now,  doing  our  bit  io  implement  our  sido  of  tho  bav- 
o-ain.  Having  leaden  hearts  as  vvf  visit  our  natient= 
trying  to  cheer  them  ud,  we  ourselves  are  laden  with 
a  sense  of  injury  and  frustration,  wondering  how  we 
are  going  to  pay  the  rent,  the  bills,  the  children'<! 
pHucation.  the  loans,  and  the  overdrafts.  We  entered 
the  Service  with  an  idea  of  our  dutips.  an  ontlino 
of  our  remuneration,  and  an  'eve  of  battle'  addre=s 
which  said,  Co-operate  and  we  shall  enter  into  an 
era  of  prosperity  and  good  health  for  doctor  and 
patient  alike. 

"We  have  done  our  duty,  and  what  has  been  onr 
portion  ?  Interim  payments  which  leave  us  little 
better  ofl'  than  manual  laborers,  if  not  worse  in 
some  cases;  an  announcement  of  further  interim 
nayments  on  the  same  scale,  and  nothing  else  .  .  . 
Can  any  one  of  us  look  back  on  the  'bad'  old  days 
and  remember  going  on  our  bended  knees  to  a  pa- 
tient and  begging  that  our  fees  be  paid  ?  .  .  . 

"The  National  Health  Service  is  rapidly  becoming 
for  the  doctors  a  horrible  nightmare,  penal  servitude 
literally  and  metaphorically.  What  joy  is  there  in 
work  when  one  is  worried  to  death  at  home  ?  Where 
is  the  pleasure  to  be  got  out  of  employment  when 
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one  has  the  feeling-  that  the  employer  is  ready  to 
repudiate  his  commitments  at  the  slightest  provoca- 
tion and  go  back  on  his  spoken  word?" 

*       '.:       * 

"It  is  very  clear  that  medical  practitioner';  in 
general  are  appalled  at  the  remuneration  of  the  Na- 
tional Health  scheme  and  the  amount  of  work  it  has 
given  to  doctors  ali'eady  overworked.  Conditions  in 
general  practice  under  the  National  Health  scheme 
are  intolerable,  and  I  suggest  that  instead  of  con- 
stant and  long-drawn-out  negotiations  the  profes- 
sion agrees  to  cease  serving  on  a  certain  date,  under 
the  existing  terms,  pending  an  immediate  increase 
in  capitation  fee." 

"As  a  rural  practitioner  facing  bankruptcy  under 
the  benefits  of  the  National  Health  Scheme  I  feel  I 
should  like  to  raise  my  one  small  voice  before  I  am 
entirely  submerged.  Last  year  I  had  a  comfortable 
income  from  a  small  practice,  almost  entirely  pri- 
vate, in  a  thinly  populated  country  district.  ...  I 
am  now  working,  and  working  hard,  for  charity 
and  my  conscience,  and  living  by  the  kindness  of  my 
liaid<  manager  (at  i^/r)." 


"To  console  would-be  specialists.  I  can  summarize 
most  of  the  Spens  Report  for  them:  After  the  post- 
graduate years  of  study  .  .  .  they  will  I)e  emploved. 
if  fortunate,  on  a  salary  equivalent  to  that  of  a  clerk 
to  the  management  committee  .  .  .  After  eight 
vears  they  will  rise  to  a  maximum  of  somewhat 
less  than   a  general  practitioner  might  receive." 


"The  deterioration  in  the  standards  of  practice 
which  the  present  system  has  brought  about  is  de- 
pressing and  makes  it  impossible  to  tackle  the 
m'oblem  of  the  sick  without  the  carkiiig  care  of 
financial  insecurity." 

"No  doctor  can  attend  a  full  list  and  do  his  work' 
well  without  breaking  down  in  health  .  .  .  The  clock 
nuts  a  limit  on  the  amount  of  work  a  doctor  can  do. 
It  takes  an  equal  amount  of  time  to  care  for  1,000 
patients  in  the  country  or  2,000  patients  in  a  resi- 
dential area  or  4.000  natients  in  a  slum  industrial 
area.  Unfor'tunatelv  these  three  different  tvnes  of 
practices  do  not  briiiQ'  in  eoual  incomes.  Remunera- 
tion in  the  National  Health  Service  bears  no  relation 
to  work  done." 

"In  the  humble  opinion  of  one  whose  rural  nr.ic- 
t'ce  now  brings  in  Ll.OOO  less  than  b^forp  i>'i*-h 
double  the  work,  the  only  way  .  .  .  i«  foi-  the  nrofe«;- 
sion  as  a  bodv  to  resign  from  the  National  Healtli 
Service  .  .  .  The  Minister  has  broken  faith  with  us. 
That  is  obvious  and  sufficient  reason  for  the  only 
action  that  he  will  understand." 

It  will  be  noted  that  most  of  these  letters 
deal  with  the  sordid  matter  of  money ;  but 
when  a  man  who  has  a  family  to  support  is 
faced  with  a  drastic  cut  in  his  income,  it  is 
only  natural  that  he  should  be  gravely  con- 
cerned. Another  complaint  which  many  phy- 
sicians have  made  is  that  it  is  impossible  to 
do  justice  to  their  patients.  The  British  doc- 
tor can  give  scant  attention  to  those  who 
are  really  sick  because  his  time  is  so  filled 


with  those  who  only  think  they  are  sick,  or 
who  want  something  for  nothing.  Another 
frequent  complaint  is  the  interminable  list 
of  forms  that  must  be  filled  out.  One  doctor 
summed  up  the  situation  quite  well  when  he 
said  "that  the  doctor  is  working  twice  as 
hard  for  about  two-thirds  of  the  pay  he  used 
to  get,  and  that  he  is  keeping  the  Service 
going  out  of  his  own  capital  and  in  many 
cases  by  means  of  loans  and  overdrafts  on 
which  he  has  to  pay  interest." 

Lest  we  delude  ourselves  into  thinking  that 
our  own  government  would  put  a  higher 
value  on  a  physician's  services  than  England 
does,  let  it  be  remembered  that  during  the 
FERA  the  federal  government's  remunera- 
tion to  doctors  for  a  complete  physical  exam- 
ination of  employables,  including  a  urinaly- 
sis and  Wassermann  test,  was  fifty  cents'". 

1.    Editorial,    North    Carolina    M.    J.    4:3h!I    (Sept.)    1913;    Tr. 
M.    .-Inc.    North    Carolina,    1935,    pp.    ,12-3 1. 

:■:  ^-  ::=  :J: 

"COMMITTEES  AND  ORGANIZATIONS" 

A  few  of  our  readers  may  have  noticed  a 
new  department,  "Committees  and  Organi- 
zations," in  the  January  issue  of  the 
Journal,  and  may  have  wondered  "how 
come."  The  change  was  decided  upon  at  the 
annual  meeting  of  the  editorial  board  last 
summer,  but  was  postponed  until  the  begin- 
ning of  a  new  volume. 

The  board's  decision  to  make  the  change 
was  based  upon  somewhat  the  same  reasons 
that  prompted  the  appointment  of  the 
Hoover  Commission  to  reorganize  our  gov- 
ernment. The  gradual  addition  of  one  de- 
partment after  another  had  begun  to  over- 
balance the  section  of  original  articles.  Since 
it  was  impossible  to  establish  a  department 
for  every  committee  of  the  Society  and  every 
allied  organization  which  asked  for  space  in 
the  Journal,  the  board  felt  that  the  demo- 
cratic thing  to  do  was  to  allot  space  in  a 
special  section  to  one  committee  or  organiza- 
tion each  month. 

The  success  of  the  new  department  "to  end 
departments"  will  depend  upon  the  interest 
which  is  taken  in  it  by  the  participating 
organizations.  The  Committee  on  Industrial 
Health  and  the  Committee  on  Venereal  Dis- 
ease have  gotten  it  off  to  a  good  start.  If 
their  successors  do  as  well.  "Committees  and 
Organizations"  should  become  one  of  the 
most  popular  features  of  the  Journal. 
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SPECIAL  MEETING  OF  THE   HOUSE 
OF  DELEGATES 

On  Sunday,  January  30,  a  special  called 
meeting  of  the  House  of  Delegates  of  the 
State  Medical  Society  was  held  in  the  ball- 
room of  the  Carolina  Hotel  at  Pinehurst.  In 
spite  of  snow,  sleet,  and  rain  there  was  a  full 
attendance.  The  one  subject  for  discussion 
was  the  insurance  legislation  now  pending 
in  Congress. 

There  was  a  full  and  free  discussion  of 
the  whole  problem,  and  of  the  attitude  to  be 
taken  by  the  Society  in  regard  to  the  A.M.  A. 
assessment  of  $25  per  member  to  finance  the 
fight  against  socialized  medicine.  President 
James  Robertson  and  Dr.  V.  K.  Hart  first 
gave  an  analysis  of  the  proposed  bill,  and  of 
what  it  would  mean  to  the  practice  of  medi- 
cine in  this  country*^'.  All  past  presidents 
of  the  Society  who  were  present  were  then 
asked  to  present  their  views,  after  which  the 
meeting  was  thrown  open  for  general  dis- 
cussion. It  was  interesting  to  note  the 
steadily  growing  enthusiasm  for  militant 
opposition  to  the  federal  control  of  medical 
practice.  A  resolution  introduced  by  Dr. 
Hart,  placing  the  Society  on  record  as  being 
absolutely  opposed  to  the  measure,  was 
passed  unanimously. 

Dr.  Hart  also  reported,  for  his  committee, 
that  they  had  worked  long  and  diligently  on 
a  plan  to  offer  complete  medical  care  to  the 
lower  income  group,  and  that,  to  be  effec- 
tive, the  plan  would  have  to  be  accepted  by 
at  least  50  per  cent  of  the  members  of  the 
Society.  This  proposal  will  probably  be  pre- 
sented to  the  House  of  Delegates  at  the  May 
meeting  for  final  action. 

One  of  the  most  dramatic  incidents  of  the 
meeting  occurred  when  Dr.  Roy  Norton, 
North  Carolina's  State  Health  Officer,  was 
asked  to  express  his  opinion.  Going  to  the 
microphone  he  stated  firmly  that  he  was  ab- 
solutely and  unalterably  opposed  to  federal 
regulation  of  medical  practice,  and  that, 
while  he  could  not  speak  for  all  the  employees 
of  the  State  Health  Department,  he  was  sure 
that  the  great  majority  of  them  shared  his 
view. 

When  the  motion  to  accept  the  A.M. A. 
assessment  was  made  and  seconded,  it  was 
passed  without  a  dissenting  vote.    Some  of 

1.    A    letter   from   Dr.    Hart    analyzing   S.    5    appe.irs    in    the 
.\uxiliary  section  on  page  ss  of  this  issue. 


the  delegates  came  with  checks  frorn  the  en- 
tire membership  of  their  county  societies, 
and  the  delegate  from  McDowell  County 
brought  the  message  that  the  doctors  in  his 
county  were  ready  to  contribute  $100  each, 
if  necessary. 

Over  and  over  the  need  for  individual 
work  on  the  part  of  the  doctors  was  stressed. 
Every  possible  means  of  telling  the  public 
just  what  government  control  of  medical 
practice  would  mean  should  be  used.  Talks 
to  luncheon  clubs  and  other  groups,  and  to 
individual  patients  and  friends  offer  an  ef- 
fective method  of  educating  the  people.  Lay- 
men should  be  encouraged  to  write  their 
representatives  and  our  two  senators,  to  pro- 
test against  any  form  of  compulsory  health 
insurance. 

Let  us  hope  that  the  enthusiasm  generated 
in  the  delegates  who  attended  this  meeting 
will  be  carried  back  to  their  county  societies, 
and  that  public  relations  committees  in  every 
county  will  go  into  action.  The  worst  mis- 
take that  could  be  made  would  be  to  adopt 
a  defeatist  attitude  and  think  that  federal 
control  of  medicine  is  inevitable.  The  next 
worst  mistake  would  be  to  become  overcon- 
fident, and  stop  fighting  before  the  campaign 
has  well  begun. 

WELCOME  TO  DR.  NICHOLSON 

From  the  first  it  has  been  tacitly  under- 
stood that  each  of  the  three  medical  schools 
in  the  state  is  to  be  represented  on  the  edi- 
torial board  of  the  North  Carolina  Medi- 
cal Journal.  To  fill  the  vacancy  created  by 
the  loss  of  Dr.  Josiah  Trent  of  the  Duke 
University  School  of  Medicine,  Dean  W.  C. 
Davison  suggested  Dr.  W.  M.  Nicholson.  A 
ballot  was  taken  by  mail,  and  the  members 
of  the  editorial  board  voted  unanimously  to 
accept  the  nomination  of  Dr.  Nicholson  to 
fill  out  Dr.  Trent's  unexpired  term. 

Dr.  Nicholson  is  a  native  North  Carolin- 
ian. He  graduated  from  Johns  Hopkins  in 
1931.  After  graduation  he  served  his  alma 
mater  as  intern,  assistant  in  pathology,  and 
assistant  in  medicine  before  coming  to  Duke, 
where  he  is  now  assistant  professor  of  medi- 
cine. Dr.  Nicholson  is  a  well  qualified  intern- 
ist whose  major  interest  is  diabetes.  He  will 
follow  able  predecessors  —  Dr.  Fred  M. 
Hanes,  Dean  W.  C.  Davison,  and  Dr.  Joe 
Trent — but  he  will  doubtless  make  his  own 
place  on  the  editorial  board. 
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Committees  amid  Orgsiumsithons 


COMMITTEE  ON  VENEREAL  DISEASE* 

PENICILLIN  IN  THE  TREATMENT 
OF  SYPHILIS 

Fred  G.  Pegg,  M.D. 
Winston-Salem 

During  the  past  ten  years  the  treatment 
of  syphilis  has  been  completely  revolution- 
ized and  has  been  in  a  constant  state  of 
change.  Not  once  has  it  been  possible  to 
write  out  a  schedule  and  say :  "This  is  the 
accepted  method  for  the  treatment  of  syphi- 
lis, and  it  is  very  likely  to  remain  so  for 
some  time."  However,  this  statement  does  not 
mean  Ihat  syphilis  cannot  be  treated  success- 
fully and  without  any  great  difficulty ;  in 
fact,  the  treatment  of  syphilis  is  simpler  and 
more  satisfactory  now  than  ever  before. 

When  penicillin  first  came  into  use,  it  was 
necessary  to  give  injections  every  two  to  four 
houi's  to  maintain  a  satisfactory  blood  level. 
For  this  reason,  a  great  majority  of  patients 
with  syphilis  have  been  treated  in  special 
government  hospitals  (Rapid  Treatment 
Centers).  Since  the  development  of  the  slow- 
ly absorbed  products  of  penicillin  have  now 
made  it  possible  to  treat  syphilis  on  an  am- 
bulatory basis,  it  appears  certain  that  a 
greater  number  of  cases  are  going  to  be 
treated  in  the  private  physician's  oflJice  and 
in  the  local  public  health  clinics. 

While  this  method  is  satisfactory,  it  must 
be  pointed  out  that  such  a  change  may  result 
in  a  lowering  of  the  over-all  efliciency  of  the 
venereal  disease  control  program,  unless  the 
private  physicians  and  clinic  personnel  who 
treat  these  cases  accept  the  full  responsibility 
of  contact  investigation  and  follow-up  of  sus- 
pected individuals.  This  is  true  because  the 
Rapid  Treatment  Centers  have  made  special 
efl'orts  to  find  the  source  of  infection  of  those 
individuals  they  have  treated,  and  have  been 
to  a  great  extent  successful  in  doing  so.  This 
method  of  case  finding  is  essential  in  stop- 
ping the  spread  of  the  disease,  and  the  local 
clinics  and  physicians  .should  not  fail  to  use 
it  to  the  fullest  extent. 


'Members  of  the  CoTiiriiittee  on  Vcncroiil  Disease  are  Dr. 
Millard  H.  Betliel  of  Clinrlotte,  Dr.  Malcolm  T.  Foster  of  Fay- 
etteville,   ami  Dr.   Kred   (i.  ]\-xk  of  Wiusloii  Salem,  ehairman. 


Advantages  of  PenicUUn 

While  the  percentage  of  cures  obtained  by 
penicillin  therapy  is  no  greater  than  that 
with  the  older  method  of  treatment,  its  ease 
of  administration,  greater  safety,  and  more 
rapid  results  have  made  penicillin  far  super- 
ior to  any  other  drug  available.  Anyone 
who  has  had  experience  in  treating  syphilis 
with  arsenicals  and  bismuth  recognizes  the 
difliculties  involved.  Treatment  had  to  be 
given  continuously  over  a  period  of  twelve  to 
fifteen  months.  Injections  were  painful ; 
minor  reactions  were  common ;  and  serious 
reactions,  such  as  arsenical  dermatitis  and 
hemorrhagic  encephalitis,  were  not  too  rare. 
As  a  result,  not  more  than  25  or  30  per  cent 
of  patients  with  syphilis  ever  completed  this 
course  of  treatment.  The  use  of  penicillin 
eliminates  mo.st  of  these  difficulties,  and  it 
is  now  possible  to  keep  almost  100  per  cent  of 
patients  under  treatment  for  the  necessary 
period  of  time. 

Cautinvf;  to  Be  Observed 

While  penicillin  has  greatly  simplified  the 
treatment  of  syphilis  and  has  to  a  great  ex- 
tent eliminated  the  serious  treatment  re- 
actions, it  is  a  very  potent  drug  and  is  just 
as  likely  to  produce  a  Herxheimer  reaction 
as  are  the  arsenicals.  For  this  reason  pa- 
tients who  have  late  syphilis  (infection  of 
more  than  four  years'  duration),  with  pos- 
sible involvement  of  the  cardiovascular  sys- 
tem, pharynx,  or  central  nervous  system, 
must  be  given  a  preliminary  course  of  bis- 
muth for  several  weeks  prior  to  penicillin 
treatment. 

Treatment  of  the  Various  Types  of  Si/philis 

The  term  "early  syphilis"  is  applied  to  an 
infection  that  has  been  present  less  than 
four  years,  and  includes  primary,  secondary, 
and  early  latent  cases.  In  these  stages  the 
patient  is  infectious  or  potentially  infectious, 
and  treatment  should  be  directed  not  only 
toward  producing  a  complete  cure,  but  also 
toward  stopping  the  spread  of  the  disease. 
As  a  general  rule,  such  patients  do  not  have 
any  serious  involvement  of  the  cardiovascu- 
lar system,  brain,  or  other  important  organs, 
and  should  be  treated  intensively  and  imme- 
diately in  an  efi'ort  to  eradicate  the  infection 
completely.  It  is  true  that  many  of  the  pa- 
tients develop  a  Herxheimer  reaction  during 
the   first   twenty-four   hours   of   treatment. 
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They  will  have  fever  and  considerable  ma- 
laise, and  the  lesions  and  rash  may  become 
more  pronounced.  Patients  should  be  warned 
ahead  of  time  to  expect  this  reaction,  and 
assured  that  it  will  not  follow  subsequent 
treatments. 

Penicillin  is  extremely  useful  in  treating 
late  iiei-voits  stjatcni  suphilis.  The  results 
here  are  perhaps  not  superior  to  those  ob- 
tained from  fever  and  malaria,  but  the 
greater  safety  and  ease  of  treatment  again 
make  it  much  more  desirable  to  use.  Penicil- 
lin gives  best  results  in  asymptomatic,  pre- 
paretic,  and  paretic  types  of  infection.  Such 
patients  with  late  syphilis  may  also  have 
cardiovascular  involvement  or  other  late  le- 
sions, and  preliminary  treatment  with  bis- 
muth should  be  given  prior  to  penicillin 
therapy. 

Suphilia  in  pi-eg}unicij.  Penicillin  gives  very 
excellent  results  in  both  mother  and  child. 
Treatment  should  be  given,  regardless  of  the 
period  of  pregnancy  in  which  the  diagnosis 
is  made.  If  treatment  is  given  early,  the  pa- 
tient should  be  carefully  watched  during  the 
later  stages  of  pregnancy,  as  a  relapse  may 
sometimes  occur.  It  should  also  be  kept  in 
mind  that  a  positive  blood  test  on  blood  ob- 
tained from  the  umbilical  cord  does  not  nec- 
essarily mean  that  the  baby  has  syphilis.  It 
may  reflect  the  mother's  serology  rather 
than  the  baby's. 

Congenital  syphilis  responds  well  to  treat- 
ment with  penicillin.  Syphilitic  babies  often 
have  an  extensive  degree  of  infection  and 
are  actually  ill.  In  such  cases  a  large  dose  of 
penicillin  may  cause  a  fatal  Herxheimer  re- 
action. Great  care  must  be  exercised  in 
treating  the  very  sick  syphilitic  baby. 

In  the  types  of  syphilis  so  far  discussed, 
treatment  with  penicillin  has  been  exten- 
sively studied  and  has  given  very  good  re- 
sults; however,  in  late  latent  syphilis  and 
late  active  syphilis  with  cardiovascular  in- 
volvement, gummatous  lesions,  and  so  forth, 
relatively  few  cases  have  been  studied  and 
the  results  of  treatment  are  not  so  well 
known.  Certainly  the  late  active  lesions  re- 
spond to  penicillin,  and  most  such  cases  can 
be  treated  satisfactorily  after  a  preliminary 
course  of  bismuth.  As  a  general  rule,  it  is 
best  to  follow  the  old  adage :  In  early  syphi- 
hs,  treat  the  disease;  in  late  syphilis,  treat 
the  patient.  If  the  patient  is  very  old  or  has 
extensive    syphilitic    involvement,    penicillin 


should  be  used  cautiously,  and  in  some  cases 
not  at  all.  In  treating  either  late  active  or 
late  latent  cases,  the  serologic  test  is  of  little 
value  in  judging  the  result  of  treatment.  In 
many  of  the  cases  the  serology  will  remain 
positive  over  a  period  of  several  years,  and 
in  some  cases  permanently. 

T)-eatnicnt  Schedules 

Since  penicillin  was  first  employed  in  the 
treatment  of  syphilis,  a  constant  series  of 
experiments  have  been  carried  on  in  an  ef- 
fort to  find  the  most  satisfactory  treatment 
schedule.  Siich  experimentation  is  still  in 
progress  and  will  continue.  So  far  it  is  im- 
possible to  say  which  schedule  of  treatment 
will  be  found  best;  but  certain  general  prin- 
ciples have  been  learned  which,  if  followed, 
will  assure  good  results. 

Cases  of  early  syphilis  in  its  various 
stages  respond  most  readily  to  treatment 
with  penicillin.  The  late  active  cases  are 
somewhat  more  resistant,  and  in  cases  of 
late  syphilis  of  the  central  nervous  system, 
the  size  of  the  dose  must  be  definitely  in- 
creased and  the  time  of  treatment  prolonged. 

The  minimum  treatment  for  early  syphilis 
is  300,000  units  of  procaine  or  other  slowly 
absorbed  penicillin  daily  for  a  period  of  ten 
days,  and  it  is  perhaps  better  to  continue 
treatment  for  twelve  or  fifteen  days.  The 
same  results  could  probably  be  obtained  by 
giving  600,000  units  of  procaine  penicillin  in 
oil  and  aluminum  monostearate  every  third 
day  for  the  same  period  of  time. 

In  the  treatment  of  late  syphilis,  the  dos- 
age should  be  increased  so  that  a  total  of 
4,000,000  to  6,000,000  units  of  penicillin  are 
given,  and  treatment  should  be  continued  for 
fifteen  to  eighteen  days. 

In  treating  late  syphilis  of  the  central 
nervo'ts  system,  a  minimum  of  6,000,000 
units  should  be  given  and  the  time  of  treat- 
ment extended  to  eighteen  or  twenty-one 
days.  Six  hundred  thousand  units  in  alumi- 
num monostearate  given  every  other  day  for 
twenty-one  days  would  be  a  satisfactory 
schedule. 

Since  neither  penicillin  nor  any  other 
known  drug  will  cure  every  case  of  syphilis, 
it  is  necessary  to  keep  all  treated  patients 
under  observation  in  order  to  evaluate  re- 
sults, and  to  give  further  treatment  if  neces- 
sary. This  is  particularly  true  in  cases  of 
early  syphilis,  since  relapses  may  be  expected 
in  some  15  per  cent  of  these  patients.    This 


84 


NORTH   CAROLINA   MEDICAL  JOURNAL 


Feliruary,   1941) 


follow-up  is  imijortant  not  only  for  the  pa- 
tient's well  being,  but  also  from  the  public 
health  point  of  view.  A  large  number  of  the 
patients  who  have  a  relapse  will  become  in- 
fectious again  and  maj-  serve  to  spread  the 
disease  to  others. 

In  early  syphilis  quantitative  blood  tests 
made  at  thirty-day  intervals  offer  the  best 
method  for  judging  the  patient's  progress. 
In  a  great  majority  of  cases  the  serologic 
titer  will  gradually  decline  and  the  reaction 
will  become  negative  in  five  to  eight  months; 
however,  in  some  patients  the  decline  will  be 
slower,  or  the  blood  test  may  remain  very 
weakly  positive.  Such  cases  should  not  be 
regarded  as  treatment  failures,  but  should 
be  watched  carefully.  Many  of  them  will 
eventually  become  negative. 

In  cases  of  relapse  the  serologic  titer  will 
almost  invariably  rise  rather  sharply,  and 
clinical  signs  of  syphilis  will  often  develop. 
Such  individuals  should  be  re-treated  with 
an  increased  amount  of  penicillin  given  over 
a  longer  period  of  time.  Where  the  only 
evidence  of  relapse  is  a  rise  in  serologic 
titer,  the  test  should  be  repeated  in  order  to 
rule  out  an  error. 

1.  Penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis,  and  the  slowly  ab- 
sorbed preparations  make  it  possible  to  give 
satisfactory  treatment  to  ambulatory  pa- 
tients. 

2.  It  is  the  responsibility  of  the  private 
practitioner  or  clinic  personnel  to  carry  out 
contact  investigation  on  ijatients  with  infec- 
tious syphilis  in  order  to  minimize  the  spread 
of  the  disease. 

3.  Preparatory  treatment  with  bismuth 
must  be  given  patients  with  late  syphilis, 
since  penicillin  will  cause  a  Herxheimer  re- 
action just  as  readily  as  the  arsenicals. 

4.  Different  treatment  schedules  should 
be  used  for  the  different  types  of  syphilis : 

a.  Earhj  syphilis.  Give  300,000  units 
of  procaine  penicillin  daily  for 
twelve  or  fifteen  days,  or  600.000 
units  of  procaine  penicillin  in  oil  and 
aluminum  monostearate  every  third 
day  for  the  same  period  of  time. 

b.  Late  active  or  late  latent  siiphilis. 
Give  4,000,000  to  6,000,000  units 
over  fifteen  to  eighteen  days. 

c.  Late  suphilis  of  the  central  neiTOus 
system.  Give  at  least  6,000,000  units 


over  eighteen  to  twenty-one  days. 
5.    Observation  of  the  treated   patient   is 
very  important. 
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North  Carolina  Academy  of  General 
Practice 

The  first  annual  meeting  of  the  North  Carolina 
Chapter  of  the  American  Academy  of  General  Prac- 
tice will  be  held  in  Charlotte  at  the  Hotel  Charlotte 
on  Monday,  March  28.  The  scientific  program  will 
be  presented  by  outstanding  men  in  the  fields  of 
pediatrics,  medicine,  surgery,  psychosomatic  medi- 
cine, obstetrics  and  gynecology,  and  general  pi'actice. 
The  speakers  are  Dr.  Samuel  F.  Ravenel  of  Greens- 
boro, Dr.  George  T.  Harrell  of  Winston-Salem.  Dr. 
R.  L.  Sanders  of  i\Iemphis,  Tennessee,  Drs.  Maurice 
GreenhiU  and  F.  B.  Carter  of  Durham,  and  Dr.  J. 
Street  Brewer  of  Roseboro. 

Mr.  Mac  F.  Cahal,  executive  secretary  of  the 
American  Academy  of  General  Practice,  will  make 
the  principal  address  at  the  banquet,  to  be  held  at 
7:.30  in  the  ballroom  of  the  Hotel  Charlotte.  Honored 
guests  will  be  Dr.  W.  L.  Pressly  of  Due  West.  South 
Carolina,  this  year's  winner  of  the  A.M..\.  General 
Practitioner  award,  and  Dr.  .J.  0.  Boyd  of  Roanoke, 
Virginia. 

An  informal  reception  for  the  wives  and  other 
guests  will  be  held  Sunday  night  in  the  Rose  Room 
of  the  Hotel  Charlotte. 


State  Board  of  Medical  Examiners 

The  North  Carolina  Board  of  Medical  Examiners 
will  meet  at  the  Carolina  Hotel,  Pinehurst,  on  Mon- 
day, May  9,  for  the  purpose  of  interviewing  appli- 
cants for  licensure  by  endorsement.  The  board  will 
convene  at  10  a.m. 

The  annual  written  examination  will  be  held  at 
the  Sir  Walter  Hotel,  Raleigh,  June  23-25.  Appli- 
cants will  be  interviewed  for  licensure  by  endorse- 
ment on  Friday,  June  24. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  annual  meeting  of  the  North  Carolina  Tuber- 
culosis Association  will  be  held  during  the  week  of 
April  18  at  the  Robert  E.  Lee  Hotel  in  Winston- 
Salem.  Among  tlie  members  of  the  planning  com- 
mittee are  Drs.  W.  R.  Parker,  P.  A.  Yoder,  W.  E. 
Cook,  J.  H.  McNeill,  Stuart  Willis,  J.  J.  Combs,  J.  S. 
Hiatt,  and  H.  F.  Easom,  chairman. 


TRI-ST.A.TE  Medical  Association 

The  Tri-State  Medical  Association  of  the  Caro- 
linas  and  Vii-ginia  held  its  semi-centennial  meeting 
in  Williamsburg,  Virginia,  February  21  and  22. 
Among-  those  taking  part  on  the  program  were  Dr. 
Walter  Kempner  of  Durham,  Dr.  R.  B.  Davis  of 
Greensboro,  and  Dr.  Fred  R.  Klenner  of  Reidsville. 
Dr.  W.  H.  Pott  of  Greenville  is  a  vice  president  of 
the  organization,  and  Dr.  J.  M.  Northington  of 
Charlotte  is  secretary-treasurer.  Councilors  include 
Dr.  Grady  Dixon  of  Ayden.  Dr.  R.  E.  Brooks  of  Bur- 
lington, and  Dr.  C.  M.  Gilmore  of  Greensboro. 
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News  Notes  from  the  Uuke  University 
School  of  Medicine 

A  book  describing  "neuropathological  changes  of 
peripheral  nerves  in  war  wounds,"  written  jointly 
by  a  Duke  University  and  a  University  of  California 
doctor,  has  just  been  released  by  W.  B.  Saunders  and 
Company.  Dr.  Barnes  Woodhall,  professor  of  neuro- 
surgery at  the  Duke  University  School  of  Medicine, 
and  Dr.  William  R.  Lyons,  associate  professor  of 
anatomy.  University  of  California  !\Iedical  School, 
are  the  authors. 

Dr.  Barnes  W^oodhall  also  sei-ved  as  chairman  of 
the  National  Research  Council  Peripheral  Nerve 
Study  Group,  meeting  in  Chicago  February  1  and  2. 


A  new  book  for  laymen,  entitled  "Facts  about  the 
Change  of  Life,"  by  Dr.  E.  C.  Hamblen,  professor  of 
endocrinology,  has  recently  been  released  by  Charles 
C.  Thomas.  Dr.  Hamblen  has  just  completed  a  three- 
week  lecture  tour  throughout  Western  cities. 


Dr.  Oscar  Hansen-Pruss,  chief  of  the  allergy  clinic 
and  professor  of  medicine,  was  elected  vice  president 
of  the  Southeastern  Allergy  Association  at  an  elec- 
tion held  during  the  meeting  of  the  association  in 
Durham  recently. 


Dr.  Guy  Odom,  associate  professor  of  neurosur- 
gery, will  participate  in  a  panel  discussion  on  cancer 
of  the  brain  at  a  National  Cancer  Conference  of  the 
American  Cancer  Society  held  in  Memphis,  Tennes- 
see, on  February  25,  26,  and  27. 


Several  physicians  from  the  Duke  University 
School  of  Medicine  attended  the  meetings  of  the 
Southern  Society  for  Clinical  Research  and  the  Am- 
erican Federation  for  Clinical  Research  in  New- 
Orleans.  January  28-29.  Dr.  Paul  F.  Maness,  Dr. 
Albert  Z.  McPherson,  Dr.  Robert  Grayson,  Dr.  J.  D. 
Myers,  Dr.  John  B.  Hickam,  Dr.  Wayne  Rundles, 
Dr.  Herbert  J.  Fox,  and  Dr.  Keith  Grimson  pre- 
sented papers. 

The  G5th  General  Hospital  has  been  activated  re- 
cently at  the  Duke  University  School  of  Medicine  as 
an  army  reserve  unit,  with  Dean  W.  C.  Davison  as 
commanding  officer.  Dr.  Davison  holds  a  colonel's 
commission  in  the  Army  Medical  Reserve  Corps. 

Organization  of  the  unit  at  Duke  is  part  of  a 
program  of  the  Surgeon-General  of  the  U.  S.  Army, 
whereby  resei-ve  units  composed  of  men  who  have 
had  experience  working  together  are  organized  for 
service. 

Dr.  Patrick  L.  Mollison,  world-renowned  English 
authority  on  blood  research,  spoke  at  the  Duke  Hos- 
pital amphitheatre  on  January  13.  His  subject  was 
"Survival  of  Transfused  Red  Blood  Cells." 


Duke  North  Carolina  Postgraduate 
Medical  Course 

A  postgraduate  course  for  North  Carolina  doctors 
will  be  held  at  the  Duke  University  School  of  Medi- 
cine, March  21-24.  The  schedule  of  classes,  which 
will  be  held  in  the  Duke  Hospital  Amphitheatre,  is 
as  follows: 


Monday,   March   21 

8:00-  9:45 — Registration 
9:45-10:00 — Welcome 
10:00-12:00 — Some  Phases  of  Recent  Advances  in  the 

Physiology  of  Circulation 
12:00-  2:00— Lunch 
2:00-  3:00 — An   X-Ray   Demonstration  of  Common 

Cardiac  Lesions 
3:00-  4:00— A  Demonstration  of  the  Pathology  of 

Common  Cardiac  Lesions 
4:00-  5:00 — A    Discussion    of    Electrocardiographic 

Interpretation 
7:00-  9:00— Round  Table  Discussion  of  the  Therapy 

of  the  Cardiac  Patient 

Tuesday,  March  22 

9:00-10:00— A  Discussion  of  the  Patient  with 

Cardiac  Neurosis 
10:00-12:00 — Clinical   Demonstration   of   Patients 

with  Cardiac  Disease 
12:00-  2:00— Lunch 
2:00-  3:00 — A   Discussion   of   Diagnostic    Methods 

in  Allergic  Diseases 
3:00-  4:00 — Demonstration    of   Patients    with 

Allergic  Diseases 
4:00-  5:00 — Therapy  in  Allergic   Diseases 
7:00-  9:00— Round   Table   Discussion   of   Office 

Laboratory  Procedures 

Wednesday,  March  23 

9:00-10:00— Clinical  Application  of  the  Newer 
Drugs 
10:00-11:00 — Discussion    of   the    Sympathicolytic 

Drugs 
11:00-12:00 — Surgery    of   the    Sympathetic    Nervous 

System 
12:00-  2:00— Lunch 
2:00-  3:00 — Discussion   of   Back   Pain 

X-Ray  Interpretation 
3:00-  4:00— Discussion  of  Back  Pain 

Orthopaedic  Aspect 
4:00-  5:00— Discussion  of  Back  Pain 

Neurosurgical  Aspect 
7:00-11:00 — Barbecue  at  Josh  Turnage's 

Thursday,   March   24 

9:00-10:00— Anatomy  of  the   Chest 

(Lantern  Slides  and  Movies) 
10:00-11:00 — X-Ray  Interpretation   of   Some 

Pulmonary  Diseases 
11:00-12:00 — Primary  Tuberculosis  in  the  Adult 
12:00-  2:00— Lunch 
2:00-  3:00 — Suppurative  Diseases  of  the  Lung 
3:00-  4:00 — Clinico-Pathological    Conference 

Participating  faculty^  members  are  Drs.  Lenox  D. 
Baker,  George  J.  Baylin,  John  T.  Cuttino,  Susan  C. 
Dees,  Wiley  D.  Forbus,  Keith  S.  Grimson,  0.  C. 
Hansen-Pruss,  James  P.  Hendrix,  John  B.  Hickam, 
Joseph  E.  Markee,  Elijah  E.  Menefee,  Jr.,  Jack  D. 
Myers,  William  M.  Nicholson,  Guy  L.  Odom,  Edward 
S.Orgain,  Robert  J.  Reeves,  David  T.  Smith,  and 
Eugene  A.  Stead,  Jr. 

Registration  will  be  held  in  Duke  Hospital  at  the 
dean's  office;  the  registration  fee  is  $25.00.  Rooms 
are  available  in  the  University  dormitories  at  $1.50 
per  day.  Synopses  of  lectures  will  be  provided  to 
each  participant,  and  certificates  of  attendance  will 
be  issued.  Inquiries  should  be  addressed  to  Duke 
Hospital,  Box  3701,  Durham,  N.  C. 


so 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Parker  R.  Beamer,  a  member  of  the  depart- 
ment of  pathology  of  the  Washington  University 
Medical  School  in  St.  Louis,  Missouri,  has  been  ap- 
pointed professor  of  microbiology  and  immunology 
and  associate  professor  of  pathology  at  the  Bow- 
man Giay  School  of  Medicine,  and  will  assume  his 
duties  there  on  July  1.  Dr.  Dorothy  M.  Tuttle  is 
serving'  as  acting  director  of  the  department  until 
Dr.  Reamer's  appointment  becomes  effective.  Other 
lecent  appointments  include:  Dr.  John  W.  Frazier 
of  Salisbury,  assistant  in  clinical  urology;  Dr.  Ruth 
O'Neal  and  Dr.  Martha  K.  Reese,  assistants  in  clini- 
cal pediatrics;  Dr.  A.  Benjamin  Denison,  associate 
in  physiology  and  pharmacology;  Dr.  William  B. 
Alsup,  assistant  in  clinical  otorhinolarvngologv;  and 
Dr.  Henry  L.  Valk,  Dr.  William  Jack  Hunt  of  High 
Point,  Dr.  E.  Reid  Bahnson,  and  Dr.  A.  J.  Tannen- 
baum  of  Greensboro,  assistants  in  clinical  medicine. 

Dr.  Richard  Masland  has  been  promoted  to  the 
position  of  associate  professor  of  neuropsychiatry 
in  charge  of  neurology,  and  Dr.  J.  Maxwell  Little 
has  been  promoted  to  the  position  of  professor  of 
pharmacology  and  associate  professor  of  physiology. 
Dr.  Katherine  H.  Anderson  is  now  assistant  pro- 
fessor of  clinical  pediatrics  and  Dr.  Elizabeth  Conrad 
is  instructor  in  clinical   pediatrics. 

Dr.  Harold  D.  Green,  director  of  the  department 
of  physiology  and  pharmacology,  presided  at  ses- 
sions of  the  third  annual  meeting  of  the  Southern 
Society  for  Clinical  Research  held  in  New  Orleans, 
Louisiana,  on  January  28  and  2;).  In  his  presidential 
address,  he  discussed  the  importance  of  the  correla- 
tion of  teaching  between  various  departments — 
especially  physiology,  pharmacology,  and  pathology 
in  the  sophomore  year. 

Dr.  George  T.  Harrell,  Jr.,  professor  of  medicine, 
and  Dr.  Ernest  H.  Yount,  instructor  in  internal 
medicine,  also  attended  the  meetings,  and  Dr.  Har- 
rell presented  the  paper  which  they  prepared  on 
"Plasma  Volume  and  Extravascular  Thiocyanate 
Space  in  Experimental  Serum  Sickness  in  Rabbits." 

Eight  members  of  the  faculty  are  scheduled  as 
lecturers  for  the  Veterans  Administration  Hospital 
at  Mountain  Home,  Tennessee,  during  Februarv  and 
March.  They  are  Dr.  H.  H.  Bradshaw,  Dr.  Elbert 
.A.  MacMillan,  Dr.  J.  Maxwell  Little,  Dr.  Raymond 
Postlethwait,  Dr.  Robert  Lawson,  Dr.  Robert  Mc- 
Millan, Dr.  George  T.  Harrell,  and  Dr.  Ernest  Yount. 


Special  Fields  in  Public  Health  Nursing 

The  Department  of  Public  Health  Nursing,  School 
of  Public  Health  of  the  University  of  North  Caro- 
lina, again  offers  "Special  Fields  in  Public  Health 
Nursing."  The  course  will  cover  a  period  of  five 
weeks,  from  July  25  to  August  26,  1949.  Each  week 
will  be  devoted  to  lectures  and  discussion  of  one  sub- 
ject. The  Department  of  Public  Health  Nursing  is 
fortunate  to  secure  nationally  known  authorities  as 
consultants  in  their  respective  fields. 

Miss  Katherine  Nelson,  Instructor  in  Nursing  Ed- 
ucation (Cancer  Nursing),  Teachers  College,  Colum- 
bia University,  will  conduct  the  course  in  Cancer 
Control. 

Mrs.  Louise  Lincoln  Cady,  Coordinator  of  Nursing- 
Education  in  Connecticut  State  Sanatoria,  will  be 
the  instructor  in  Tuberculosis. 


Miss  Helen  Kaiser,  Director  of  Physical  Therapy, 
Duke  University  School  of  Medicine,  will  share  her 
knowledge  and  e.xperience  of  Orthopedics. 

Miss  Ruth  Gilbert,  Coordinator  of  Program  for 
Nurse  Mental  Hygiene  Consultants,  Teachers  Col- 
lege, Columbia  University,  will  teach  the  course  in 
Mental  Hygiene. 

Dr.  George  Lawton,  author  and  consulting  psy- 
chologist in  the  field  of  geriatrics,  brings  to  us  many 
stimulating  points  of  view  in  the  field  of  Geriatrics 
and  Gerontology. 

While  this  course  is  designed  especially  for  public 
health  nurses,  other  interested  people,  including 
community  workers,  social  workers,  health  educa- 
tors, and  teachers  are  invited  to  attend. 

For  admission  to  "Special  Fields  in  Public  Health 
Nursing,"  a  nurse  must  be  graduated  from  an  ap- 
proved school  of  nursing  and  also  registered.  Meet- 
ing the  regular  requirements  of  the  LTniversity  will 
be  necessary  for  non-nurse  students.  The  fee  for  the 
entile  course  of  five  weeks  will  be  $50.  The  charge 
for  one  week  of  instruction  will  be  $10.  Registration 
for  full-time  students  will  be  held  at  Stacy  Dormi- 
tory, July  24,  beginning  at  1  p.m.  Those  registering 
for  one  week  only  should  register  at  the  same 
place  on  the  Sunday  preceding  the  week  the  subject 
is  presented. 


News  Notes  from  the  State  Board 
OF  Health 

■  Appearing  before  the  Joint  Appropriations  Com- 
mittee of  the  General  Assembly,  Dr.  J.  W.  R.  Nor- 
ton, State  Health  Officer,  made  a  request  for  suffi- 
cient funds  to  build  up  a  local  health  program 
throughout  the  state,  in  keeping  with  what  he  be- 
lieves to  be  the  state's  obligation  to  the  people  back 
home.  "The  heart  of  our  proposed  public  health  plan- 
ning for  the  coming  biennium  lies  in  a  stepped-up 
program  of  local  health  activity,"  Dr.  Norton  told 
the  Committee.  He  continued:  "It  is  from  the  rural 
areas,  the  communities,  and  the  cities,  that  the  pleas 
for  more  adequate  service  are  issued.  Their  demands 
should  be  honored  first  of  all." 

"For  vital  local  health  work,  the  state  granted 
us,  in  each  of  the  past  two  years  $175,000  plus  a 
large  matching  sum,  earmarked  for  venereal  disease 
control  effort.  For  the  year  ahead,  we  are  asking 
$1,825,000." 

Dr.  Norton  called  North  Carolina's  local  health 
departments — "the  keystone  of  the  entire  preventive 
health  movement."  He  concluded  with  the  statement 
made  by  Governor  Scott,  in  his  inaugural  message: 
"I  would  guard  against  any  phase  of  this  health 
program  being  overemphasized  at  the  expense  of 
another.  In  increasing  provisions  for  the  treatment 
of  the  sick,  we  must  not  overlook  the  part  of  the 
medical  program  devoted  to  the  prevention  of  sick- 
ness as  carried  on  by  the  State  Board  of  Health." 

Recently  completed  morbidity  reports  for  1948 
show  that  diphtheria  cases  last  year  hit  an  all-time 
low,  with  only  519  reported  for  the  entire  year  as 
compared  witb  751  for  the  preceding  year.  The  pre- 
vious low  was  590  cases  reported  in  1946.  The  high- 
est number  of  diphtheria  cases  ever  reported  in  a 
single  year  was  8,136,  in  1922. 

There  were  only  3  cases  of  smallpox  in  1948. 
There  were  31  cases  of  amebic  dysentery  reported, 
as  compared  with  18  during  the  previous  year,  and 
37  cases  of  bacillary  dysentery,  compared  with  12 
the   preceding    year.    Only    6    cases    of    encephalitis 
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were  reported,  as  compared  with  5  in  1947.  There 
were  151  cases  of  malaria  last  year — an  increase 
over  the  total  of  137  reported  in"  1947.  Only  1,173 
cases  of  measles  were  reported  in  1948,  as  compared 
with  4,978  the  preceding  year.  Meningococcus  menin- 
gitis cases  last  year  totaled  76,  against  95  for  1947. 

For  the  first  time  since  1935,  there  was  an  in- 
crease in  the  number  of  typhoid  fever  cases  re- 
ported, the  total  for  1948  having  been  62,  as  com- 
pared with  48  in  1947.  Infantile  paralysis  manifested 
itself  in  2,518  cases  in  North  Carolina  during  1948, 
as  compared  with  only  300  in  1947. 

Rocky  Mountain  spotted  fever  attacked  74  per- 
sons during  the  year,  compared  with  88  in  1947. 
Scarlet  fever  cases  last  year  numbered  1,100,  com- 
pared with  1,167  the  preceding  year.  During  1948 
there  were  3,166  cases  of  pulmonary  tuberculosis 
uncovered  in  the  state,  as  compared  with  3,483  the 
preceding  year.  The  number  of  cases  of  whooping 
cough  declined — 1,977  against  2,983  the  preceding 
year.  ' 

Venereal  diseases  are  now  reportable  to  public 
health  authorities.  Last  year  7,341  cases  of  syphilis 
and  14,967  cases  of  gonorrhea  were  reported  in  the 
state. 


Carteret  County  Medical  Society 

At  the  regular  monthly  meeting  of  the  Cai'teret 
County  Medical  Society,  held  on  Januaiy  10,  Dr. 
William  A.  Smith,  director  of  the  State  Division  of 
Tuberculosis,  discussed  the  coming  .mass  x-ray  sur- 
vey for  Carteret  County,  to  begin  February  15. 
Following  the  scientific  program  the  annual  election 
of  officers  took  place.  Dr.  Frank  E.  Hyde  of  Beau- 
fort was  elected  president  to  succeed  Dr.  .J.  W. 
Morris  of  Morehead  City.  Dr.  S.  W.  Hatcher  of  More- 
head  City  was  elected  secretary-treasurer.  Dr.  B.  F. 
Royal  was  elected  delegate  to  the  State  Society.  The 
society  membership  accepted  without  dissent  the 
A.M. A.  $25.00  assessment  to  fight  socialized  medi- 
cine. The  meeting  was  held  at  the  Morehead  City 
hospital,  the  hospital  acting  as  host. 

Reported  by  N.  Thomas   Ennett,  M.D. 
Corresponding   Secretary 


News  Notes 

Dr.  Paul  B.  Folger  of  Dobson  died  at  Duke  Hos- 
pital on  January  16,  after  a  year's  illness.  He  was 
56  years  of  age. 

Drs.  Monroe  T.  Gilmour  and  Horace  H.  Hodges  of 
Charlotte  have  announced  the  opening  of  the  Gil- 
mour-Hodges  Clinic  for  internal  medicine  and  diag- 
nosis. 

Dr.  G.  Aubrey  Hawes  has  announced  the  associa- 
tion of  Dr.  Cecil  J.  Hawes  in  the  formation  of  the 
Hawes  Urology  Clinic  in  Charlotte. 


Dr.  G.  Frank  Johnson  has  opened  offices  in  Win- 
ston-Salem for  the  practice  of  radiology. 

The  Wilson  Clinic  of  the  Woodard-Herring  Hos- 
pital in  Wilson  has  announced  the  association  of 
Dr.  Edwin  A.  Rasberry,  Jr.,  for  the  practice  of  in- 
ternal medicine. 

;;:         :;:  ^         *  • 

Dr.  John  H.  Wentworth  of  New  Haven,  Connecti- 
cut, has  been  appointed  radiologist  at  The  Brooklyn 
Hospital.  He  was  radiologist  at  the  Norburn  Hos- 
pital in  Asheville.  before  coming  to  the  Brooklyn 
Hospital. 


American  Academy  of  General  Practice 

Many  members  of  state  and  county  medical  so- 
cieties have  written  to  their  journals  inquiring  as 
to  how  they  can  procure  application  blanks  for 
membership  in  the  American  Academy  of  General 
Practice.  The  national  headquarters  office  is  located 
at  231  West  47th  Street,  Kansas  City  2,  Missouri, 
and  Mr.  Mac  F.  Cahal  is  the  executive  secretary. 
Where  a  state  chapter  exists,  however,  blanks  must 
be  secured  from  its  secretary.  The  secretary  of  the 
North  Carolina  chapter  is:  Roscoe  D.  McMillan, 
M.D.,  Red  Springs,  N.  C. 

(BULLETIN'    BOARD    mXTIXLED    ON    PAGE    Bl) 


Catawba  Valley  Medical  Society 

Dr.  Guy  Odom  of  the  Duke  University  School  of 
Medicine  was  guest  speaker  at  a  dinner  meeting  of 
the  Catawba  Valley  Medical  Society  held  in  Lenoir 
on  February  1.  His  subject  was  "Neurological  Le- 
sions of  the  Spine  and  Low  Back  Pain."  Following 
his  talk  an  open  forum  discussion  on  proposed 
medical  legislation  was  held. 


Edgecombe-Nash  Counties  Medical 

Society 

The  monthly  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society  was  held  in  Rocky  Mount 
on  January  12.  Dr.  Guy  Odom  of  Duke  Hospital 
spoke  on  "Intractable  Pain." 


Forsyth   County  Medical  Society 

At  a  dinner  meeting  of  the  Forsyth  County  Medi- 
cal Society,  held  in  Winston-Salem  on  January  11, 
Dr.  Susan  Dees  of  the  Duke  University  School  of 
Medicine  spoke  on  "Allergy  Problems  in  Children." 


POSITION  WANTED 

SURGEON,  aged  33,  married,  finishing  five- 
year  surgical  residency  in  large  teaching 
.southeastern  hospital  which  is  connected  with 
a  medical  school  desires  a  permanent  associa- 
tion with  an  individual  or  a   clinic. 

Address  replies  to  "T" 

P.  O.  Box  456 
Winston-Salem,   N.   C. 


DOCTOR  WANTED 

Doctor  wanted  to  take  over  well  equipped, 
eight-room  doctor's  office,  with  well  established 
practice,  in  eastern  North  Carolina  town  of 
3000  population.  Eighteen  miles  distant  from 
modern  hospitals  on  route  301,  south. 

If  interested,  write 

Harrison  Drug  Company 
Enfield.  N.  C. 
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ANALYSIS  OF  NATIONAL  HEALTH 
INSURANCE   BILL 

In  a  letter  to  Mr.  E.  T.  McKeithan,  super- 
intendent of  the  Moore  County  Hospital  at 
Pinehurst,  Dr.  V.  K.  Hart  ot  Charlotte  has 
analyzed  the  new  national  health  insurance 
bill  now  before  the  Senate. 

Dear  Mr.  McKeithan: 

As  you  requested,  I  am  writing  you  a  brief 
synopsis  of  Senate  Bill  5.  Having  read  this 
bill  myself  in  detail,  I  am  thoroughly  famil- 
iar with  its  various  provisions. 

The  bill  provides  for  an  all-powerful  com- 
mittee of  five,  empowered  to  issue  any  regu- 
lation necessary  to  enforce  the  act.  Three 
of  the  five  are  appointed  by  the  President 
with  the  advice  and  counsel  of  the  Senate. 
Only  one  of  the  three  must  be  a  physician 
from  active  practice.  The  fourth  member  is 
the  Surgeon  General  of  the  Public  Health 
Service,  who  is  already  committed  to  state 
medicine.  The  fifth  member  is  a  so-called 
Commissioner  of  Security,  presumably  ap- 
pointed by  the  Federal  Security  Adminis- 
trator, Mr.  Oscar  Ewing.  It  is  obvious,  then, 
that  the  dentists  and  the  hospitals  have  no 
representation  on  this  committee,  and  that 
the  medical  profession  has  very  inadequate 
representation. 

There  is  also  provision  for  a  so-called  ad- 
visory committee  made  up  of  sixteen  mem- 
bers, all  of  whom  are  named  by  Mr.  Ewing. 
The  bill  specifically  states  that  a  majority 
of  this  committee  must  be  lay  people.  Only 
six  need  be  doctors  or  members  of  the  allied 
professions.  The  term  "allied  professions"  is 
very  elastic,  since  the  bill  also  provides  for 
chiropodists  and  optometrists !  In  fact,  under 
the  heading  "Auxiliary  Services,"  chiro- 
practors or  anyone  else  may  be  brought  in 
as  participants.  This  is  the  committee  which 
will  presumably  establish  the  standards  for 
specialists. 

The  bill  makes  a  very  dishonest  provision 
for  voluntary  health  organizations.  One  is 
led  to  believe  that  they  can  participate  as 
agencies  for  the  state  organizations.  How- 
ever, the  bill  specifically  states  that  no  pay- 
ment may  be  made  to  any  such  agency  in 
excess  of  what  would  be  paid  for  any  indi- 
vidual for  actual  hospitalization  and  medical 
care  if  he  were  not  a  member  of  such  agency. 


In  other  words,  there  is  no  provision  what- 
ever for  overhead.  Therefore,  since  this  bill 
will  take  over  on  a  tax  basis  85  per  cent  of 
the  population,  voluntary  health  organiza- 
tions cannot  possibly  survive. 

The  bill  theoretically  provides  for  the  free 
choice  of  physicians.  This  too  is  a  misrepre- 
sentation. The  bill  states  that  the  number  of 
patients  for  whom  a  doctor  cares  may  be 
limited.  In  the  event  that  patients  cannot 
get  on  the  panel  of  the  doctor  desired,  the  bill 
specifically  provides  for  their  allocation  to 
other  doctors.  This  allocation,  of  course,  will 
be  done  by  lay  committees. 

The  bill  states  that  the  physician  or  den- 
tist has  the  privilege  of  rejecting  any  patient. 
It  also  states,  however,  that  no  patient  may 
be  rejected  because  of  race,  creed,  or  color. 

In  this  connection,  money  may  be  with- 
held from  any  hospital  which  jiractices  seg- 
regation. This  means  that  our  hospitals  can 
be  forced  to  accept  not  only  Negro  patients 
but  also  Negro  interns. 

The  bill  also  states  that  the  doctors  in  any 
given  area  may  decide  by  majority  vote  the 
basis  on  which  to  be  paid.  This  may  be  a 
fee-for-service  basis,  jjer  capita  basis,  or  sal- 
ary basis.  This  statement  is  quite  mislead- 
ing, because  the  doctors  themselves  have  no 
say-so  whatever  in  the  fee  schedule.  In  fact, 
throughout  the  bill,  the  executive  committees 
or  executors  or  administrative  officers  are 
lay  people.  Here  and  there  provision  is  made 
for  professional  advisory  committees,  but 
such  committees  have  no  authority  whatever. 

As  I  understand  the  bill,  the  hospitals  will 
be  paid  on  a  cost  basis.  However,  since  all 
the  money  is  controlled  by  the  federal  gov- 
enmient,  it  will  undoubtedly  assume  control 
of  the  hospitals  and  dictate  the  policies.  This 
bill  is  to  be  financed  by  an  initial  appropria- 
tion— and  note  that  I  say  an  initial  appro- 
priation— of  3'^  per  cent  of  the  national 
payroll  up  to  1953.  This  will  amount,  on  our 
present  payroll  basis,  to  about  four  billion 
dollars  a  year.  Most  well  informed  people 
believe  that  the  cost  will  ultimately  be  at 
least  ten  billion  dollars  a  year. 

This  bill  provides  for  a  top-heavy  bureau- 
cracy, politically  controlled  from  Washing- 
ton down.  A  conservative  estimate  of  the 
number  of  people  who  will  be  added  to  the 
federal  payroll  is  500,000.  Some  authorities 
think  it  will  go  as  high  as  1,500,000.  A  con- 
servative estimate  is  that  it  will  take  one  em- 
ployed person  for  every  one  hundred  people 
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covered  by  insurance.  This  means  that  in  the 
state  of  North  Carolina  we  will  have  at  least 
30,000  employed  people  to  enforce  the  act. 
Twenty-four  to  50  per  cent  of  the  monies  col- 
lected will  go  into  purely  administrative  ex- 
penses. The  overhead  of  our  own  Blue  Cross 
organization  is  approximately  10  or  11  per 
cent. 

Although  the  bill  purposely  avoids,  at  the 
present  time,  stating  how  the  money  shall 
be  raised,  it  is  a  foregone  conclusion  from 
previous  bills  and  the  present  state  of  our 
tax  structure  and  tremendous  national  debt 
that  this  money  can  only  be  raised  on  a  pay- 
roll deduction  basis.  Most  authorities  esti- 
mate that  the  cost  will  eventually  be  a  6  per 
cent  employee  tax  and  a  6  per  cent  employer 
tax. 

One  of  the  worst  features,  according  to  my 
way  of  thinking,  is  the  fact  that  this  bill  will 
be  administered  by  the  Federal  Security 
Agency  on  the  same  basis  that  it  is  now  op- 
erating. In  other  words,  the  law  requires  no 
cash  reserve  but  only  that  the  money  be  in- 
vested in  government  securities.  As  a  busi- 
ness man,  you  can  appreciate  the  implication 
of  this.  It  simply  means  more  national  debt 
and  more  inflation  and  a  further  deprecia- 
tion of  our  currency. 

I  frankly  believe  that  the  enactment  of 
this  bill  in  its  present  form  will  be  a  catas- 
trophe to  the  medical  and  allied  professions, 
including  the  hospitals.  It  is  pure,  unadul- 
terated state  medicine,  which  has  failed 
everywhere  it  has  been  tried.  It  will  in- 
evitably involve  us  in  chaos,  confusion,  and  a 
tremendous  waste  of  public  money.  I  am  also 
convinced  that  it  will  alter  our  form  of  gov- 
ernment irrevocably.  It  is,  indeed,  a  serious 
situation. 

V.  K.  Hart,  M.D. 


BOOK  REVIEWS 


Sealtest    Introduces    Frozen    Eclairs 

A  new  ice  cream  eclair  has  just  been  developed 
by  Sealtest  and  is  being  introduced  in  stores  and 
restaurants  in  territories  served  by  Sealtest  com- 
panies  during  February. 

This  Sealtest  dessert  is  made  of  ice  cream  on 
fudge-covered  cake  and  covered  with  rich  dark  choc- 
olate. On  top  are  snowy  peaks  of  pure  whipped 
cream.  Each  eclair  is  an  individual  serving. 


A  new  improved  "Biolac,"  the  liquid  modified  milk 
for  infant  feeding,  was  introduced  during  the  Janu- 
ary 24-26  general  sales  meeting  of  the  Borden  Com- 
pany's Prescription  Products  Division  held  at  the 
Westchester  Country  Club,  Rye,  New  York.  Addition 
of  new  ingredients  has  given  the  Borden  product 
increased  stability,  lengthening  its  shelf  life  and 
improving  its  keeping  qualities. 


(ieneral  Endocrinology.  By  C.  Donnell 
Turner,  Ph.D.,  Associate  Professor  of  Zo- 
ology at  Northwestern  University.  604 
pages  with  164  figures.  Price,  $6.75.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1948. 

Dr.  Turner's  text  is  written  to  meet  the  needs  of 
beginning  students  of  endocrinology.  It  is  especially 
directed  to  those  who  are  concentrating  on  experi- 
mental biology.  He  presents  the  subject  as  a  funda- 
mental aspect  of  biologic  science,  rather  than  as  a 
medical  specialty.  Textbooks  and  symposia  on  endo- 
crinology are  intended  primarily  for  advanced  in- 
vestigators ai.d  practicing  physicians,  and  this  new 
book  IS  admirably  adapted  to  the  purpose  for  which 
u  was  intended. 

The  subject  matter  is  approached  from  an  experi- 
mental rather  than  a  clinical  point  of  view.  The  char- 
acterization and  treatment  of  clinical  endocrin- 
opathies  are  not  emphasized.  However,  much  which 
is  of  clinical  significance  may  be  gained  from  the 
study  of  Dr.  Turner's  text.  The  fundamental  infor- 
mation concerning  the  entire  field  of  endocrinology 
IS  clearly  and  concisely  presented.  The  text  is  a  use- 
iLil  and  complete  presentation  of  the  fundamental 
facts  and  of  the  experimental  biologic  methods  which 
have  been  used  in  studies  of  endocrinology. 


Progress  in  Neurology  and  Psychiatry, 
Vol.  3.  Edited  by  E.  A.  Spiegel,  M.D.  661 
pages.  Price,  $10.00.  New  York:  Grune  & 
Stratton,  1948. 

This  book  comprises  a  collection  of  thirty-seven 
reviews  of  the  current  literature  on  topics  in  neu- 
lology  and  psychiatry.  The  reviews  in  general  cover 
Uie  fields  of  the  basic  sciences,  neurology,  neuro- 
surgery, and  psychiatry. 

Each  review  is  written  by  an  author  well  quali- 
fied in  his  field,  and  is  not  merely  an  abstract  of 
papers  published  but  constitutes  a  running  account 
of  developments  within  the  field  under  discussion. 
The  book  has  achieved  extremely  wide  coverage  of 
the  field,  not  only  with  respect  to  the  topics  dis- 
cussed, but  also  with  respect  to  the  completeness  of 
material  covered  for  each  topic. 

As  such,  it  has  two  very  great  values.  The  first  is 
that  it  is  a  useful  reference  book  which  makes  it 
possible  in  a  few  minutes  to  find  out  whether  any 
new  work  has  been  published  on  a  given  topic  in 
the  field  of  neurology  and  psychiatry.  The  other 
is  that  it  serves  as  a  hasty  review  of  the  progress 
in  neurology  and  psychiatry  during  this  period  of 
time  (1946-1948).  It  is  probable  that  few,  if  any,  im- 
portant advances  in  neurology  or  psychiatry  during 
the  period  covered  have  not  been  mentioned  in 
this   review. 

It  is  felt  that  this  type  of  summary  is  probably 
preferable  to  a  simple  collection  of  abstracts,  since 
the  abstracts  are  not  necessarily  limited  to  those 
published  during  the  period  of  1947,  since  it  is  pos- 
sible in  this  type  of  summary  to  organize  the  ma- 
terial into  a  logical  sequence,  and  since  there  is  a 
possibility  for  discussing  the  implications  of  papers 
rather  tlian  simply  giving  the  factual  data  which 
they  contain. 
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Control  of  rain  in  Childbirth.  By  Clifford 
ti.  Lull,  l\LU.,  1<\A.C.S.,  i'M.C.S.,  Director, 
Jjivision  of  Obstetrics  and  Gynecology, 
rnuadelphia  Lying-ln  Unit,  Pennsylvania 
Hospital;  and  Kooert  A.  Hingson,  il.D., 
Ji'.i.C.S.,  F.A.C.A.,  1<U.C.A.,  Associate  Pro- 
fessor of  Obstetrics;  Anesthesiologist,  De- 
partment of  Obstetrics,  Johns  riopKins  Uni- 
versity and  Hospital.  Jid.  o,  revised  and  en- 
larged. 5:^2  pages,  with  171  figures  and  illus- 
tra Lions,  rrice,  .fl^.OO..  Philadelphia;  J.  H. 
Lippincott  Co.,  1948. 

In  the  new,  third  edition  of  this  fine  text,  the 
autnors  nave  attempted  to  bring  togeher  all  oi  tne 
available  inlormatioii  concerning  anesthesia,  anal- 
gesia, and  amnesia  as  they  are  practiced  in  obstet- 
rics, iney  hope  that  their  compilation  of  the  diversi- 
ned  and  exisiing  opinions  on  this  subject  will  pro- 
voKe  thought,  scientihc  investigation,  and  further 
evaluation  of  this  vital  problem.  In  their  attempt 
to  bring  all  valid  information  together,  they  have 
included  some  methods  which  are  in  little  use  at  the 
present  time,  and  others  which  are  controversial, 
xiowever,  the  clear  and  concise  presentation  of  tne 
material  leaves  little  to  be  desired,  and  the  reader 
should  have  no  doubt  concerning  the  indications, 
contraindications,  and  value  of  each  method. 

The  general  plan  of  the  book  is  the  same  as  that 
of  the  first  edition.  Fortunately  the  e.xcellent  schem- 
atic drawings  to  indicate  the  physiopharmacology 
of  the  various  agents  have  been  retained,  and  pro- 
vide an  opportunity  for  a  rapid  review  of  the  stimu- 
lating and  depressing  effects  of  various  agents  and 
the  antidotes  in  case  of  overdosage. 

Associate  contributors  have  been  called  upon  for 
sections  dealing  with  special  techniques.  The  chapter 
which  deals  with  the  early  care  of  the  newborn 
infant,  by  Dr.  Tom  Mitchell,  professor  of  pediatrics, 
ar.d  Dr.  James  G.  Hughes,  associate  professor  of 
pediatrics.  University  of  Tennessee  College  of  Medi- 
cine, is  excellent.  Every  physician  who  cares  for  ob- 
stetric patients  should  read  and  re-read  this  section. 

Unusual  emphasis  is  placed  upon  caudal  anes- 
thesia because  of  the  great  interest  of  the  authors 
in  this  procedure.  However,  a  complete  and  fair 
evaluation  of  the  other  methods  and  explicit  in- 
structions in  their  technique  are  included.  This  book 
should  be  a  part  of  the  library  of  every  physician 
practicing  obstetrics. 


Successful  Marriage.  Edited  by  i\Iorris 
Fishbein,  M.D.  and  Ernest  W.  Burgess, 
Ph.D.  547  pages.  Price,  $4.50.  New  York: 
Doubleday  and   Company,  Inc.,   1948. 

A  wealth  of  authoritative  material  has  been 
brought  together  into  a  single  volume  by  the  editors. 
Authorities  have  been  selected  upon  the  basis  of 
their  eminence  in  a  given  field  to  write  sections  for 
this  fine  book.  The  book  was  originally  prepared 
for  use  as  a  textbook  in  the  field  of  marriage  and 
marriage  counseling  in  undergraduate  medical 
schools.  Each  of  the  thirty-eight  contributors  to  this 
text  is  an  authority  in  his  field,  and  each  writes  with 
frankness  and  detail  about  one  phase  of  marital  re- 
lations. All  of  the  material  has  been  carefully  inte- 
grated by  Dr.  Fishbein  and  Dr.  Burgess  to  provide 
uniformity  and  readability. 

The  text  is  divided  into  five  major  sections,  which 
are  further  subdivided  into  individual  chapters.  The 
first  section,  "Preparation  for  Marriage."  deals  with 
the  premarital  problems  and  experiences  to  be  antic- 
ipated. The  chapters  include  the  wise  choice  of  a 
mate,  courtship  and  engagement,  and  premarital  sex 


relationships.  The  presentation  of  these  subjects  is 
frank  and  scholarly. 

Part  II,  "The  Marriage,"  is  an  excellent  presenta- 
tion dealing  with  the  anatomy  and  physiology  of  the 
sex  organs,  the  technique  of  marriage  relations, 
sexual  adjustment  in  marriage,  and  similar  subjects. 
Robert  L.  Dickinson,  G.  Lombard  Kelly,  0.  Spurgeon 
English  and  similar  authorities  are  the  authors  of 
the  chapters.  The  subjects  are  presented  clearly 
and  concisely,  and  this  section  is  invaluable  for  pre- 
marital reading. 

The  remaining  major  sections  discuss  conception, 
pregnancy  and  childbirth,  the  child  in  the  family, 
and  social  problems  of  sex  and  marriage.  A  large 
amount  of  material  is  included  which  every  phjsician 
should  have  at  his  fingertips  in  order  to  ansvi'er  cor- 
rectly many  social  questions  which  are  frequently 
asked  by  patients.  Outstanding  chapters  discuss 
problems  of  child  psychology,  adoption  of  a  child, 
masturbation,  divorce,  sex  behavior,  and  problems 
of  the  climacteric. 

Although  the  entire  text  is  lengthy,  each  chapter 
is  short,  clear  and  concise.  The  book  provides  suffi- 
cient premarital  counsel  for  the  intelligent  patient, 
and  can  be  recommended  for  every  physician,  be- 
cause of  its  practical  significance  in  medical  practice. 


The  Battle  of  the  Conscience.    By  Edmund 

Bergler,     M.D.     296    pages.     Price,     $3.75. 

Washington:  Washington  Institute  of  JMedi- 

cine,  1948. 
In  this  interesting,  deep  searching,  and  yet  read- 
able book,  Bergler  has  concentrated  and  enlarged 
upon  that  part  of  the  personality  which  Freud  called 
the  Super  Ego.  Freud  alluded  to  it  as  the  conscience 
or  the  system  of  guiding  ideals  that  was  constantly 
in  "battle"  with  the  Id  (primitive  drives)  and  even 
the  Ego  (conscious  awareness  of  self).  Freud  said 
that  the  Super  Ego  was  made  up  of  the  introjected 
ideals  of  those  in  authority  (usually  parents)  during 
the  early  formative  years  of  infancy  and  childhood. 
Karen  Horney,  knowing  the  full  meaning,  once  said 
that  the  Super  Ego  (conscience)  is  that  part  of  the 
personality  that  is  soltible  in  alcohol. 

Regardless  of  definition,  conscience  is  built  in 
(introjected)  during  early  childhood.  The  infant  is 
not  born  with  it,  but  absorbs  it  from  his  atmosphere. 
Why  does  this  system  of  ideals  make  us  Democrats 
or  Republicans,  iVIethodists  or  Baptists,  Missourians 
or  New  Englanders,  teetotalers  or  tipplers,  frigid  or  _ 
promiscuous,  isolationists  or  world  minded, capitalists' 
or  socialists?  Usually,  it  is  what  is  absorbed  from 
those  in  authority,  those  we  love,  those  we  identify 
ourselves  with,  or  those  we  rebel  against  in  our 
formative  years.  Bergler  points  out  that  not  only  is 
there  conflict  between  the  Super  Ego,  the  Ego  and 
the  Id,  but  that  naturally  there  is  a  developmental 
and  constantly  changing  battle  in  the  conscience  it- 
self. 

At  the  recent  International  Congress  on  Mental 
Health,  it  seemed  that  everyone  was  trying  to  say 
that  if  more  tolerant  and  broadminded  Super  Egos 
could  be  developed  in  coming  generations,  the 
chances  for  peace  in  this  one  world  would  be  much 
brighter.  Bergler's  book  throws  much  light  deep 
into  this  subject. 

It  is  a  challenging  book  for  doctors,  ministers, 
social  workers,  and  all  who  are  thinking  seriously 
about  our  human  behavior,  motives  and  goals;  but 
for  those  who  are  unfamiliar  with  or  antagonistic 
to  psychoanalytic  concepts,  the  reading  and  compre- 
hension may  be  slow  and  difficult.  The  idea  that 
there  is  an  "unconscious  conscience  presiding  within 
us  is  difficult  for  many  people  to  grasp  and  accept. 
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^\-H-("s  of  Siilfoiianiide  and  Antibiotic- 
Tliei-apy.  By  Penin  H.  Long,  M.D.,  F.R.C.P., 
Professor  of  Preventive  Medicine,  Jolms 
Hopkins  University  School  of  Medicine; 
Pliysician,  The  Johns  Hopkins  Hospital. 
231  pages.  Price,  $3.50.  Philadelphia  and 
London:  W.  B.   Saunders  Company,   1948. 

This  small,  pocket-sized  book  is  designed  for  use 
by  practicing  physicians.  The  author  gives  his  con- 
clusions on  the  basis  of  his  own  e.xperience  with 
chemotherapy  over  a  period  of  twelve  years.  He 
does  not  discuss  the  literature,  and  a  bibliography 
is  not  included.  Only  those  agents  of  proven  efficacy 
are  discussed.  The  first  portion  deals  with  the  vari- 
ous agents  used,  including  dosage  schedules  and  a 
discussion  of  the  clinical  pharmacology  and  toxic 
manifestations. 

The  greater  part  of  the  book  is  taken  up  with  an 
alphabetical  discussion  of  surgical  anil  medical  prob- 
lems, arranged  by  diseases  or  pathologic  states  such 
as  appendicitis,  meningitis,  and  pneumonia.  Under 
these  headings  there  are  etiologic  discussions  of  the 
various  agents  which  might  cause  the  condition. 
Other  types  of  disease  are  taken  up  solely  by  etio- 
logic agents,  as  gonococcal  infections,  tuberculosis, 
and  syphilis.  The  author  does  not  hesitate  to  note 
when  chemotherapy  is  not  indicated. 

The  conclusions  are  conservative  and  sound.  The 
book  is  a  good,  concise  summary  of  present  knowl- 
edge. 
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Smith,  Kline  &  French  Laboratories  of  Phila- 
delphia has  awarded  in  U)48  a  total  of  seventy-three 
grants  amounting  to  .$314,761  in  support  of  medical 
research,  according  to  an  announcement  by  Mr.  W. 
Furness  Thompson,  vice  president  in  charge  of  re- 
search. Twenty-seven  of  these  grants  were  made  to 
twenty  medical  schools,  and  the  balance  to  institutes, 
clinics  and  individual  investigators. 


Schering   First   to   Introduce    Gramicidin 

(Sramicidin,  the  principal  active  fraction  of  the 
antibiotic  agent,  tyrothricin,  has  been  made  avail- 
able commei-cially  to  the  medical  profession  for  the 
first  time. 

Mr.  Francis  C.  Brown,  president  of  Schering  Corp- 
oration, pharmaceutical  manufacturers  of  Bloom- 
field,  N.  J.,  has  announced  the  release  of  several 
dosage  forms  of  pure  potent  gramicidin.  Under  the 
name  "Gramozets"  troches  containing  gramicidin 
and  benzocaine  are  supplied  for  the  palliation  and 
-treatment  of  susceptitjle  mouth  and  throat  infec- 
tions; "Graminasin,"  an  antibiotic  nasal  decongest- 
ant, contains  in  aqueous  solution  gramicidin  and 
desoxyephedrine  hydrochloride;  "Gramoderm"  is 
gramicidin  in  Proeutan,  Schering's  new,  hypo-aller- 
genic,  penetrating  base.  Gramoderm  is  extremely  ef- 
fective in  the  therapy  of  impetigo  and  other  skin  in- 
fections due  to  gram-positive  organisms. 


Postgraduate  Course  in  Pulmonary 
Diseases 

The  American  Trudeau  Society,  in  cooperation 
with  Emory  University  School  of  Medicine,  is  spon- 
soring a  postgraduate  course  in  pulmonary  diseases 
to  be  held  in  Atlanta,  Georgia,  April  4-9.  Among 
the  members  of  the  participating  faculty  are  Drs. 
J  E.  .Alarkee  and  David  T.  Smith  of  Durham,  Dr. 
J.  D.  Murphy  of  Oteen,  and  Dr.  H.  S.  Willis  of  Mc- 
Cain. Dr.  Willis  is  co-chairman  of  the  regional  sub- 
committee of  the  American  Trudeau  Society  which 
is  responsible  for  the  course;  other  members  of  the 
subcommittee  include  Dr.  W.  Reece  Berryhill  of 
Chapel  Hill,  Dr.  Howaid  H.  Bradshaw  of  Winston- 
Salem,  and  Dr.  David  T.   Smith  of  Durham. 

Applicants  should  write  directly  to  the  American 
Trudeau  Society,  1790  Broadway,  New  York  19,  for 
application  blanks.  The  fee  for  the  course  is  $50. 


Georgia  Society  of  Ophthalmology 
AND  Otolaryngology 

The  annual  meeting  of  the  Georgia  Society  of 
Ophthalmology  and  Otolaryngology  will  be  held  at 
the  General  Oglethorpe  Hotel  in  Savannah  on  March 
4-5,  1949.  Among  the  lecturers  is  Dr.  Oscar  C.  E. 
Hansen-Pruss  of  Durham,  who  will  speak  on  "Al- 
lergy of  the  Upper  Respiratory  Tract." 


Orientation  Course  in  Allergy 

The  American  Academy  of  Allergy,  in  cooperation 
with  the  University  of  Georgia,  will  sponsor  an 
orientation  course  in  allergy  from  March  7  through 
]\Iarch  11,  1949,  at  the  University  Medical  School  in 
Augusta,  Georgia.  This  course  is  under  the  direction 
of  Dr.  Leo  H.  Criep,  assisted  by  other  Fellows  of 
the  A-merican  Academy  of  Allergy,  and  a  distin- 
guished faculty. 

The  course  is  intended  for  internists  and  general 
practitioners,  dermatologists,  and  nose  and  throat 
men.  Enrollment  is  open  to  anyone  interested  and 
the  fee  is  $50.00.  Application  and  inquiries  should 
be  addressed  to  the  Executive  Office  of  The  Academy, 
208  East  Wisconsin  Avenue,  IMilwaukee  2.  Wisconsin. 


American  College  of  Allergists 

More  than  1000  physicians  interested  in  allergy 
from  North  America  and  abroad  are  expected  to 
attend  the  annual  meeting  of  the  American  College 
of  Allergists,  to  be  held  at  the  Palmer  House  from 
2  p.m.  April  14  to  5:30  p.m.  April  17.  The  papers 
will  range  from  the  most  practical  application  of 
diagnosis  and  therapy  in  allergic  diseases  to  inves- 
tigative  fields   of  great   importance. 

All  those  attending  the  annual  meeting-  are  re- 
quested to  make  their  own  hotel  reservations  directly 
with  the  Palmer  House.  A  block  of  rooms  has  been 
reserved  for  those  attending  the  meeting.  Please 
direct  all  correspondence  to  the  Reservation  Man- 
ager, Palmer  House,  Chicago  90,  Illinois  and  include 
your  arrival  snd  departure  time,  and  the  type  and 
rate  of  room  desired.  Be  sure  to  indicate  that  you 
are  attending  the  meeting  of  the  American  College 
of  Allei-gists. 
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Seminar  on  Immunity  and  Allergy 

A  seminar  on  immunity  and  allergy,  sponsored  by 
the  Medical  College  of  Virginia,  will  be  held  in  Rich- 
mond on  March  17  and  18.  Among  those  appearing 
on  the  program  will  be  Dr.  Wingate  M.  .Johnson 
of  Winston-Salem,  who  will  speak  on  "Allergy  in 
Relation  to  Medicine  as  a  Whole." 


Seminar  on  Diabetes 

In  cooperation  with  the  Department  of  Medicine 
of  the  Graduate  School  of  the  University  of  Florida 
and  the  Clinical  Society  of  the  Duval  County  Dia- 
betes Association,  the  United  States  Public  Health 
Service  is  presenting  a  seminar  on  diabetes  at  the 
George  Washington  Hotel,  Jacksonville,  Florida, 
March  28  and  29,  1949.  The  speakers  will  be  as 
follows:  Dr.  Charles  H.  Best,  Dr.  Elliott  P.  Joslin, 
Dr.  Joseph  H.  Barach,  Dr.  John  A.  Reed. 

Detailed  programs  will  be  sent  to  secretaries  of 
medical  societies  in  the  Southeastern  States  area  at 
a  later  date.  There  will  be  no  registration  fee.  Hotel 
reservations  should  be  made  through  Dr.  Malcolm 
J.  Ford,  Diabetes  Demonstration  Unit,  Box  210, 
Jacksonville,  Florida. 


Institute  on  "Problems  of  Aging" 

Washington  University  has  just  announced  an  in- 
stitute on  "Problems  of  Aging"  to  be  held  during 
the  Easter  holidays,  April  11  and  12,  on  the  Wash- 
ington University  campus,  St.  Louis,  Missouri.  The 
institute  is  being  sponsoi-ed  jointly  by  the  Medical 
School,  George  Warren  Brown  School  of  Social 
Work,  and  University  College,  the  division  of  adult 
education. 


American  Heart  Association 

Dr.  John  W.  Ferree  has  been  named  Director  of 
the  Public  Health  Division  of  the  American  Heart 
Association,  it  was  announced  recently  by  A.  W. 
Robertson,  chairman  of  the  Board.  Dr.  Ferree  will 
direct  the  development  of  public  health  programs  for 
the  American  Heart  Association  and  will  assist  lo- 
cal heart  associations  in  expanding  and  maintaining 
effective  cardiac  services  in  communities  through- 
out the  United  States.  He  will  supervise  the  Asso- 
ciation's field  staff  now  engaged  in  community  or- 
ganization  and   program   development. 

Tlie  formation  of  additional  affiliated  heart  asso- 
ciations and  the  expansion  of  community  services 
comprise  an  important  objective  of  the  American 
Heart  Association's  1949  National  Campaign,  from 
February  7  to  28.  A  total  of  $5,000,000  is  being 
sought  for  a  three-way  program  of  research,  educa- 
tion and  community  service. 

Though  limited  drives  were  conducted  in  1947  and 
1948,  this  will  be  the  first  major  campaign  of  the 
Association.  It  will  be  nation-wide  in  scope,  and  will 
seek  contributions  totaling  $5,000,000.  Local  affiliated 
heart  associations  have  been  provided  with  top  cen- 
tral leadership,  field  guidance,  and  practical  cam- 
paign material.  They  will  retain  70  per  cent  of  the 
funds  collected  in  their  areas  to  facilitate  locally 
needed  projects  in  research,  education,  clinical  and 
other  community  services. 


American  Academy  of  Pediatrics 

Publication  of  the  national  report  on  the  findings 
of  the  recently  completed  2%-year  study  of  child 
liealth  services  will  be  marked  by  a  dinner  on  April 
2  in  New  York  City,  according  to  an  announcement 
of  Dr.  Warren  R.  Sisson,  president  of  the  American 
Academy  of  Pediatrics.  The  two-volume  report, 
which  is  now  in  press,  is  being  published  by  the 
Commonwealth  Fund  of  New  York. 


American  Board  of  Ophthalmology 

The  American  Board  of  Ophthalmology  wishes  to 
announce  that  it  does  not  evaluate,  approve,  or  disap- 
prove any  ophthalmic  residency  toward  fulfilling  the 
requirements  for  candidates  for  board  examinations. 
Any  candidate  who  qualifies  for  the  board  examina- 
tion and  completes  the  prerequisites  as  outlined  in 
the  booklet  of  information  will  lie  accepted.  A  copy 
of  this  booklet  can  be  obtained  from  the  Secretary 
of  the  American  Board  of  Ophthalmology,  56  Ivie 
Road,  Cape  Cottage,  Maine. 


American  Nurses',  Association 

The  first  authoritative  survey  since  the  war 
among  U.  S.  nurses,  recently  conducted  by  the 
American  Nurses'  Association,  reveals  that  there 
are  today  435,000  registered  professional  nurses  in 
this  country,  of  which  only  280,500,  or  64.5  per  cent, 
are  active.  Of  these,  the  largest  concentration  are 
practicing  in  the  Middle  Atlantic  states. 

These  data  and  many  other  vital  statistics  ob- 
tained by  the  survey,  together  with  the  latest  in- 
formation on  important  developments  in  nursing, 
are  contained  in  "Facts  About  Nursing,  1948,"  re- 
cently published  by  the  American  Nurses'  Associa- 
tion. 


International  Academy  of  Proctology 

A  new  proctologic  organization,  known  as  "The 
International  Academy  of  Proctology,"  has  been 
established  by  charter  in  New  Y'ork  State.  Charter 
Membership,  Associate  Fellowship  and  Fellowship 
are  now  open. 


News  Notes  from  the  Office  of  the 
Surgeon  General 

Program  for  Aged  Urged  by  Army  Doctor 

Colonel  Wesley  C.  Cox,  MC,  Chief  of  the  Army 
Industrial  Hygiene  Laboratory  and  Consultant  to 
The  Surgeon  General  of  the  Army,  addressed  the 
meeting  of  the  Federal  Council  of  Personnel  Ad- 
ministration in  Washington  on  January  13,  on  the 
subject,  "Problems  of  an  Aging  Population:  Retire- 
ment Policies  for  Civilian  Employees  of  the  Federal 
Government  and  Employees  of  American  Industries." 

Colonel  Cox  emphasized  the  danger  of  losing  the 
experience  and  knowledge  of  older  employees  who 
are  forced  to  retire  because  of  "chronological  age," 
and  the  importance  of  the  Federal  Employees  Health 
Service  Program.  He  advised  setting  up  "continuing 
boards"  consisting  of  personnel  management,  indus- 
trial safety  engineers,  job  supervisors,  unit  physi- 
cians, psychiatrists  and  psychologists  by  all  indus- 
tries to  evaluate  the  physical  and  mental  attributes 
of  all  employees,  thereby  "assuring  i.he  optimum 
placement  of  individuals,"  and  avoiding  the  place- 
ment of  persons  in  jobs  they  are  unable  to  do  be- 
cause of  age  or  incapacity  with  the  retirement  of 
employees  only  when  they  are  incapable  of  carrying 
on  any  useful  job. 
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COMPULSORY  HEALTH  INSURANCE 

W.  S.  Rankin,  M.D. 
Charlotte 


The  issue  of  compulsory  health  insurance, 
in  all  probability,  will  be  brought  before  the 
recently  elected  Congress  for  its  considera- 
tion and  action.  Within  recent  months,  two 
reports,  requested  by  or  originating  with 
departments  of  the  government,  have  been 
published.  "The  Issue  of  Compulsory  Health 
Insurance,"  requested  by  a  subcommittee  of 
the  Senate  Committee  on  Labor  and  Public 
Welfare  and  prepared  under  the  auspices  of 
the  Brookings  Institution'",  opposes  compul- 
sory health  insurance,  and  "The  Nation's 
Health,"'-'  a  report  to  the  President  by  Mr. 
Oscar  R.  Ewing,  Federal  Security  Adminis- 
trator, advocates  compulsory  health  insur- 
ance. The  disposition  of  this  issue  by  rejec- 
tion or  adoption  is  a  matter  of  far  reaching 
and  vital  importance  to  the  people  of  the 
United  States.  It  is,  therefore,  a  matter  of 
considerable  public  concern  that  the  thinking 
segment  of  our  people,  especially  the  provid- 
ers of  medical  care  —  doctors,  dentists, 
nurses,  and  trustees  of  hospitals — be  fully 
informed  as  to  what  is  involved  in  the  pro- 
posal of  the  Federal  Security  Administrator. 

In  any  sound,  over-all  examination  of  the 
issue  of  compulsory  health  insurance,  we  are 
concerned  with  three  major  considerations 
or  problems :  a  problem  of  health,  a  problem 
of  economics,  and  a  problem  of  administra- 
tion. 

The  Problem  of  Health 

Comparisons 

How  does  the  health  of  the  people  of  the 
United  States  compare  with  that  of  other 
countries?  How  do  the  present  conditions  of 
health  compare  with  those  of  former  times? 

1.  Bachman.  G.  W.  and  Meriam,  L.:  The  Issue  of  Compul- 
sorv  Health  Insurance,  Was'hinirton,  Brookinfjs  Institution, 
194.8. 

2.  Ewing:.  0.:  The  Nation's  Health,  Washington,  Federal 
Security  Administration,   1948. 


Are  health  conditions  static  or  improving? 

Inicrnational  comparisons:  In  comparing 
health  conditions  of  one  country  with  those 
of  another,  differences  in  the  age  groupings 
and  racial  composition  of  the  populations 
that  are  being  compared  must  be  taken  into 
account  and  the  proper  adjustments  made 
for  such  variations.  To  illustrate:  Compari- 
sons of  the  general  death  rate  (the  number 
of  deaths  from  all  causes  per  1,000  popula- 
tion per  year)  of  the  older  states  like  Massa- 
chusetts and  Pennsylvania  with  younger 
states  like  Washington  and  Oregon,  without 
adjustments  for  differences  in  age  groupings 
of  the  populations  of  the  states  compared, 
would  be  misleading.  Likewise,  comparisons 
of  the  death  rates  of  a  state  like  Mississippi 
(which  has  a  large  Negro  population)  with 
the  death  rates  of  a  state  like  Maine  (which 
has  a  small  Negro  population),  without  tak- 
ing into  account  the  differences  in  racial 
compositions  of  the  populations  of  the  states 
compared,  is  misleading,  because  the  Negro 
age-adjusted  death  rate  for  the  United  States 
is  16.2  deaths  per  1,000  population  as  com- 
pared with  a  white  age-adjusted  death  rate 
of  10.2;  moreover,  the  Negro  death  rate  is 
racial,  not  regional,  in  that  it  shows  negli- 
gible variation  in  different  states.  In  1940  the 
Negro  death  rate  for  Virginia  was  18,  for 
New  Jersey,  17.5,  for  Delaware,  19.6,  and 
for  Pennsylvania,  17.4. 

In  the  selection  of  countries  with  which 
to  make  international  comparisons,  we  may 
well  follow  the  idea  of  the  Brookings  Report, 
which  says:  "Since  the  objective  is  to  use 
other  countries  as  a  standard  with  which  to 
compare  the  United  States,  the  simplest  and 
soundest  solution  appears  to  be  to  compare 
the  United  States  only  with  countries  that 
according  to   mortality   statistics   have   the 
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best  health  conditions.  The  three  countries 
selected  for  this  purpose  are  Sweden,  Aus- 
tralia, and  New  Zealand."  Objection  might 
be  raised  to  such  comparisons  on  the  ground 
that  these  countries  are  small  and  have 
homogeneous  populations  as  compared  with 
the  United  States,  with  its  large  and  diversi- 
fied population.  The  United  States  has  a  pop- 
ulation (1940)  of  132,000,000;  Australia, 
6,600,000 :  Sweden,  6,400,000  ;  and  New  Zea- 
land, 1,500,000.  Many  of  our  states  have 
larger  populations  than  these  three  countries 
wath  which  health  comparisons  are  made. 

General  death  rate:  "The  age-adjusted 
death  rate  for  the  white  population  of  the 
United  States  in  1940  was  10.2  per  1,000 
population.  The  comparative  rate  for  New 
Zealand,  adjusted  to  the  United  States  age 
distribution,  M-as  8.5."'^*  The  Brookings  Re- 
port does  not  give  the  age-adjusted  death 
rates  of  the  other  two  countries  (Australia 
and  Sweden)  singled  out  for  exceptional 
health  standards;  however,  it  is  presumed 
that  Australia  and  Sweden  would  have  age- 
adjusted  death  rates  as  high  as  New  Zealand, 
if  not  higher — in  short,  that  in  being  checked 
against  New  Zealand,  the  United  States  is 
being  compared  with  the  best. 

In  1940  there  were  nine  states  with  pre- 
dominantly rural  populations  that  had  white 
death  rates  which  compared  favorably  with 
New  Zealand's  death  rate  of  8.5.  These  states 
were  South  Dakota,  with  a  white  death  rate 
of  7.9,  North  Dakota  and  Nebraska  with 
rates  of  8.4,  Iowa  and  Kansas  with  rates  of 
8.5,  Minnesota  with  a  rate  of  8.7,  Oklahoma 
with  a  rate  of  8.9,  and  Wisconsin  and  Arkan- 
sas with  rates  of  9.1.  Twenty-nine  states  had 
white  death  rates  ranging  from  9.7  to  10.7, 
as  compared  with  the  national  average  of 
10.2.  It  is  of  interest  to  note  that  the  death 
rates  in  these  twenty-nine  states  showed 
very  little  correlation  with  the  per  capita  in- 
come of  the  white  population.  This  group  in- 
cluded such  low  income  states  as  Mississippi, 
Alabama,  and  Kentucky,  and  such  high  in- 
come states  as  New  Jersey,  Connecticut, 
Delaware,  and  California. 

The  infa)it  mortality  rate — that  is,  the 
number  of  deaths  of  infants  under  1  year 
of  age  per  1,000  live  births  per  year — was, 
for  the  white  population  of  New  Zealand,  29 ; 
for  the  white  population  of  the  United  States, 
37. 

The  maternal  mortality  rate — the  number 
of  deaths  of  mothers  per  1,000  live  births 


annually — was,  for  the  white  population  of 
New  Zealand,  2.93 ;  for  the  white  population 
of  the  United  States,  3.2. 

The  tiibercidosis  death  rate — the  number 
of  deaths  per  year  per  100,000  population — 
was,  for  the  whites  of  New  Zealand,  39 ;  for 
the  whites  of  the  United  States,  37.2. 

Life  expectancy  is  revealed  through  tables 
set  up  on  the  basis  of  census  data  for  differ- 
ent age,  sex,  and  racial  groups.  According  to 
such  tables,  life  expectancy  for  white  males 
at  birth  is  as  follows :  Sweden,  63.22  years ; 
Australia,  63.48;  New  Zealand,  65.46  years; 
the  United  States,  62.81  years.  Comparable 
figures  for  white  females  at  birth  are : 
Sweden,  65.33  years,  Australia,  67.14  years; 
New  Zealand,  68.45  years;  the  United  States, 
67.29  years.  The  Brookings  Report'^'  com- 
ments :  "The  whites  of  the  United  States  are 
obviously  not  completely  outclassed  when 
compared  with  smaller  countries  selected  be- 
cause of  their  outstanding  records." 

The  figures  for  nonwhite  males  in  other 
countries  with  which  expectancy  of  Negro 
males  at  birth  in  the  United  States  may  be 
compared  are :  Negroes  of  the  United  States, 
52.26  years;  nonwhites  of  Mexico,  32.44 
years;  of  Japan,  44.82  years;  of  South 
Africa,  40.18  years;  and  of  British  India, 
26.91  years.  In  considering  racial  death 
rates  for  different  countries,  we  must  not 
lose  sight  of  the  fact  that  many  important 
factors  in  death  rates  are  of  a  nonmedical 
character.  Such  factors  are  economic,  social, 
racial,  and  governmental. 

Up  to  this  point,  we  have  been  comparing 
the  more  important  statistical  evidences  of 
health  as  such  evidences  are  to  be  found  in 
different  countries — in  short,  we  have  been 
making  geographical  comparisons.  We  now 
turn  to  an  equally  important,  but  different 
type  of  comparison. 

Chronological  comparisons  show  differ- 
ences in  the  condition  of  health  at  different 
periods  of  time.  These  chronological  com- 
parisons indicate  trends  and  measure  prog- 
ress. Table  1  compares  important  statistical 
data  with  respect  to  health  conditions  pre- 
vailing in  the  United  States  in  1900  and  in 
1940.^ 

These  chronological  comparisons  show  an 
increasing  and  gratifying  control  over  dis- 
ease and  death  for  the  forty-year  period ; 
moreover — and  this  is  important — there  is 
no  evidence  of  any  lessening  in  the  conquest 
of  disease. 
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Table  1 

1900  1940 

*General  death  rate  — ., 17.2  10.8 

Tuberculosis  death  rate  (per  100,000 

population)     194.4  45.9 

flnfluenza  and  pneumonia  202.2  70.3 

Diarrhea  and  enteritis  under 

2  years  of  age  13.3.0  7.6 

Typhoid  fever  31.3  1.1 

Diphtheria    40.3  1.1 

■tCommon  communicable  diseases  43.0  3.3 

Infant  mortality  (1915)   98.6  43.2 

*Nuiiil)er  of   deaths   per   year   per    I.iiijo    population    from    all 

causes. 
tThe  iufluenza-pneuinoiiia    death  rate   for   194j    was    51. m. 
ICombined  death  rate  from  ineas'les.  scarlet  fe\er,  and  ^\■h^op- 

ing:  coush. 

Noncomparative  data 

There  are  other  evidences  of  health  and 
disease  in  the  social  organism  or  body  politic, 
besides  these  comparative  data.  Because 
these  evidences  cannot  be  compared  with 
similar  conditions  in  other  places  and  in 
other  times,  they  are  far  less  satisfactory 
as  a  basis  for  forming  a  sound  judgment  of 
health  conditions.  Of  this  noncomparable  in- 
formation, as  evidence  of  health  or  disease, 
there  are  two  kinds  which  claim  our  atten- 
tion: (1)  the  statistics  of  physical  defects 
uncovered  in  the  examinations  of  men 
drafted  for  military  service;  and  (2)  statis- 
tics of  the  frequency  or  incidence  of  illness, 
frequently  referred  to  as  morbidity  statistics. 

Selective  so'vice  statistics :  In  considering 
the  use  of  these  statistics  on  physical  defects 
as  a  measure  of  the  general  health  condi- 
tions of  the  people  of  the  United  States,  the 
following  points  should  be  kept  in  mind : 

1.  The  system  of  physical  examinations 
used  in  the  administration  of  the  Selective 
Service  Act  had  for  its  primary  and  con- 
trolling purpose  the  selection  of  men  who 
were  physically  and  mentally  qualified  to 
serve  in  the  armed  forces  of  the  United 
States.  These  examinations  and  the  statistics 
compiled  as  a  result  of  them  were  neither 
designed  nor  intended  to  be  used  as  a  meas- 
ure of  national  health. 

2.  The  statistics  of  physical  defects  re- 
sulting from  the  administration  of  the  Selec- 
tive Service  Act  are  without  comparative 
value  as  between  the  different  countries  in- 
volved in  World  War  II. 

3.  The  statistics  of  physical  defects  found 
in  draftees  are  without  comparative  value  as 
for  the  different  periods  of  the  war.  This  is 
true  because  the  physical  standards  set  for 
acceptance  or  rejection  of  draftees  were 
arbitrary,  and  were  high  or  low  depending 


upon  the  military  exigencies  or  needs  at  the 
time.  To  illustrate:  Before  Pearl  Harbor, 
when  the  demand  and  need  for  men  was 
comparatively  limited,  the  rejection  rate 
reached  an  all-time  high — 52.8  per  cent — in 
September,  1941.  As  the  war  demands  ad- 
vanced and  more  men  were  needed,  the  phy- 
sical standards  were  lowered,  and  the  rejec- 
tion rate  dropped  from  52.8  per  cent  in  Sep- 
tember, 1941,  to  33.1  per  cent  in  March, 
1943.  From  November,  1940,  through  De- 
cember, 1943,  the  rejection  rate  by  local 
boards  for  whites  fell  from  43.3  to  kl  per 
cent  and  for  Negroes  from  47.7  to  14.6  per 
cent.  These  decreases  in  the  rejection  rates 
were  not  due  to  corresponding  changes  in 
the  general  health  of  the  population,  but  to 
changes  in  the  regulations  and  to  the  inclu- 
sion of  the  age  group  of  18  to  19  years. 

Prior  to  1941,  the  rejection  rate  for  syph- 
ilis for  whites  was  8.3,  and  for,  Negroes, 
147.2  per  1,000  registrants.  After  the  first 
year  of  war,  these  rates  had  increased  for 
whites  from  8.3  to  14.9,  and  for  Negroes 
from  147.2  to  170.5  per  1,000  examinations. 
Then,  in  1943,  the  recjulations,  not  the  health 
conditions,  were  changed,  and  men  with  un- 
complicated cases  of  syphilis  and  gonorrhea 
were  accepted  for  military  service.  With 
these  changes  in  the  regulations,  the  rejec- 
tion rates  for  whites  fell  from  14.9  to  2.4, 
and  for  Negroes  from  170.5  to  18.5  per  1,000 
examined. 

4.  The  causes  for  rejection  included  con- 
ditions that  were  of  a  nonmedical  character. 
The  wide  variation  between  the  rejection 
rates  for  whites  and  Negroes,  for  example, 
was  largely  due,  not  to  physical  conditions, 
but  to  the  failure  of  the  Negroes  to  meet  the 
educational  standards — -namely,  having 
passed  the  fourth  grade  in  grammar  school 
and  having  the  ability  to  read  and  write. 
The  Brookings  Report'^'  comments:  "For 
Negroes,  the  nonmedical  defects  as  a  cause 
of  rejection  ranged  from  21  to  35  per  100 
registrants  examined  as  compared  with  a 
range  of  8  to  12  per  100  for  the  whites." 
Venereal  disease  is  a  medical  condition,  but 
it  is  also,  and  possibly  to  a  larger  extent,  a 
social  and  educational  problem.  The  differ- 
ence between  the  white  and  Negro  reject'on 
rate  was  due  largely  to  the  rejection  of  a 
large  percentage  of  Negroes  for  reasons  of 
(a)  education  and  (b)  venereal  disease. 

The  higher  rejection  rate  of  Negroes  for 
these  nonmedical  causes  accounts  very  large- 
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ly  for  the  difference  in  the  rejection  rates 
of  the  Northern  and  Southern  states — states 
with  a  small  percentage  of  Negroes  and 
states  with  a  large  percentage  of  Negroes. 
To  quote  the  Brookings  Report  again:  "If 
the  rejection  rates  are  analyzed  to  include 
only  rejections  of  purely  medical  interests, 
it  is  impossible  to  say  that  the  Negroes  had 
received  less  medical  care  than  the  whites." 
5.  Many  of  the  defects  and  diseases  re- 
corded under  the  Selective  Service  Act  were 
not  preventable.  Maurice  H.  Friedman, 
Ph.D.,  M.D.,  in  a  hearing  before  the  Senate 
Committee  on  Labor  and  Public  Welfare, 
Eightieth  Congress'^',  testified  that :  "Of  the 
total  recorded  physical  defects  listed  as 
causes  for  rejection,  only  about  20  to  25  per 
cent  could  have  been  prevented  and/or  cor- 
rected 'if  we  could  conceive  that  all  of  these 
defects  had  received  proper  medical  atten- 
tion'." Dr.  Friedman,  in  a  careful  scientific 
analysis  of  the  causes  of  rejection'^',  gives 
the  following  breakdown  for  causes  of  rejec- 
tion for  the  "period  from  April,  1942,  to 
March,  1943 — a  period  during  which  draft 
requirements  certainly  were  as  rigid  as  at 
any  other  time : 

Causes  for  Rejection  Per  Cent 

Conditions  beyond  province  of 

medical  profession  21.70 

(Includes  illiteracy,  mental  deficiency 
and  VD) 
Conditions  not  preventable  or  remediable  by 

means  available  to  medical  profession  now     43.26 

(Includes  mental  disease,  defective  vision, 
some  heart  ailments,  amputation,  etc.) 

Possibly  preventable  3.7 

(Includes  only  tuberculosis.  No  specific 

remedy ;    army   will   not  accept 

arrested  cases) 

Not  preventable,  but  correctible  11.44 

(Includes  such  ailments  as  tonsil  and 

other  throat  diseases,  varicose  veins, 

hernia,  etc.) 

Preventable   and/or  correctible 5.90 

(Deafness,  teeth,  etc.) 
Undetermined   (insufficient  data  in  reports)..     12.91 

"From  these  figures,  Dr.  Friedman  con- 
cludes that  nearly  two  thirds  of  the  rejec- 
tions (1st  and  2nd  items)  were  for  causes 
beyond  the  power  of  the  medical  profession 
to  prevent  or  correct,  regardless  of  the 
am.ount  of  medical  service  available,  and  re- 
gardless of  the  cost  of  medical  care.  For 
12.91  per  cent  of  the  rejections  (last  item) 
information  given  by  Selective  Service  is  too 

a.  National  Health  Program.  Heariny:,><  liefore  a  Subcoiiiiiiittee 
of  the  Committee  on  Labor  and  Public  Welfare,  United 
States  Senate,  Eightieth  Congress,  Washington,  U.  S. 
Government  Printing  Office.   liitT,   part   2.   pp.    iUO-648. 

■t.  Uncle  Sam.  M.D.,  Detroit,  Michigan  Public  Expenditure 
Survey,  194S. 


scanty    to    permit    their    proper    classifica- 
tion."'^'' 

6.  "In  compiling  the  draft  rejections,  the 
Social  Security  Board  neglected  to  add  to  the 
total  of  examinations  those  who  enlisted  vol- 
untarily. Correction  of  this  slight  statistical 
manipulation  reduces  the  actual  percentage 
of  rejections  from  36  to  28.4 — a  considerable 
error  to  be  broadcast  several  million  times 
a  year  to  the  Ameerican  people  at  their  own 
expense."'"' 

7.  The  Brookings  Report'"  says:  "As 
clearly  stated  in  the  various  bulletins  of  the 
Selective  Service  System,  not  all  registrants 
with  disqualifying  defects  were  disqualified 
for  a  useful  civilian  life." 

8.  The  Brookings  Report  continues :  "It 
seems  almost  certain  that  the  better  the  med- 
ical care  in  a  country,  the  larger  the  number 
of  its  people  who  will  be  living  despite  acci- 
dents, illnesses,  and  impairments.  A  Spartan 
program  of  eliminating  the  physically  and 
mentally  unfit  would  yield  a  higher  percent- 
age suitable  for  military  service." 

The  Federal  Security  Administrator,  Mr. 
Oscar  R.  Ewing,  is  to  be  commended  for  the 
limited  use  which  he  makes  of  the  statistics 
of  physical  defects  revealed  in  the  examina- 
tion of  draftees.  As  I  recall,  after  two  care- 
ful readings  of  his  report  to  the  President'-', 
Mr.  Ewing  refers  only  briefly  in  three  places 
(pages  1,  115,  and  118)  to  the  rejection  rates 
of  draftees — not  more  than  fifteen  lines  in  a 
report  of  186  pages.  Mr.  Ewing  would  prob- 
ably agree  with  most  of  the  above  discussion 
of  selective  service  statistics,  which  is  taken 
almost  wholly  from  the  Brookings  Report. 

The  incidence  or  prevalence  of  illness  as 
an  index  of  health  conditions  has  many  limi- 
tations. In  the  first  place,  it  is  without  com- 
parative value,  with  respect  either  to  differ- 
ent geographic  areas  or  to  difiierent  periods 
of  time.  In  the  second  place,  statistics  on 
the  frequency  or  incidence  of  illness  are  not 
matters  of  routine,  current  collection,  as  are 
statistics  on  deaths.  The  reasons  for  this  are 
two :  The  collection  of  statistics  on  illness 
would  impose  tremendous  cost  upon  the 
government  or  other  agencies  engaged  in 
such  work,  because  there  are  many  illnesses 
— several  hundred — to  every  death ;  more- 
over, a  death  is  a  well  defined,  recognizable 
phenomenon,  whereas  an  illness  is  a  condi- 
tion that  is  vague  and  ill  defined,  and  what 

j.    Sullivan.  L. :  The  Case  against  Socialized  Medicine.  "Wash- 
ington,  Statesman  Press.   1943. 
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would  be  an  illness  for  one  person  would  be 
disregarded  or  ignored  by  another.  In  the 
third  place,  as  my  last  statement  indicated, 
the  results  of  any  survey  of  the  incidence  of 
illness  would  vary  greatly,  depending  upon 
the  definition  of  illness  used  in  making  the 
survey.  In  the  fourth  place,  the  results  of  a 
survey  of  the  incidence  of  illness  would  vary 
with  the  type  of  worker  used  in  making  the 
survey.  Of  the  two  surveys  most  frequently 
quoted,  trained  nurses  were  used  in  one  and 
W.P.A.  relief  workers  in  the  other.  In  the 
fifth  place,  the  results  of  the  survey  would 
vary  with  the  season  of  the  year  in  which  it 
was  made — whether  or  not  it  was  made  dur- 
ing a  season  in  which  certain  diseases  were 
epidemic. 

The  two  surveys  or  studies  of  the  incidence 
of  illness  that  are  most  frequently  referred 
to  are  a  survev  made  by  the  Committee  on 
the  Costs  of  Medical  Care  in  1928-1931'"\ 
and  a  survey  made  by  the  United  States  Pub- 
lic Health  Service  and  employing  W.P.A. 
workers  to  gather  the  statistics,  in  the  winter 
of  1935  and  1936. 

The  first  suiwey,  that  of  the  Committee  on 
the  Costs  of  Medical  Care,  using  its  definition 
of  illness,  found  an  average  disability  of  7.1 
days  per  person  per  j^ear.  The  second  sur- 
vey, usually  referred  to  as  the  "National 
Health  Survey"  and  made  under  the  direc- 
tion of  the  U.  S.  Public  Health  Service,  found 
9.9  days  of  disability  per  person  per  year. 
Taking  the  average  of  the  two  surveys,  we 
may  say  that  the  average  disability  is  about 
8.5  days  per  person  per  year,  which  is  the 
equivalent  of  approximately  44  people  per 
1,000  population  disabled  at  an  average  time. 

Co7iclusions 

The  Brookings  Report'"  summarizes  its 
findings  and  position  in  fifteen  conclusions 
(pages  67,  68,  and  69) ,  the  first  two  of  which 
refer  to  the  general  state  of  our  national 
health : 

"1.  Probably  no  great  nation  in  the  world  ha.'; 
among  its  white  population  better  health  than  pre- 
vails in  the  United  States.  A  few  small  homogeneous 
countries,  such  as  New  Zealand  with  respect  to  its 
white  population,  are  slightly  ahead  of  the  United 
States  as  a  whole,  but  certain  states  of  the  United 
States  with  larger  populations  equal  them. 

"2.  It  is  apparent  that  the  United  States  under 
its  voluntary  system  of  medical  care  has  made 
greater  progress  in  the  application  of  medical  and 
sanitary  science  than  any  other  country.  This  prog- 
ress is  now  reflected  in  low  mortality  and  morbidity 

6.  ^^edioal  Caie  for  the  .American  People,  final  report  of  the 
Committee  on  the  Costs  of  Medical  Care,  Chicago,  Uni- 
versity of  Chicago  Press,   1032. 


rates  of  infectious  diseases  and  in  increased  life  ex- 
pectancy. There  is  every  reason  to  believe  that  these 
trends  will  continue  unabated  under  our  present  sys- 
tem of  medical  care." 

The  Federal  Security  Administrator  seems 
to  be  in  general  agreement  with  these  con- 
clusions, with  possibly  one  implied,  but  im- 
portant, exception.  Mr.  Ewing  says  on  pages 
2  and  3  of  "The  Nation's  Health"'-' : 

"These  great  achievements  of  the  past  bear  wit- 
ness to  what  can  be  done: 

"1.  Twenty  years  of  life  added  to  the  average 
expectancy  of  individuals  at  birth; 

"2.  Conquest  of  certain  disastrous  epidemics, 
which  have  been  virtually  eliminated  as  a  threat  to 
health  in  this  country: 

".3.  A  generation  of  stronger,  better-fed  children; 
and  a  larger  body  of  knowledge  on  the  child — his 
nhysical,  mental  and  social  development — from  be- 
fore birth  to  the  age  of  six  than  we  have  about  any 
other  period  of  human  life; 

"4.  A  vast  storehouse  of  knowledge  about  the 
prevention  and  treatment  of  diseases; 

"5.  A  sharp  reduction  in  the  death  tolls  from 
many  diseases  that  were  high  on  the  mortality  lists 
of  the  past. 

"Contributing  to  these  gains  is  our  present  health 
organizntion  combining  local.  State  and  Federal 
units.  We  have  specialists  in  various  fields  of  medi- 
cine who  are  unrivaled  in  skill  and  competence 
throughout  the  world.  Blany  devastating  communi- 
cable diseases  have  l)een  brought  under  control,  and 
improved  surgery  has  saved  countless  lives." 

Mr.  Swing's  implied  exception  is  to  the 
last  sentence  of  the  second  conclusion  of  the 
Brookings  Report — namely,  "There  is  every 
reason  to  believe  that  these  trends  will  con- 
tinue unabated  under  our  present  system  of 
medical  care."  Mr.  Ewing  seems  to  have 
some  doubt  about  the  continuation  of  these 
trends,  in  that  the  number  1  ob.jective  which 
he  sets  up  in  his  report  to  the  President  is 
the  saving  of  325,000  lives  a  year.  He  seems 
to  think  that  the  present  system  of  medical 
care  is  outmoded,  losing  its  momentum  and 
effectiveness — in  short,  is  becoming  static. 

The  evidence  is  all  the  other  way.  The 
death  rate  from  pneumonia  and  influenza  in 
1935  was  103.9  ;  in  1945,  51.8.  The  death  rate 
from  tuberculosis  in  1935  was  55;  in  1945, 
40.1.  Infant  mortality  in  1935  was  55.7;  in 
1945,  38.3.  The  trend  in  all  of  these  death 
rates,  and  others  that  might  be  mentioned, 
is  not  toward  a  levelling  off,  but  is  on  a 
downward  curve.  Death  rates  have  not  only 
dropped;  they  are  dropping.  The  new  drugs, 
penicillin  and  the  sulfonamides,  and  the  more 
extensive  and  scientific  use  of  blood  prod- 
ucts are  providing  for  surgery  new  fields  and 
larger  achievements.  Life  expectancy,  esti- 
mated bv  the  Bureau  of  Medical  Economic 
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Research  of  the  American  Medical  Associa- 
tion at  67  for  both  white  and  colored,  male 
and  female,  for  1947,  will  reach,  according 
to  the  estimates  of  the  Bureau,  70  years  by 
1955.  In  a  recent  "Statistical  Bulletin"  of 
the  Metropolitan  Life  Insurance  Company 
the  following  statement  appears :  "A  century 
ago,  about  one  American  in  every  40  was  65 
years  or  older.  At  present,  one  in  every  14  is 
in  this  age  bracket,  and  the  outlook  is  that 
the  proportion  will  rise  to  one  in  eight  well 
before  the  year  2000."  The  evidence,  there- 
fore, supports  the  Brookings  Report  in  its 
statement — to  wit,  "There  is  every  reason  to 
believe  that  these  trends  will  continue  un- 
abated under  the  present  system  of  medical 
care." 

The  Problem   of  Economics 
The  problem   of  economics  breaks   down 
into  two  major  considerations:   (1)  the  cost 
of  medical  care,  and  (2)  the  ability  of  people 
to  pay  for  it. 

The  cost  of  medical  care 

Perhaps  the  most  up-to-date  and  authorita- 
tive figures  relating  to  the  cost  of  medical 
care  are  contained  in  a  table  of  consumer 
expenditures  for  which  the  Department  of 
Commerce  of  the  United  States  Government 
is  authority.  This  table  shows:  (1)  total 
consumer  expenditures,  exclusive  of  payment 
of  taxes  to  governments,  by  years  from  1929 
to  1947  in  billions  of  dollars:  (2)  consumer 
expenditures  for  medical  care,  showing  (a) 
total  medical  care  expenditures  with  a  break- 
down into  five  classifications — namt^ly.  (h) 
for  physicians'  services,  (c)  for  hospitals, 
(d)  for  drugs  and  sundries,  (e)  for  dentists, 
and  (f)  for  all  other  medical  care  items: 
and  (3)  consumer  expenditures  for  alcoholic 
beverages,  recreation,  tobacco,  personal  care, 
and  jewelry,  with  which  expenditures  it  may 
be  of  interest  to  compare  those  for  medical 
care.  Some  of  the  more  important  elements 
of  this  table  may  now  receive  our  special 
attention. 

First,  the  table  shows  that  the  total  con- 
sumer expenditures  for  medical  care  in  1947 
were  6.5  billions  of  dollars.  Of  this  total,  1.7 
billions  of  dollars  went  for  physicians'  serv- 
ices, 1.3  billions  for  hospital  services,  1.4 
billions  for  drugs  and  sundries,  0.9  billions 
for  dental  services,  and  1.8  billions  for  all 
other  medical  care,  under  which  classification 
is  included  ophthalmic  and  orthopedic  appli- 
ances, irregular  practitioners,  private  nurs- 


ing services,  both  professional  and  practical, 
payments  for  group  hospitalization  and 
health  associations,  health  and  accident  in- 
surance. If,  to  these  expenditures  by  indi- 
vidual consumers  for  medical  care,  we  add 
their  expenditures  in  the  form  of  taxes  paid 
to  governments  for  public  health  services  and 
hospitalization,  we  would  add  an  additional 
$2,000,000,000— or,  to  be  exact,  according  to 
a  tabulation  of  government  expenditures  for 
civilian  health  on  page  28  of  "The  Nation's 
Health,"'-'  $1,962,000,000.  Adding  6.5  bil- 
lions of  dollars  paid  by  consumers  for  medi- 
cal services  to  the  2  billions  of  dollars  paid 
by  them  as  taxpayers,  we  have  a  total  for 
medical  care  and  public  health  of  approxi- 
mately $8,500,000,000  for  1947.  This  ex- 
penditure is  approximately  4  per  cent  of  the 
national  income,  which  is  now  in  the  neigh- 
borhood of  220  billions  of  dollars. 

This  figure  of  4  per  cent  of  national  income 
for  medical  care  and  public  health  services 
has  held  for  a  number  of  years.  It  was  so 
for  1929,  when  the  Committee  on  the  Co.sts 
of  Medical  Care  made  its  study"".  The  total 
expenditures,  including  taxes  for  public 
health  and  government  hospitals,  at  that 
time  were  $3,656,000,000,  or  4  per  cent  of  a 
national  income  of  $90,000,000,000. 

Seco)id,  the  table  indicates  to  what  extent 
the  cost  of  medical  care  has  been  influenced 
by  the  general  inflationary  trend  which  has 
prevailed  since  1944.  Total  consumer  ex- 
penditures rose  steadily  from  111.4  billions 
of  dollars  in  1944  to  164.8  billions  of  dollars 
in  1947 — or  47.9  per  cent.  Total  consumer 
expenditures  for  medical  care  increased  from 
4.9  billions  of  dollars  in  1944  to  6.5  billions 
of  dollars  in  1947— or  33.9  per  cent.  "Thus 
we  see,"  as  Dr.  Dickinson  of  the  Bureau  of 
Economics  of  the  American  Medical  Associa- 
tion points  out,  "that  medical  care  expendi- 
tures have  increased  since  1944,  but  less 
rapidly  than  total  consumer  expenditures. 
Medical  care  now  accounts  for  a  smaller  per- 
centage of  the  budget  of  the  average  Ameri- 
can family  than  it  did  four  years  ago."'"' 

The  increase  in  the  amount  spent  for  med- 
ical care  within  the  period  1944-1947  is  dis- 
tributed among  the  various  items  of  medical 
care  as  follows :  for  physicians'  services,  an 
increase  of  24.2  per  cent:  for  hospitals,  an 
increase  of  66.8  per  cent ;  for  drugs  and 
sundries,  an  increase  of  26.4  per  cent:  for 

7.  Diokinsoii.  F.  G. :  Tlie  Cost  miuI  Qimntity  of  Medit-nl  Care 
in  tlie  I'nitert  States.  Buroau  of  Medical  Economic  Ke- 
searcli,   American   Medical   Association,   Chicago,    19 17. 
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dental  services,  an  increase  of  28.1  per  cent; 
for  "all  other  medical  care,"  an  increase  of 
32.3  per  cent.  From  this  breakdown,  we  note 
that  the  expenditures  for  physicians'  services 
rose  least  within  the  four-year  period,  and 
that  expenditures  for  hospital  care  rose  most. 
Hospital  costs  have  been  greatly  increased 
by  the  rising  cost  of  food  and  services. 

Third,  the  table  gives  by  years,  1929-1947, 
consumer  expenditures  for  a  number  of 
items  that  would  be  regarded  by  many  as 
less  essential  than  medical  care,  and  with 
which  the  expenditures  for  various  types  of 
medical  care  may  be  compared.  In  1947,  for 
example,  consumers  spent  6.5  billions  of  dol- 
lars for  medical  care  and  9.6  billions  for 
alcoholic  beverages,  9.4  billions  for  recrea- 
tion, 3.9  billions  for  tobacco,  and  2.3  billions 
for  personal  care  —  that  is,  toilet  articles, 
barber  shops,  beauty  parlors,  baths,  mas- 
seurs. The  expenditures  for  physicians'  serv- 
ices are  about  half  those  for  tobacco.  Ex- 
penditures for  hospitals  are  below  those  for 
jewelry.  The  Brookings  Report'"  says:  "In- 
sufficient expenditure  for  medical  care  may 
represent,  not  lack  of  resources,  but  unwill- 
ingness to  give  to  medical  care  a  priority 
above  that  for  the  automobile,  recreation, 
and  luxury  items  in  food,  shelter,  and  cloth- 
ing .  .  .  Thus,  in  examining  data  in  this  iield, 
it  is  important  to  distinguish  clearly  between 
lack  of  resources  to  obtain  adequate  medical 
care  and  lack  of  willingness  to  apply  avail- 
ble  resources  to  the  procurement  of  it." 

Abilitii  to  2xiy 

Ability  to  pay  for  medical  care  depends 
upon  two  factors:  (1)  family  income;  and 
(2)  the  uneven  and  unpredictable  character 
of  the  cost  of  medical  care. 

Family  income  should  include  both  money 
income  and  non-money  income,  under  which 
term  should  be  included  unpaid  rentals  on 
owned  homes,  use  of  farm  produce,  use  of 
gardens,  and  savings  generally.  Non-money 
income  is  an  important  element  of  income 
with  agricultural  families.  The  Brookings 
Report  (page  181)  shows  nearly  one  third  of 
the  income  of  farming  families  to  be  non- 
money  income. 

The  classification  of  American  families  by 
income  levels  appears  in  a  table  in  "The 
Nation's  Health"'-'  (table  2,  page  68).  It 
will,  be  noted  that  the  income  groups  in 
table  2  are  based  on  cash  income ;  non-money 
income  is  not  included. 


Table  2 
Percentage  of  Families  in  Various  Income  Brackets 


Groiis  cash  income 
$1,000  or  less 
$1,000  to  $2,000 
$2,000  to  $3,000 
$3,000  to  $5,000 
Over  $5,000 


Percentage 
of  faviilies 

12.8 
15.4 
19.5 
31.4 

20.9 


The  character  of  the  costs  of  medical  care 
is  almost  as  important  in  the  economic  prob- 
lem of  the  family  as  are  family  income  levels. 
The  cost  of  medical  care  is  uneven  and  «??- 
predictable.  If  the  cost  of  medical  care  fell 
evenly  upon  all  families  and  evenly  over  the 
months  and  years,  the  total  cost  of  $6,500,- 
000,000  would  amount  to  about  $4.00  a 
month  or  $46.00  a  year  for  the  average  in- 
dividual, or  to  about  $14.00  a  month  or 
$168.00  a  year  for  the  average  American 
family.  This  would  be  the  over-all  cost  for 
doctors,  hospitals,  nurses,-  dentists,  drugs, 
and  all  medical  supplies  and  services.  But 
the  cost  of  medical  care  is  uneven  and  un- 
predictable. 

The  Committee  on  the  Costs  of 
Medical  Care"^',  in  its  studies  in  1928-1931, 
found  that  51.1  per  cent  of  males  and  43.8 
per  cent  of  females  reported  no  illnesses 
during  the  year.  Of  course,  the  percentage 
of  families  that  had  no  reportable  illnesses 
during  the  year  would  be  much  smaller,  prob- 
ably not  more  than  10  or  12  per  cent.  The 
Committee  found  that  about  25  per  cent  of 
families  have  illnesses  requiring  hospital 
care  during  the  year,  and  about  75  per  cent 
of  families  do  not.  For  the  25  per  cent  of 
families  that  had  such  illnesses,  the  average 
over-all  medical  costs,  inside  and  outside  the 
hospital,  including  dentistry  and  drugs,  were 
$261.00;  for  the  75  per  cent  of  families  that 
had  no  hospitalizable  illnesses,  the  over-all 
medical  expenses  were  a  little  more  than 
one  fourth  as  great — namely,  $67.00  a  year. 
With  the  present  increase  in  the  costs  of 
medical  care,  these  figures  would  probably 
be  about  double  at  this  time.  This  would 
mean  that  about  a  fourth  of  American  fam- 
ilies would  encounter  total  over-all  medical 
expenses  of  $522.00  in  one  year,  and  three 
fourths  of  American  families  would  have 
over-all  medical  expenses  of  $134.00 — that 
is,  about  $11.00  a  month. 

The  insurance  principle:  There  is  one  way, 
and  only  one  way,  of  protecting  ourselves  and 
our  families  against  unforeseen,  unpredict- 
able, and,  for  many  families,  excessive  finan- 
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cial  liabilities — against  losses  of  property  by 
fire,  against  serious  accidents,  against  storms 
and  lightning,  against  the  loss  of  life  and 
income — ,  and  that  is  the  insurance  prin- 
ciple. The  purpose  of  insurance  is  to  provide 
against  the  heavy  and  uncertain  liabilities 
— not  the  ordinary  and  smaller  liabilities  of 
life  that  can  be  absorbed  with  general  living 
expenses. 

Full  coverage  is  not  needed.  Why  in- 
sure, for  example,  against  the  cost  of  drugs? 
The  cost  of  drugs  and  sundries  is  $9.85  pei' 
capita,  or  about  $40.00  for  a  family  of  four 
per  year;  moreover,  the  expenses  for  drugs 
and  sundries  are  fairly  evenly  spread  over 
the  twelve  months,  amounting  to  about  SSf 
per  capita  per  month.  Again,  the  per  capita 
cost  for  physicians'  services  in  the  office  and 
home  (hospital  care  excluded)  is  $9.00  per 
individual,  or  about  $35.00  per  family  per 
year.  Like  the  cost  of  drugs,  that  expense  is 
not  cumulative,  but  is  spread  fairly  evenly 
over  the  twelve  month  period.  The  cost  for 
dental  services,  amounting  to  approximately 
$6.50  per  capita  or  $25.00  per  family  per 
year,  is  also  spread  fairly  evenly  over  the 
twelve  month  period.  The  kind  of  insurance 
that  is  needed  for  the  cost  of  medical  care 
is  insurance  that  protects  against  the  heavy 
and  unpredictable  items  of  that  essential 
service — not  against  the  ordinary  items  that 
are  spread  over  large  groups  of  the  popula- 
tion and  over  the  months. 

For  $4.00  to  $5.00  per  month  or  $50.00 
to  $60.00  a  year  in  Blue  Cross  insurance,  now 
available  generally  throughout  the  United 
States,  a  family,  including  ijarents  and  all 
children  under  18  years  of  age,  may  have  for 
each  individual  and  for  each  separate  type 
of  illness  the  following  benefits:  $5.00  per 
day  on  the  hospital  room,  use  of  the  operat- 
ing room  or  delivery  room,  anesthesia,  out- 
patient accident  service,  ordinary  drugs  and 
penicillin  not  exceeding  $12.50  per  admis- 
sion, intravenous  solutions,  dressings  and 
plaster,  x-ray  examinations,  laboratory  ex- 
aminations, basal  metabolism  determina- 
tions, electrocardiograms,  physical  therapy, 
and  oxygen  therapy,  plus  $150.00  for  sur- 
geons' or  obstetricians'  fees — all  this  for 
each  separate  type  of  illness  for  each  mem- 
ber of  the  family  for  thirty  days,  and,  if  a 
stay  is  longer,  one-half  the  allowance  for 
room  service  for  sixty  additional  days. 

Less  than  twenty  years  ago  Blue  Cross  in- 
surance was  practically  unheard  of.    There 


were,  it  is  true,  a  few  local  and  limited  pre- 
payment insurance  groups  built  up  around 
some  industry  or  institution,  but  in  all  prob- 
ability there  were  less  than  100,000  people 
who  were  protected  against  the  uneven  and 
unpredictable  costs  of  medical  car-i  through 
the  pooling  of  risks  and  prepayment  of  costs. 
A  table,  showing  total  participants,  sub- 
scribers and  dependents  protected  by  Blue 
Cross  insurance,  has  just  been  issued  by  the 
Blue  Cross  Commission  (table  3).  Note 
that  in  1937  the  total  participants  were 
1,164,126,  and  in  October,  1948,  31,841,136; 
that  in  the  last  five  years  (1944-1948)  the 
protected  group  more  than  doubled,  increas- 
ing from  15,387,496  to  31,841,136.  If  this 
growth  continues  over  the  next  ten  years  at 
one  half  the  rate  of  growth  during  the  last 
five  years,  the  number  of  persons  protected 
under  Blue  Cross  will  be  more  than  66,000- 
000.  Under  the  stimulating  example  of  Blue 
Cross  participation,  many  of  the  old  line 
insurance  companies  have  entered  the  field 
of  medical  care  insurance.  It  is  not  too  much 
to  expect  that,  with  the  present  interest  in 
providing  for  the  prepayment  of  the  heavier 
items  in  the  cost  of  medical  care,  two  thirds 
of  our  national  population  will  be  protected 
within  another  ten  or  fifteen  years.  At  the 
present  time,  87,000,000  people  in  the  United 
States  are  covered  in  varying  degrees  by 
some  type  of  sickness  insurance. 

Returning  now  to  the  distribution  of  fam- 
ilies according  to  income  groups,  as  indi- 
cated in  table  2,  it  would  seem  reasonable  to 
assume  that  the  52.2  per  cent  of  families 
with  incomes  above  $3,000.00  are  in  no  great 
need  of  government  assistance  or  compulsion 
in  providing  for  medical  care,  when  it  is 
possible  to  budget  the  cost  of  this  essential 
service  through  prepayment  and  to  do  so  at 
a  cost  of  not  more  than  $4.00  or  $5.00  per 
month.  And  again,  it  is  not  unreasonable  to 
assume  that  most  of  the  19.5  per  cent  of 
families  within  the  cash  income  brackets  of 
$2,000.00  to  $3,000.00  could,  through  prepay- 
ment, eliminate  the  heavy  and  unpredictable 
items  of  medical  costs  as  a  matter  of  serious 
financial  concern  to  the  family. 

If  this  position  is  reasonable  —  namely, 
that  the  71.8  per  cent  of  families  with  cash 
incomes  of  more  than  $2,000.00  can,  with  the 
benefits  available  to  them  through  insurance, 
be  self-reliant  with  respect  to  their  medical 
care — ,  that  leaves  the  group  with  cash  in- 
comes of  less  than  $2,000.00,  making  up  28.2 
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Table  3 

Distribution  of  Total  Participants  on  October  1,  for  the 

Number   of    Participants 


Years    1937    Through 
per   Contract 


1948,    and   the   Average 


October  1 

1937 
1938 
1939 
1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
19481 1» 


Total 
Participants 

1,164,126 

2,247,726 

4,013,347 

5,607,292 

7,461,362 

9,863,695 

12,266,333 

15,387,496 

19,416,747 

24,390,763 

28,767,244 

31,841,136 


Subscribers 
Number 

711,023 

1,253,751 

2,101,935 

2,850,437 

3,643,973 

4,643,321 

5,580,320 

6,923,799 

8,612,703 
10,802,472 
12,596,423 
13,844,313 


% 
61.08 
55.78 
52.37 
50.83 
48.84 
47.07 
45.49 
45.00 
44.36 
44.29 
43.79 
43.48 


Average  No.  of 

Dependents 

Participants 

Number 

% 

Per 

Contract 

453,103 

38.92 

1.64 

993,975 

44.22 

1.79 

1,911,412 

47.63 

1.91 

2,756,855 

49.17 

1.97 

3,817,389 

51.16 

2.05 

5,220,374 

52.93 

2.12 

6,686,013 

54.51 

2.20 

8,463,697 

55.00 

2.22 

10,804,044 

55.64 

2.25 

13,588,291 

55.71 

2.26 

16,170,821 

56.21 

2.28 

17,996,823 

56.52 

2.30 

1.  September  30. 
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per  cent  of  families  in  the  United  States,  to 
be  considered.  Some  of  these  families,  es- 
pecially the  10  per  cent  of  families  composed 
of  single  individuals,  some  families  of  only 
two  individuals,  and  many  agricultural  fam- 
ilies with  other  considerable  income  than 
cash  income,  can  eliminate  the  heavy  and  un- 
predictable costs  of  medical  care  from  their 
concern  with  monthly  payments  for  insur- 
ance of  less  than  the  average  family  spends 
per  month  for  pleasure  driving,  for  tobacco, 
for  recreation,  and  for  liquor.  As  was  stated 
before,  the  difficulty  of  paying  for  medical 
care  is  not  always  lack  of  resources ;  it  is 
very  frequently  lack  of  willingness  to  give 
medical  care  priority  over  less  essential 
items. 

Nevertheless,  to  quote  the  Brookings  Re- 
port'i'  (page  185),  "There  are  a  substantial 
number  of  consumer  units  (families) ,  includ- 
ing single  consumer  units,  that  cannot  pay 
the  costs  of  medical  care  and  could  not  pay 
them  under  an  insurance  system,  compul- 
sory or  voluntary."  "For  ye  have  the  poor 
always  with  you" — always,  He  said. 

Regardless  of  the  method  of  assistance  we 
may  have,  some  10  to  20  per  cent  of  the  cost 
of  medical  care  in  hospitals,  and  around  5 
to  10  per  cent  of  the  less  expensive  medical 
care  obtained  outside  hospitals,  must  be  paid 
for  by  others  than  those  who  receive  it — by 
voluntary  contributions  of  individuals  or 
groups,  by  philanthropic  agencies,  and 
through  public  funds  or  taxes.  The  percent- 
age of  those  who  would  receive  government 
assistance  will  be  considerably  greater  under 
compulsory  health  insurance  than  under  any 
grants-in-aid  plan  of  government  help  or 
under  a  system  of  voluntary  health  insur- 


ance. This  will  be  true  because,  once  the 
government,  under  compulsory  health  insur- 
ance, has  assumed  over-all  responsibility  for 
the  cost  of  medical  care,  there  will  be  no 
need  for  the  interest  and  financial  assistance 
of  individuals,  of  religious  bodies,  of  com- 
munity chests,  and  of  endowments.  We  will 
take  care  of  the  helpless  sick,  not  because  we 
should,  but  because  we  must — and  so  all  in- 
dividual, voluntary,  and  local  interest,  no 
longer  needed,  will  dry  up  and  disappear. 

Parallel  thinking 

Up  to  this  point  there  have  developed  no 
widely  divergent  and  irreconcilable  points  of 
view  as  to  the  problem  of  medical  care  in  its 
larger  aspects.  This  is  true  because  the  dis- 
cussion so  far  has  been  largely  factual,  and 
opinions  have  necessarily  paralleled  their 
factual  alignments.  On  the  question  of  the 
condition  of  the  health  of  the  American 
people,  there  is  general  agreement;  on  the 
matter  of  the  economic  factors — the  cost  of 
medical  care  and  ability  to  pay — there  is  like- 
wise agreement;  but  when  we  come  to  the 
question  of  treatment,  there  is  wide  diver- 
gence between  that  recommended  in  the 
Brookings  Report  and  that  proposed  by  the 
Federal  Security  Administrator. 

Divergent  paths 

The  treatment  recommended  in  the  Brook- 
ings Report  is  of  a  specific  character, 
directed  to  the  weakened  or  diseased  parts 
or  organs  of  the  collective  or  social  organ- 
ism; the  treatment  recommended  by  the 
Federal  Security  Administrator  is  of  a  more 
general  character,  addressed  to  the  social 
organism  as  a  whole. 

The  Brookings  Report'*'  suggests  the  fol- 
lowing measures: 
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1.  Expansion  of  research  activities  in  the 
fields  of  medical  science  and  public  health. 
It  will  be  recalled  that  under  the  stimulus  of 
war,  when  medical  research  activities 
reached  a  high  tempo,  great  advancement 
was  made,  particularly  in  the  fields  of  sur- 
gery (through  the  use  of  the  sulfonamides, 
penicillin  and  streptomycin,  and  the  greatly 
increased  and  more  accurate  use  of  blood 
products) ,  and  in  the  field  of  preventive  med- 
icine (through  the  discovery  and  use  of 
chemical  substances  for  the  control  of  insect 
carriers  of  disease).  Something  of  this  inten- 
sified interest  and  activity  should  be  con- 
tinued under  peacetime  conditions. 

2.  Expansion  and  intensification  of  health 
education  at  the  school  level. 

3.  Larger  and  more  accelerated  programs 
for  popular  education  in  combatting  such 
large  factors  in  our  death  rates  as  tubercu- 
losis, heart  disease,  cancer,  maternal  and  in- 
fant mortality,  and  child  health.  In  this  con- 
nection, however,  the  report  expresses  the 
opinion  that  this  phase  of  prevention  might 
be  carried  on  in  the  future,  as  in  the  past, 
largely  by  voluntary  health  organizations. 

4.  Greater  national  interest  and  assist- 
ance in  providing  for  more  hospital  facilities 
— especially  a  better  distribution  of  these 
essential  institutions — ,  more  medical 
schools,  and  schools  of  preventive  medicine, 
with  national  assistance  for  both  the  con- 
struction and  operation  of  these  facilities. 

5.  Enlarged  and  more  systematic  federal 
aid  for  assisting  state  and  local  governments 
in  the  care  of  the  medically  indigent,  in  line 
with  legislation  proposed  in  the  Eightieth 
Congress  providing  to  the  general  hospitals 
of  the  country  grants-in-aid  of  $2.00  per  pa- 
tient day  for  patients  unable  to  pay. 

The  Brookings  Report  believes  that,  if 
these  suggested  specific  remedies  are  applied 
to  certain  functional  weaknesses  in  our  poli- 
tical organism,  and  are  given  a  fair  trial, 
there  will  be  no  need  for  departing  from 
the  system  of  medical  care  that  has  existed 
in  this  country  and  that  has  been  productive 
of  such  excellent  results. 

The  over-all  cost  of  the  expanded  services 
suggested  by  the  Brookings  Report  would 
not  exceed  the  following  estimates: 

(1)  For  research  (now  $20,000,000) 

an  addition  of $  30,000,000 

(2)  For  increased  aid  in  construction 
of   hospitals    (now   $75,000,000) 

an  additional   $  75,000,000 

(3)  For  financial  aid  in  construction 
and  operation  of  professional 


schools   (medicine,  dentistry, 

and  nursing) $  50,000,000 

*(4)   For   assistance   in   operation   of 
general  hospitals  on  a  basis  of 

$2.00  per  charity  case  per  day $  70,000,000 

''*(5)   For  illness  not  requiring 

hospitalization  $  70,000,000 

Total  Cost     $295,000,000 

■III  1!U7,  the  general  liospitals  provided  100,717,705  days  of 
care.  Assuniin;;  that  20  per  cent  of  days  of  care  were  for 
cliarit>',  this  -would  nial<e  33,371,.'i33  eliarity  daj's.  A  contri- 
Ijution  of  ?2.(i(i  per  da^■  for  eliarity  eases  (based  on  like  s'unis 
uoiitril>uted  by  the  states  and  counties  assisted)  would  cost, 
in  federal  outlay,  the  sum  of  SOC, 713,100. 
^^This  assumes  a  iiiuch  sinaller  cost  per  case  for  home  and 
office  service  than  for  institutional  care,  l>ut  a  larger  num- 
ber of  cases  to  be  assisted. 

The  treatment  recommended  by  the  Fed- 
eral Security  Administrator  is  not  specific, 
addressed  to  the  more  needy  and  weaker 
services  in  our  system  of  preventive  medi- 
cine and  medical  care,  but  is  of  an  over-all 
general  character — a  sort  of  "shotgun"  pre- 
scription including  all  of  the  above  remedies 
suggested  in  the  Brookings  Report,  and  in- 
tended for  the  entire  population  of  150,000,- 
000  people.  Mr.  Ewing  recommends  compul- 
sory health  insurance,  but  he  uses  the  less 
ofi'ensive  term  "contributory"  instead  of 
compulsory,  meaning,  of  course,  contribu- 
tions in  the  form  of  taxes  imposed  and  col- 
lected under  the  penalties  of  law.  The  com- 
prehensiveness of  the  plan  of  the  Federal 
Security  Administrator  is  expressed  in  his 
own  words  as  follows"": 

"A  satisfactory  system  of  health  insurance  should 
provide: 

"1.  That  everyone  should  have  ready  access  to 
adequate  health  and  medical  services. 

"2.  That  everyone  should  have  the  kind  of  serv- 
ices, and  all  the  services,  he  needs  to  promote  better 
health. 

"3.  That  everyone  should  be  able  to  obtain  these 
without  regard  for  the  level  of  his  personal  income." 

At  the  present,  the  over-all  expenditure 
for  medical  services — payments  of  taxes  to 
governments  and  payments  by  individual 
consumers  of  medical  care — is  approximate- 
ly $8,500,000,000,  and  the  Federal  Security 
Administrator  proposes  to  increase  that 
service  so  that  everyone  may  have  "the  kind 
of  services,  and  all  the  services,  he  needs  to 
promote  better  health."  We  may  conserva- 
tively anticipate  an  increased  cost  that  would 
run  the  total  to  not  less  than  $10,500,000,000 
a  year. 

Senate  Bill  S-5  (formerly  S-1320)  levies  a 
3.5  per  cent  payroll  tax.  It  is  estimated  that 
such  a  tax  will  provide  the  sum  of  $6,000,- 
000,000  a  year  for  approximately  80,000.000 

8.    Ewing,   0.:   The  Nation's  Health (2),   p.   77. 
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persons  who  will  be  provided  for  under  this 
bill.  That  would  be  the  equivalent  of  $75.00 
per  capita.  If,  when  the  system  of  compul- 
sory health  insurance  becomes  complete,  with 
the  entire  population  covered,  the  same  per 
capita  cost  holds,  then  the  total  cost  of  com- 
pulsory health  insurance  will  run  to  approxi- 
mately $11,250,000,000  a  year. 

What  will  be  the  cost  of  administration? 
Between  1921  and  1933  our  federal  govern- 
ment was  operating  at  a  cost  of  a  little  less 
than  $5,000,000,000  a  year.  Exclusive  of 
military  personnel,  the  government  employed 
an  average  of  560,000  full-time  civil  serv- 
ants. If  we  assume  that  only  one  half  as 
many  persons — 280,000 — would  be  employed 
on  all  levels — national,  state,  and  local — to 
carry  out  a  measure  which  will  cost  twice 
the  sum  of  the  entire  cost  of  government  be- 
tween 1921  and  1933,  and  that  the  average 
yearly  compensation  of  these  280,000  officers 
and  employees  would  be  $3,000.00,  then  the 
cost  of  administration  would  amount  to  an 
annual  outlay  of  $840,000,000.  And  if  we 
add  the  cost  of  offices,  printing,  ti'avel,  and 
mailing  privileges,  we  have  an  administra- 
tive cost  well  in  excess  of  $1,000,000,000. 
What  a  windfall  for  politicians  of  the  modern 
genus !  What  a  quid  pro  quo  for  votes ! 

The  Federal  Security  Administrator,  real- 
izing the  potent  medicine  that  he  has  pre- 
scribed, is  careful  to  suggest  that  it  be  given 
in  broken  doses.  He  hasn't  enough  doctors, 
nurses,  dentists,  and  hospitals  at  the  present 
time  to  carry  out  the  far  reaching  services 
proposed.  He  very  wisely  says  that  this  plan 
should  be  developed  over  a  ten  year  period 
which  will  permit  the  training  of  the  addi- 
tional personnel  needed  and  the  construction 
of  greatly  enlarged  facilities,  schools  and 
hospitals.  There  is,  of  course,  this  additional 
advantage :  It  affords  a  period  of  time  very 
necessary  for  the  patient.  Uncle  Sam.  to  ac- 
quire toleration  for  the  strong  treatment 
which  Mr.  Ewing  prescribes. 

Attention  should  be  called  here  to  a  fact 
previously  referred  to — that  the  treatment 
recommended  by  the  Federal  Security  Ad- 
ministrator is  incompatible  with  two  exten- 
sively used  and  very  effective  remedies: 
(1)  voluntary  health  insurance  and  (2)  the 
financial  assistance  of  individuals,  philan- 
thropies, community  chests,  religious  bodies, 
and  state  and  local  governments  in  helping 
with  the  problem  of  medical  care.  Neither 
of  these  extensively  used  services  in  provid- 


ing for  the  sick  will  any  longer  be  needed  and 
both  will  disappear,  the  government  having 
relieved  these  interests  of  all  opportunities 
and  responsibilities  for  providing  for  sick- 
ness either  through  self-reliance  or  through 
sympathetic  consideration  for  their  sick 
neighbors. 

And  so  we  arrive  at  last  at  the  third  major 
problem  in  the  consideration  of  this  issue  of 
compulsory  health  insurance  —  a  problem 
that  does  not  arise  if  the  Brookings'  recom- 
mendations are  followed,  that  presents  itself 
o}ihj  in  the  event  that  our  government  adopts 
a  system  of  compulsory  health  insurance  as 
recommended  by  the  Federal  Security  Ad- 
ministrator. 

The  Problem   of  Administration 

The  Federal  Security  Administrator  con- 
ceives of  the  full  development  of  the  system 
of  compulsory  health  insurance  as  requiring 
a  period  of  ten  years.  Without  tracing  the 
development  from  bud  to  ripened  fruit,  he 
tells  us  that  by  1960  we  should  have  227,000 
physicians  instead  of  the  present  175,000; 
95,000  dentists  instead  of  the  present  76,000 ; 
443,000  professional  nurses  instead  of  the 
present  375,000;  50,000  physiotherapists  in- 
stead of  the  present,  perhaps,  5,000  to  10,- 
000 ;  1,800,000  acceptable  hospital  beds  (fed- 
eral hospitals  excluded)  instead  of  the  pres- 
ent 900,000  acceptable  beds.  There  are 
(American  Medical  Association  figures)  at 
present  6,276  hospitals  of  all  kinds,  federal 
included,  with  a  total  of  1,425,222  beds.  Some 
are  obsolescent.  Taking  the  present  expendi- 
tures for  medical  care  ($8,500,000,000)  and 
assuming  that  when  everybody  gets  every- 
thing in  medical  care  that  he  needs  there 
will  be  a  25  per  cent  increase  in  services  and 
cost,  we  will  have  an  over-all  cost  for  doc- 
tors, dentists,  nurses,  hospitals,  drugs,  and 
appliances  such  as  spectacles,  crutches,  and 
wheel  chairs,  of  not  less  than  $10,500,000,- 
000.  Less  than  twenty  years  ago  the  cost  of 
our  national  government  was  less  than  half 
that  figure. 

If  we  try  to  conceive  of  the  administrative 
problem  in  its  over-all  dimensions  and  in  its 
great  complexity,  we  are  in  for  an  acute 
attack  of  cerebral  indigestion.  We  must 
break  it  up  into  its  simpler  and  more  essen- 
tial elements  if  we  are  to  have  any  satisfying 
and  clarifying  conception  of  its  practical 
operation. 

The  problem  of  administration  would  seem 
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to  be  divisible  into  three  essential  activities : 
(1)  an  outflovi^  of  money;  (2)  an  inflow  of 
reports  of  services  and  things  for  which  the 
money  is  to  be  paid;  (3)  a  system  of  admin- 
istrative controls  designed  to  assure  honesty 
and  accuracy  in  reporting,  efficient  services, 
and  the  avoidance  of  wastefulness. 

The  outfloiv  of  money 

If  the  total  expenditures  are  $10,500,000,- 
000  in  1960,  when  the  idea  has  become  of  age, 
the  administration  of  the  system  on  all  levels 
— national,  state,  and  local  (counties  and 
cities) — will  cost  not  less  than  7  per  cent  of 
the  total  expenditure,  or  in  round  figures, 
$700,000,000.  If  the  German  experience  is 
of  interest,  F.  G.  Dickinson,  Ph.D.,  Director 
of  the  Bureau  of  Economic  Research  of  the 
American  Medical  Association,  says'^' :  "Cost 
of  administering  the  German  health  insur- 
ance program  is  estimated  at  9.6  per  cent  of 
total  expenditure  in  1914,  and  6.8  per  cent  in 
1925.  These  figures  do  not  include  bookkeep- 
ing costs  of  employers  and  legal  and  postal 
services  performed  free  of  charge  by  the 
government.  Perhaps  a  more  accurate  pic- 
ture is  given  by  the  fact  that  four  fund 
workers  were  employed  for  every  three  in- 
surance doctors." 

When  administrative  costs  are  deducted, 
$9,750,000,000  is  left  to  be  filtered  down  to 
the  grass  roots  where  the  services  are  ren- 
dered and  things  purchased — drugs,  optical 
and  orthopedic  appliances,  and  so  forth.  This 
money  will  be  transmitted  from  the  federal 
administrative  agency  to  state  administra- 
tive agencies,  from  state  agencies  to  local  ad- 
ministrative agencies  (county  and  munici- 
pal), and  from  these  to  the  ultimate  provid- 
ers of  services  and  things — doctors,  dentists, 
nurses,  druggists,  hospitals,  optical  and  in- 
strument houses. 

This  money  will  be  paid  out,  certainly  in 
the  beginning  of  the  system,  on  a  fee-for- 
service  basis ;  however,  we  may  reasonably 
estimate  the  amount  of  money  that  would  be 
sent  to,  say,  a  state  of  4,000,000  people,  or  a 
county  of  40,000,  on  a  ver  capita  basis.  A 
total  expenditure  of  $9,750,000,000  for  a  pop- 
ulation of  160,000,000  amounts  to  approxi- 
mately $60.00  per  capita.  A  state  of  4,000,- 
000  people  would,  therefore,  receive,  at 
$60.00  per  capita,  $240,000,000  per  year,  and 
a  county  of  40,000  people,  $2,400,000  per 
year.    This  is  the  equivalent  of  $220.00  for 

9.    Dickinson.    F.    G. :    German    Experience    witli   Social   Insur- 
ance, J. A.M. A.  i:!S:lii)-i:iO   (Sept.  11)    1919. 


the  average  family.  The  fees-for-service,  the 
ordinary  services,  the  different  types  of  oper- 
ations, obstetrics,  the  fees  for  dentistry,  for 
nurses,  the  cost  of  drugs,  appliances,  hospital 
equipment  and  furnishings,  would  be  closely 
scrutinized  and  largely  determined  by  the 
administrative  agency  on  the  national,  state, 
and  local  levels — largely,  however,  on  the 
national  level. 

The  inflow  of  reports 

The  inflow  of  reports  as  a  basis  for  pay- 
ment for  services  rendered  and  things  sup- 
plied will  originate  with  the  providers  of 
services — doctors,  dentists,  nurses,  and  hos- 
pitals— and  with  the  sellers  of  supplie.s — 
druggists,  opticians,  and  sellers  of  profes- 
sional appliances  such  as  wheel  chairs, 
crutches,  and  treatment  lamps.  The  reports 
(really  detailed  and  verifiable  accounts)  sent 
in  by  these  providers  of  services  and  things 
will  be  based  upon  a  carefully  designed  and 
uniform  system  of  records  or  accounts. 
Physicians  will  record,  for  example,  the 
name  and  address  of  patients  seen  in  home, 
hospital,  or  office,  the  date  of  each  visit,  the 
nature  of  the  trouble,  and  the  general  course 
of  treatment  prescribed.  So  will  the  dentist 
and  nurse  record  the  essential  and  verifiable 
data  as  to  service  rendered.  The  hospitals 
will  use  a  full  and  detailed  system  of  accounts 
and  records  of  service  for  their  entire  per- 
sonnel. In  order  that  all  these  records  may 
be  uniform  and  comparable,  the  original 
record  forms  for  all,  providers  of  both  serv- 
ices and  things,  will  be  designed  by  the  na- 
tional administrative  agency. 

These  official  records  of  services  rendered 
and  things  supplied  will  be  sent  once  a  month 
to  the  local  (county  or  city)  office  for  exami- 
nation, queries,  and  approval  for  payment. 
These  records  will  then  be  recorded  on  a 
large,  comprehensive,  and  detailed  form, 
probably  in  triplicate.  One  form  will  be  re- 
tained for  reference  and  for  comparison  with 
other  months  and  years,  and  two  forms  will 
be  transmitted  to  the  state  office,  one  to  be 
retained  by  that  office,  and  the  other,  after 
verification  and  approval,  to  be  sent  to  the 
federal  agency  as  the  basis  for  reimburse- 
ment. 

Adm in istrative  controls 

Administrative  controls  will  likely  be 
rather  loose  and  flexible  in  the  beginning, 
but  will  become  more  exact  and  rigid  with 
the  development  of  the  extensive  and  com- 
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plicated  system. 

In  the  main,  these  administrative  controls 
will  fall  under  three  classifications :  (1)  aver- 
ages and  deviations;  (2)  inquiries,  entailing 
much  letter  writing;  and  (3)  an  extensive 
field  service,  employing  auditors  and  inves- 
tigators. 

Averages  and  deviations  will  emerge  from 
the  tabulations  of  the  reports  of  work  to  the 
national  and  state  administrative  agencies. 
These  tabulations  will  be  so  designed  as  to 
provide  such  information  as  the  following: 
the  average  number  of  visits  per  patient  by 
physicians,  the  average  number  of  visits  to 
uncomplicated  deliveries,  the  average  num- 
ber of  visits  per  patient  for  the  more  im- 
portant diseases,  the  average  cost  of  dental 
service  per  patient,  the  average  length  of 
nursing  services  for  all  patients,  and  for 
certain  types  of  illness,  the  average  length 
of  stay  of  patients  in  hospitals  for  all  dis- 
eases and  for  certain  special  conditions.  The 
deviation  from  the  averages  will  appear  and 
receive  attention — such  as  the  state  where 
doctors  make  a  larger  number  of  visits  per 
patient  than  any  other  state ;  the  state  where 
doctors  make  a  larger  number  of  visits  per 
patient  with  pneumonia ;  the  state  where 
more  visits  are  made  to  uncomplicated  de- 
liveries, and  so  forth  on  down  the  line.  And 
as  in  the  national  office  for  the  states,  so  in 
the  state  offices  for  the  counties  and  cities. 

When  these  significant  deviations  appear, 
the  typewriters  will  go  into  action — letters 
from  the  national  agency  to  the  state  agency ; 
letters  from  the  state  agency  to  the  county 
agency,  and  from  the  county  agency  to  the 
doctors,  dentists,  druggists,  and  hospitals, 
asking  for  further  information  on  the  devi- 
ations from  average  practice  and  for  explan- 
ations. Correspondence  will  clear  up  much, 
but  not  all  matters  in  question. 

Then  the  field  service  will  take  over. 
Auditors  will  be  sent  to  check  accounts  of 
hospitals,  drugstores,  and  houses  supplying 
appliances;  investigators  will  check  what 
appear  to  be  excessive  visits  to  patients, 
wastefulness  in  prescribing  drugs,  conniv- 
ance with  patients  to  get  insurance  and  stay 
away  from  work,  and  so  forth.  Again  I  quote 
Dr.  Dickinson  of  the  Bureau  of  Medical  Eco- 
nomic Research  of  the  American  Medical  As- 
sociation: "Under  German  health  insurance, 
the  duration  of  illness  increased  progres- 
sively from  14.1  days  per  illness  in  1885  to 
29.3  days  per  illness  in  1932.   The  latter  fig- 


ure is  70  per  cent  higher  than  in  the  United 
States.  Supervising  physicians,  appointed  to 
curb  abuses,  found  up  to  50  per  cent  of  the 
persons  on  sick  lists  able  to  work.""'' 

The  whole  idea  based  upon  the  fee-for- 
service  plan  of  operation  is  so  open  to  con- 
nivance and  fraud,  and  so  complicated  in 
administration,  that  the  Brookings  Report 
expresses  the  opinion  that  it  will  be  given  up 
and  payment  to  providers  of  professional 
services  on  either  a  per  capita  or  a  salary 
basis  adopted. 

If  a  per  capita  system  should  replace  the 
fee-for-service  system,  people  would  select 
and  sign  up  for  the  services  of  a  certain 
physician.  Once  having  selected  a  physician, 
the  individual  or  family  would  have  to  stay 
hitched  until  a  given  date.  Perhaps  changes 
would  be  permitted  twice  yearly.  Inasmuch 
as  the  government  would  be  paying  the  phy- 
sician according  to  the  number  of  persons — 
say  1,000  or  1,500 — enrolled  with  him,  it 
could  not  keep  its  accounts  current  if  con- 
tinual and  unregulated  shifts  by  patients 
from  one  physician  to  another  were  per- 
mitted. The  question  arises  as  to  the  num- 
ber of  people — how  many  and  how  few — a 
doctor  would  be  permitted  to  have  on  his 
panel  as  a  basis  for  government  pay. 

If  the  salary  system  of  payment  were 
adopted,  it  would  have  to  be  based  upon  a 
definite  assignment  of  service — a  population 
group — rural  or  urban.  Here,  of  course, 
freedom  of  choice  in  the  selection  of  a  physi- 
cian would  cease  to  exist,  as  in  the  per  capita 
system  it  would  exist  only  at  specified  times. 

In  both  the  per  capita  and  salary  systems, 
the  tendency  would  be  toward  too  few  visits 
instead  of,  as  under  the  fee-for-service  sys- 
tem, too  many  visits.  There  would  be  con- 
stant complaining  about  limited  services — 
infrequent  visits  and  delayed  visits.  Local 
adjusting  agencies  would  be  needed  to  deal 
with  these  continuing  complaints  —  some 
from  doctors  complaining  about  the  lack  of 
cooperation  on  the  part  of  the  patient,  and 
many  from  people  complaining  about  lack  of 
interest  and  service  on  the  part  of  the  doctor. 

The  compensation  for  service — fees,  per 
capita,  or  salary — would  be  determined  by 
the  federal  agency,  possibly  in  the  law  itself, 
and  compensation  would  probably  be  uni- 
form throughout  the  country.  As  the  income 
of  2,000,000  to  3,000,000  persons  would  be 
involved,  we  could  expect  political  log-rolling 
on  a  large  scale. 


106 


NORTH   CAROLINA   MEDICAL  JOURNAL 


March,  1949 


The  Quality  of  Medical  Care 

What  will  happen  to  this  most  important 
desideratum  under  a  system  of  medical  care 
financed  by,  and  to  a  considerable  extent 
under  the  general  supervision  of  official  and 
political  agencies?  Will  the  professional  and 
political  interests  merge  into  a  hybridized 
interest? 

There  is  an  interplay  of  two  interests  in 
the  practice  of  medicine  under  the  existing 
system:  a  personal  interest  and  a  scientific 
interest. 

The  personal  interest  is  reciprocal  between 
patient  and  physician.  It  is  a  large  factor 
in  the  selection  of  physicians  by  patients.  It 
is  a  potent  factor  in  giving  effect  to  the 
scientific  interest.  This  is  particularly  true 
in  the  treatment  of  functional  conditions. 
This  personal  interest  will  be  largely  con- 
served where  government  payment  to  physi- 
cians is  on  a  fee-for-service  basis;  it  would 
be  impaired  in  a  per  capita  payment  system; 
it  would  be  seriously  impaired  where  pay- 
ment was  by  salary. 

The  scientific  interest  would  be,  with  the 
development  of  the  system,  to  a  considerable 
extent  influenced  by  professional  advisory 
councils — doctors,  dentists,  and  nurses — on 
national  and  state  levels.  These  councils 
would  study  the  professional  reports  with  a 
view  to  recommending  and  emphasizing 
courses  of  treatment  in  certain  diseases  and 
conditions.  Treatment  would  become  more 
routine,  less  experimental,  and  the  responsi- 
bility of  the  doctor  for  the  patient,  being  to 
some  extent  shared  by  supervisory  profes- 
sional groups,  w^ould  be  lessened. 

However,  the  exercise  of  the  scientific  in- 
terest of  physicians  is  not  as  likely  to  suffer 
as  is  their  personal  interest  in  patients,  for 
the  reason  that,  as  in  the  system  of  insur- 
ance in  England,  the  more  adventuresome 
minds,  the  highly  trained  research  type,  the 
spark  plugs  of  the  professional  organiza- 
tions, are  not  likely  to  come  under  a  system 
of  compulsory  health  insurance,  but  will  re- 
main free  and  continue  to  serve  as  the  pace- 
setters of  medicine. 

Questions 

Finally,  there  are  many  unanswered  ques- 
tions, questions  that  only  experience  can 
answer.    Some  of  these  are: 

(1)  Can  compulsory  health  insurance  at 
one  and  the  same  time  eliminate  the  faults 


of  the  least  desirable  practitioners  and  leave 
the  specially  gifted  and  creative  free  from 
restriction? 

(2)  Can  people  who  need  medical  care  be 
compelled,  as  in  the  case  of  non-attendance 
of  children  at  school,  to  accept  it? 

(.3)  How  will  the  government  determine 
the  qualifications  of  specialists  and  deter- 
mine their  fee-for-service  or  salary? 

(4)  With  free  drugs  available,  how  will 
the  government  regulate  this  privilege,  how 
prevent  wastage  ? 

(5)  What  sort  of  regulations  will  control 
the  prescribing  of  narcotics  and  alcohol? 

(6)  How  will  compulsory  insurance  affect 
self-medication  and  the  use  of  patent  medi- 
cines? 

(7)  What  will  be  the  status  of  the  various 
cults  under  compulsory  health  insurance? 

And  so  we  see  that  the  Federal  Security 
Administrator  is  correct  in  his  statement : 
"Let  me  be  the  first  to  concede  that  any  plan 
for  Government  health  insurance  will  present 
difficulties  .  .  ." 


CONCEPTIONS  AND  MISCONCEPTIONS 
ABOUT  PSYCHIATRY 

Norman  Q.  Brill,  M.D.* 
Washington,  D.  C. 

Until  relatively  recent  times  most  people 
had  the  idea  that  psychoneuroses  and  psy- 
choses were  inherited.  The  medical  profes- 
sion was  perhaps  just  as  much  in  the  dark 
as  was  the  public  in  understanding  the  true 
nature  of  psychiatric  disorders.  The  psy- 
chiatrists too  were  probably  somewhat  re- 
sponsible for  the  continuation  of  these  old 
ideas. 

Many  psychiatrists  approached  the  emo- 
tionally ill  patient  with  an  attitude  that  the 
basic  difficulty  could  not  be  changed,  and 
treatment  often  consisted  of  sedation  or  ad- 
vice to  "get  a  change  of  scenery,"  to  "take  a 
trip  to  Florida,"  or  to  "spend  a  few  weeks 
in  a  sanatorium." 

During  the  war  it  became  only  too  appar- 
ent that  the  average  doctor's  medical  educa- 
tion had  been  defective  in  the  field  of  psy- 
chiatry. While  most  of  the  physicians  in  the 
armed  services — and  this  applies  to  civilian 
life  too — had  a  good  speaking  acquaintance 
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with  organic  disease,  whether  it  was  surgi- 
cal, medical,  or  obstetric,  they  were  pretty 
much  at  a  loss  in  matters  psychiatric ;  yet 
it  has  been  repeatedly  estimated  that  ap- 
proximately 50  per  cent  of  the  patients  who 
visit  physicians'  offices,  excluding  those  with 
such  conditions  as  upper  respiratory  infec- 
tions, are  suffering  from  functional  disorders 
rather  than  organic  disease.  Doctors  who 
were  trained  in  terms  of  organic  disease 
often  thought  onlj-  in  these  terms  when  con- 
fronted by  a  patient,  and  in  far  too  many 
instances  neglected  to  recognize  the  func- 
tional nature  of  the  patient's  disorders. 

Doctors  in  general  consider  it  a  disgrace 
to  miss  an  organic  lesion,  but  somehow  do 
not  seem  to  mind  missing  a  functional  dis- 
order. I  suspect  that  is  because  they  feel 
that  they  can  do  something  for  the  patient 
with  an  organic  disease,  and  that  little  or 
nothing  can  be  done  for  the  patient  with  a 
functional  or  emotional  disorder;  or  perhaps 
they  have  the  mistaken  notion  that  people 
do  not  die  from  psychiatric  illnesses. 
Actually,  much  more  can  be  done  in  the 
treatment  of  many  of  the  psychoses  and  psy- 
choneu  roses  than  can  be  done  to  correct  a 
valvular  lesion  of  the  heart,  or  to  cure  mul- 
tiple sclerosis  or  arthritis. 

To  be  sure,  there  are  a  great  many  phy- 
sicians who  are  well  aware  that  they  are 
dealing  with  functional  disorders,  but  are  at 
a  loss  to  know  how  to  treat  them  except  by 
reassurance,  encouragement,  and  sympto- 
matic medication.  Fortunately,  this  ap- 
proach works  with  a  great  many  of  the  pa- 
tients. It  is  more  apt  to  work  when  the  doc- 
tor recognizes  the  functional  nature  of  the 
illness,  because  he  is  then  in  a  position  to 
reassure  the  patient  with  conviction  and  sin- 
cerity. Where  the  functional  nature  of  the 
disorder  is  not  recognized,  the  patient  often 
is  started  on  a  round  of  physicians,  visiting 
one  specialist  after  another,  and  frequently 
ending  up  after  months  or  years  in  exactly 
the  same  condition,  or  sometimes  worse. 

Effect  of  the  War  on  Conceptions 
of  Psychiatry 
Great  progress  was  made  during  the  war 
along  these  lines.  In  the  armed  services  the 
doctor  was  removed  from  the  privacy  of  his 
own  office.  His  work  was  subject  to  inspec- 
tion and  review  by  other  medical  officers. 
It  was  no  longer  so  easy  for  physicians 
to  hide  behind  organic  diagnoses  when  no 
findings  were  present  to  substantiate  such 


diagnoses.  It  became  necessary  to  face 
the  fact  that  many  of  the  disorders  they 
were  seeing  were  functional.  I  will  just  men- 
tion in  passing  the  surprise  and  skepticism 
which  greeted  the  discovery  that  approxi- 
mately one  third  of  the  five  million  men  who 
were  rejected  for  military  service  were 
turned  down  for  neuropsychiatric  reasons. 
To  make  it  worse,  psychoneurotic  disorders 
were  the  most  common  causes  for  loss  of 
manpower  from  the  services. 

In  addition,  large  numbers  of  doctors  were 
able  to  see  psychiatric  disorders  developing 
in  men  who  had  had  no  previous  history  of 
emotional  difficulty.  The  phenomenon  of  pre- 
viously healthy  and  well  adjusted  individ- 
uals breaking  down  or  developing  symptoms 
as  a  result  of  prolonged  combat,  starvation, 
cruelty,  or  service  in  the  tropics  or  on  an 
isolated  post  was  too  obvious  to  be  ignored 
or  misinterpreted.  It  was  not  surprising 
that  a  draftee  should  develop  a  bellyache  be- 
fore a  hike,  but  when  regular  Army  officers 
with  many  years  of  service  suddenly  mani- 
fested homosexual  tendencies  in  the  stress  of 
combat,  and  when  known  psychoneurotics 
became  heroes  on  the  battlefield,  "weakness 
of  character"  did  not  seem  to  afford  an  ex- 
planation. Doctors  to  whom  the  relation  be- 
tween stress  and  psychiatric  disorders  was 
unfamiliar  were  brought  face  to  face  with 
a  relationship  which  had  to  be  recognized. 

There  was  one  other  factor  that  contrib- 
uated  toward  the  acceptance  of  a  dynamic 
rather  than  a  static  concept  of  psychiatry, 
and  that  was  the  fact  that  psychiatrists 
came  into  intimate  contact  with  other  mem- 
bers of  the  medical  profession  at  all  echelons 
in  the  military  service.  Not  only  were  psy- 
chiatrists assigned  to  hospitals,  but  they 
were  placed  in  training  camps,  in  induction 
stations,  in  divisions,  in  some  evacuation 
hospitals,  and  at  almost  every  location  where 
medical  care  was  rendered.  They  were  in  a 
position  to  help  the  surgeons  and  internists 
understand  the  nature  of  psychiatric  illness, 
and — more  important — to  demonstrate  that 
psychiatric  illness  could  be  treated  and 
treated  successfully.  Psychiatric  consulta- 
tions wei'e  requested  freely,  and  the  impor- 
tance of  personality  and  emotional  factors 
in  numerous  cases  of  digestive,  cardiovas- 
cular, and  musculoskeletal  disorders  was 
clearly  demonstrated.  The  psychiatrists' 
funnj^  ideas  turned  out  to  be  not  so  funny 
after  all. 
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The  ultimate  result  of  all  this  was  the 
recognition  of  the  fact  that  each  and  every 
one  of  us  has  a  threshold  of  stress  which 
he  can  endure,  and  beyond  which  he  will 
decompensate  (I  do  not  like  to  use  the  word 
"break")  and  develop  neurotic  or  psychotic 
illness.  No  longer  could  we  think  in  terms 
of  just  good  and  bad  heredity,  so  far  as 
psychiati'ic  illness  was  concerned.  We  had 
to  think  in  terms  of  relative  capacities  of 
individuals,  which  in  themselves  were  a  re- 
sult of  previous  emotional  conditioning,  and 
in  terms  of  the  stress  to  which  the  individual 
was  exposed. 

The  relationship  between  psychiatric  dis- 
orders and  such  factors  as  an  individual's 
motivation  and  leadership,  the  amount  and 
effectiveness  of  his  training,  and  the  appro- 
priateness of  his  assignment  was  demon- 
strated with  accuracy  approaching  that  of  a 
carefully  conceived  laboratory  experiment. 
There  remained  little  doubt  that  individuals 
who  were  well  motivated,  who  had  good  lead- 
ership, who  had  had  adequate  training  for 
their  jobs,  and  who  were  properly  assigned 
in  their  jobs  could  withstand  much  more 
stress  than  those  who  were  poorly  motivated, 
who  had  poor  leadership,  and  who  were  poor- 
ly trained  and  misassigned.  The  application 
to  civilian  life  is  obvious. 

While  it  was  not  too  difficult  to  see 
the  relationship  between  neuroses  and  emo- 
tional stress,  it  was  much  more  difficult  to 
learn  that  the  psychopaths,  or  the  "bad 
boys,"  were  in  most  instances  found  to  be 
bad,  or  aggressive,  or  antisocial  for  under- 
standable reasons  when  their  life  histories 
were  obtained.  They  seemed  no  more  re- 
sponsible for  their  behavior  than  the  neu- 
rotics were  for  their  difficulties.  One  fre- 
quently found  histories  of  broken  homes, 
maladjusted  or  neurotic  parents,  lack  of 
emotional  security,  overdisciplining  or  the 
reverse,  and  inconsistencies  in  their  habit 
training.  It  was  not  just  coincidental  to 
find  that  the  boy  who  revolted  against  the 
authority  of  the  Army,  or  of  the  police  or 
government,  was  the  one  who  often  had  pre- 
viously had  to  revolt  against  the  unbearable 
discipline  of  one  or  both  of  his  parents.  He 
was,  to  make  a  medical  analogy,  allergic  to 
authority. 

Seeing  a  Psychiatrist 
Most  people  have  never  been  to  a  psychia- 
trist. They  wonder  what  goes  on  when  some- 
one does  go  to  a  psychiatrist,  and  they  have 


all  kinds  of  phantasies  about  it.  Some  imag- 
ine that  if  they  confess  the  things  about 
which  they  feel  guilty  (as  they  would  to  a 
priest),  they  will  get  rid  of  the  tensions  or 
symptoms  which  they  suspect  are  related  to 
the  feelings  of  guilt.  In  such  instances  the 
psychiatrist  is  phantasied  as  a  father  confes- 
sor who  has  the  power  to  forgive.  Some  be- 
lieve that  if  they  gather  up  the  courage  to 
consult  a  psychiatrist  about  problems  that 
have  been  irritating  and  disturbing  for  a 
long  time,  the  psychiatrist  will  advise  them 
what  to  do.  In  this  case  the  psychiatrist  is 
not  a  father  confessor,  but  a  father  substi- 
tute or  adviser.  Some  believe  that  the  psy- 
chiatrist is  a  mind  reader;  that  after  listen- 
ing to  the  patients'  stories,  he  will  tell  them 
all  about  their  complexes  and  conflicts,  and 
reveal  to  them  that  they  are  suffering  from 
an  "inferiority  complex"  or  "sexual  starva- 
tion"— in  other  words,  give  an  "off  the  cuff" 
diagnosis  which  will  solve  all  the  difficulty. 
Some  have  visions  of  being  hypnotized,  or 
of  being  given  Sodium  Amytal  or  Pentothal 
because  of  the  publicity  this  procedure  re- 
ceived during  the  war  when  it  was  used  ex- 
tensively in  acute  situational  difficulties. 
Some  think  that  seeing  the  psychiatrist  is 
an  admission  of  insanity  (maybe  just  a  touch 
of  it),  and  is  the  first  step  toward  the  state 
hospital. 

Perhaps  one  of  the  most  common  miscon- 
ceptions is  that  the  psychiatrist  encourages 
the  patient  to  indulge  himself  in  any  way  he 
desires — whether  it  be  by  promiscuous  or 
extramarital  sexual  relations,  divorce,  or  lack 
of  consideration  for  others.  Somehow  the 
psychiatrist  has  gotten  a  reputation  for  en- 
couraging immorality,  lack  of  responsibility, 
unrestricted  self-expression,  and  disregard 
of  religion. 

I  am  convinced  that  some  ill  advised  or 
poorly  trained  psychiatrists  have  contrib- 
uted to  these  beliefs  through  their  malprac- 
tice. (We  have  poor  psychiatrists,  just  as  we 
have  poor  surgeons  and  internists,  and  there 
is  nothing  to  prevent  any  doctor  from  calling 
himself  a  psychiatrist  if  he  chooses  to  do  so.) 
Unfortunately,  the  shortage  of  psychiatrists 
has  been  so  acute  that  even  the  charlatan 
can  be  assured  of  being  kept  pretty  busy  if 
he  lets  it  be  known  that  he  can  cure  people 
with  emotional  difficulties. 

But  this  is  not  the  entire  explanation.  The 
psychiatrist  in  normal  practice  does  not  at- 
tempt to  play  the  role  of  a  judge  or  a  min- 
ister, any  more  than  a  surgeon  does.    Nor 
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does  he  take  it  upon  himself  to  moralize 
about  his  patient's  difficulties,  any  more  than 
an  internist  does  about  a  case  of  rheumatic 
fever.  The  psychiatrist  approaches  (or 
should  approach)  his  patient's  difficulties 
with  complete  objectivity.  The  patient,  no 
matter  what  his  trouble  is,  expects  that  he 
will  meet  with  as  sympathetic  a  reception  as 
if  he  were  consulting  a  physician  about  his 
arthritis.  Since  a  psychiatric  disorder  in- 
volves the  person  himself — and  not  just  a 
particular  organ — and  since  it  has  to  do  with 
a  person's  emotions  and  mental  processes, 
it  is  necessary  to  explore  completely  the  in- 
dividual's personality  and  emotions  and  not 
just  those  facets  of  the  personality  and  emo- 
tions that  he  chooses  to  display  to  the  world. 
In  order  to  accomplish  this,  the  psychiatrist 
must  ask  questions  which  the  patient  ordi- 
narily is  not  accustomed  to  think  about. 
Many  times  patients  read  hidden  meanings 
into  these  questions  and  are  apt  to  blame  the 
psychiatrists  for  answers  that  arise  from 
within  themselves.  It  is  this  phenomenon 
which  contributes  to  the  "bad"  reputation 
of  the  psychiatrist. 

What  does  the  psychiatrist  do?  He  tries 
to  find  out  what  is  troubling  the  patient,  and 
what  factors  in  the  patient's  environment, 
as  well  as  his  personality  and  attitudes,  are 
contributing  to  his  difficulty.  The  objective 
is  to  help  the  patient  understand  the  nature 
and  source  of  his  problem — whether  it  be 
trouble  in  getting  along  with  his  mother  or 
wife,  or  nervousness,  insomnia  and  depres- 
sion. 

We  are  apt  to  consider  fever  as  a  sign  of 
illness  rather  than  as  a  reaction  on  the  part 
of  the  body  to  combat  infection.  The  red- 
ness and  swelling  and  tenderness  which  ac- 
company an  infection  are  not  just  due  to  the 
infection.  They  are  the  results  of  the  body's 
efforts  to  overcome  the  invading  bacteria. 
Similarly  a  functional  disorder  or  a  neurosis 
is  the  attempt  of  the  -personality  to  protect 
itself  from  conflicts,  or  feelings,  which  are 
unacceptable  to  the  individual.  Because  a 
psychiatric  illness  is  a  defense,  patients  un- 
consciously resist  giving  it  up.  They  would 
rather  be  sick  than  unhappy.  It  is  difficult 
not  to  notice  the  eagerness  with  which  some 
patients  look  forward  to  being  told  that  they 
have  a  nervous  breakdown.  It  is  this  defense 
reaction  that  contributes  to  the  reluctance 
of  some  individuals  to  seek  psychiatric  help, 
and  that  makes  psychiatric  treatment  more 


difficult  than  other  forms  of  medical  treat- 
ment. 

Psychosomatic  Relationships 

Many  common  expressions  which  have 
been  in  use  for  generations  indicate  that  the 
relationship  between  emotions  and  physical 
symptoms  has  been  recognized  for  a  long 
time. 

We  refer  to  a  serious  problem  that  is 
difficult  to  solve  as  a  "headache"  (and  in 
fact  we  often  see  patients  who  have  head- 
aches because  of  a  personal  problem  they 
cannot  solve).  We  refer  to  the  "heai'tache" 
of  one  who  has  suffered  an  emotional  blow 
that  is  depressing  (and  in  practice  we  see 
patients  who  complain  of  an  aching  over  the 
heart,  which  is  due  to  just  such  a  situation). 

Many  of  us  use  the  expression,  "So-and-So 
is  a  pain  in  the  neck,"  meaning  that  he  (or 
she)  is  a  bother  to  us.  We  see  patients  who 
complain  of  neck  pains  that  result  from  inti- 
mate association  with  someone  who  is  a 
"pain  in  the  neck." 

We've  heard  the  expression,  "I  can't  stom- 
ach that"  or  "I  can't  swallow  that,"  and  we 
see  patients  whose  vomiting,  or  indigestion, 
or  difficulty  in  swallowing  is  the  result  of 
some  intolerable  situation  that  they  can't 
handle  in  any  other  way.  We've  heard  of 
those  who  let  things  "get  under  their  skin," 
and  we  see  patients  whose  emotional  difficul- 
ties express  themselves  as  skin  rashes. 

A  considerable  number  of  patients  who 
believe  (often  with  the  doctor's  help)  that 
they  have  heart  trouble  or  some  gastroin- 
testinal disease  are  suffering  from  neuroses. 
That  the  cardiovascular  system  and  the  gas- 
trointestinal tract  are  common  sites  of  emo- 
tional expression  is  indicated  by  the  fre- 
quency with  which  they  are  used  in  a  sym- 
bolic way  to  express  emotions.  Dr.  W.  C. 
IMenninger,  in  his  recent  book,  "Psychiatry 
in  a  Troubled  World, "*^'  refers  to  the  use  of 
the  heart  as  a  symbol  of  affection  in  the  val- 
entine, and  in  various  expressions  such  as 
"loving  with  all  my  heart,"  "a  warm  heart," 
"heart  throbs,"  and  "heartfelt."  Such  terms 
as  "faint-hearted,"  "chicken-hearted,"  and 
"thin-blooded"  are  used  to  describe  the  in- 
dividual who  is  fearful.  The  lack  of  love  or 
the  presence  of  hate  is  indicated  in  such 
words  as  "hard-hearted,"  "cold-blooded," 
and  "heartless." 

That  emotions  are  expressed  through 
the  gastrointestinal  tract  is  indicated  by  the 

1.    Menninser.   W.  C:  Psychiatry  in   a  Troubled  World,  New 
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expressions:  "I  can't  stomach  that";  "I  can't 
swallow  that";  "such-and-such  nauseates 
me" ;  "I  have  a  belly  full."  They  don't  refer 
to  food.  They  refer  to  emotions,  and  it  is 
the  rare  gastroenterologist  who  does  not  see 
many  patients  whose  complaints  are  purely 
emotional  in  origin. 

It  is  amazing  how  many  doctors  use  these 
expressions  in  everyday  life,  yec  tail  com- 
pletely to  remember  them  when  confronted 
with  patients  who  say  the  same  thing,  but  in 
a  genuine  rather  than  symbolic  way.  They 
think  only  in  terms  of  organic  disease,  and 
pathology.  In  this  connection  I  feel  com- 
pelled to  quote  Crookshank,  who  said'-': 

"It  always  seemed  to  me  odd  that  doctoi's  who, 
when  students,  suffered  with  frequency  of  micturi- 
tion before  an  examination,  or  who  when  in  France, 
had  actual  experience  of  the  bowel  looseness  that 
occurred  before  action,  should  persistently  refuse  to 
seek  a  psychical  .  .  .  factor  when  confronted  with 
a  case  of  functional  enuresis  or  mucous  colitis.  I 
often  wonder  that  some  hard  boiled  and  orthodox 
clinician  does  not  describe  emotional  weeping  as  a 
'new  disease,'  calling  it  paroxysmal  lachrymation, 
and  suggesting  treatment  by  belladonna,  astringent 
local  applications,  avoidance  of  sexual  excess,  tea, 
tobacco  and  alcohol,  and  a  salt-free  diet  with  restric- 
tion of  fluid  intake;  proceeding  in  the  event  of  fail- 
ure to  early  removal  of  the  tear  glands." 

Random  Psychiatric  Problems 

To  go  ahead  with  my  attempt  to  outline 
what  a  psychiatrist  does,  I  will  briefly  pre- 
sent a  few  random  samples  of  the  problems 
we  see : 

Case  1  ' 

"A"  was  20  years  old  when  I  first  saw  her  a  little 
more  than  a  year  ago.  She  was  referred  by  her 
family  doctor.  She  was  pretty  scared  when  she  first 
came  in,  though  she  had  had  some  contact  with 
psychiatrists  before.  She  was  a  sweet,  pretty  girl, 
who  seemed  to  be  quite  intelligent.  She  came  of  a 
good  family,  was  a  college  graduate,  and  was  the 
kind  of  girl  that  would  ordinarily  be  attractive  to 
boys.  She  couldn't  give  a  very  good  history  about 
her  trouble,  but  told  how  she  began  to  have  what 
she  called  ''hysterical  spells"  a  few  years  ago. 

She  was  afraid  to  be  alone,  had  a  fear  of  closed 
spaces  and  of  high  places.  She  was  terrified  of  the 
dark,  and  on  getting  into  bed  at  night  her  hands  and 
feet  would  turn  icy  cold  and  she  would  be  seized 
with  a  feeling  of  panic.  It  would  occur  to  her  that 
she  might  forget  how  to  breathe,  and  her  panic 
would  increase  with  the  thought  that  she  might 
die.  These  experiences  finally  convinced  her  that  she 
was  losing  her  mind.  Many  boys  had  been  interested 
in  her,  but  she  invariably  broke  off"  with  them  when 
they  showed  any  indication  of  getting  serious.  She 
attributed  this  to  sexual  fears. 

She  was  very  unhappy  at  home.  She  complained 
that  her  mother  criticized  her  for  being  too  soft, 
for  not  having  any  ambition,  and  for  just  staying 
at  home  and  reading.  She  was  devoted  to  her  father, 
but  when  she  had  dinner  at  home  with  just  him  and 

2.    Crookshank,   K.  G. :  Diagnosis,  Disease,  and  the  Syndrome, 
PsTche,  London    (No.   4)    9:27-43   (April)    1929. 


ner  mother  (she  was  an  only  child)  she  would  get 
viie  reeling  tlial  something  was  closing  in  on  ner, 
tnat  she  nad  to  get  out.  cihe  would  bolt  her  loou 
(lown  and  make  some  excuse  tor  getting  away  irom 
tne  taoie  as  quickly  as  she  could. 

in  this  case,  the  patient  was  aware  tnat  ner 
aiiiicuuy  was  an  emotional  one,  in  conu'asi,  to  some 
patients  wno  lor  a  long  time  nold  on  to  tne  wibn 
uiat  It  is  pnysical.  sne  was  asked  to  lkii  tne  enuid 
story  01  ner  life,  to  say  everytning  tnat  came  lo 
mniQ,  wnetner  it  seemed  important  or  suiy,  and  par- 
ticularly tnose  things  tnat  sne  was  reiuciant  to  LaiK 
about,  in  this  way  it  was  possible  to  aeive  not  ouiy 
into  ner  experiences  but  ner  own  emotional  re- 
actions to  tnem.  Gradually  tne  story  unioluea — a 
story  01  extreme  leelings  of  guilt  aoout  ner  own 
se.xual  feelings,  ot  overwhelming  hatred  lor  ner 
iiiotner,  who  was  fundamentally  a  selhsn,  inconsist- 
ent, jealous,  infantile  individual  who  wore  a  trans- 
parent masK  of  simulated  unselfishness,  generosity, 
and  love  lor  the  patient.  Actually  sne  was  jealous 
01  her  daughter  and  was  frustrated  m  ner  marriage 
to  a  man  twenty-three  years  older  than  herself.  Ine 
patient  s  conflict  centered  around  her  wish  to  leave 
nome  and  be  independent  and  her  tear  ol  giving  up 
her  childish  dependence  upon  her  mother,  ner  symp- 
toms constituted  the  solution  to  the  conflict — she  did 
nothing. 

1  saw  "A"  once  or  twice  a  week  for  more  than 
a  year  before  she  clearly  recognized  the  source  ol 
her  diificulties  and  realized  that  what  she  was  really 
atraid  of  was  herself.  She  did  all  the  talking,  while 
1  listened  and  pointed  out  relationships  between 
current  reactions  and  past  ones,  and  encouraged  her 
to  face  her  true  feelings  and  their  source.  It  was  a 
gratifying  experience  to  watch  her  flower,  to  see  her 
mature  from  week  to  week,  give  up  her  infantile 
dependence  upon  her  mother,  begin  to  think  for  her- 
self, lose  her  tenseness  and  her  tears,  and  in  the  end, 
not  only  understand  herself  but  have  some  insight 
into  her  parents'  personality  disorders,  and  more  tol- 
erance for  them. 

It  was  tough  sledding  for  "A"  to  see  herself  as 
she  really  was — with  all  of  the  instincts  and  emo- 
tions that  we  all  have — rather  than  as  the  pure,  in- 
nocent child  she  preferred  to  believe  she  was,  in 
order  to  satisfy  her  mother's  unrealistic  demands. 

Case  2 

Another  example  is  Mrs.  D.,  the  35  year  old  wife 
of  an  Army  colonel.  Mrs.  D.  had  been  under  the 
care  of  an  obstetrician  and  gynecologist  for  about 
a  year,  receiving  pelvic  diathermy  and  hormone  in- 
jections three  times  a  week,  and  getting  nowhere. 
A  friend  of  hers,  who  had  more  insight  than  her 
doctor,  encouraged  her  to  see  a  psychiatrist.  This  is 
the  story  she  gave: 

Her  illness  began  in  1943,  when  she  first  noticed 
that  she  didn't  feel  up  to  par,  she  lacked  pep  and 
energy,  lost  her  appetite,  and  couldn't  sleep.  It 
was  during  the  war,  and  she  attributed  her  symp- 
toms to  the  frustrations  that  many  wives  experi- 
enced while  their  husbands'  attentions  were  focused 
on  their  jobs  with  the  Army.  In  January,  1944, 
while  she  was  at  dinner,  her  heart  suddenly  be- 
gan to  pound  very  forcefully.  This  pounding  lasted 
for  about  twenty  minutes,  and  following  it  she 
shook  all  over.  A  similar  attack  occurred  several 
weeks  later,  and  after  a  while  they  began  to  occur 
every  day.  Then  her  husband  was  shipped  overseas. 
The  spells  then  increased  until  they  were  occurring 
six  to  eight  times  each  day.  At  this  point  Mrs.  D. 
decided  that  she  had  heart  trouble. 

She  returned  to  her  family  in  California  and  con- 
sulted a  cousin  who  was  a  physician.  He  apparently 
examined  her  carefully  and  told  her  that  "a  nerve 
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to  her  heart  was  frayed."  He  prescribed  sedatives 
and  rest  in  order  that  she  niig-ht  not  strain  her 
heart.  She  followed  his  advice  for  18  months;  her 
palpitation  improved,  but  she  felt  g-uilty  because  her 
restricted  activity  prevented  her  from  contributing 
to  the  war  effort.  In  the  middle  of  1945  she  again 
lost  her  appetite  and  began  to  suffer  from  indiges- 
tion and  a  sensation  of  pressure  at  the  base  of  her 
skull.  For  this  she  was  given  a  daily  injection  of  glu- 
cose and  vitamin  B,.  She  then  developed  soreness 
in  the  pit  of  her  stomach,  almost  constant  nausea 
which  was  associated  with  a  dull  pain  in  the  front 
of  her  head  and  temples,  and  a  tingling  feeling 
across  the  nose.  These  symptoms  were  followed  by 
alternating  constipation  and  diarrhea. 

Her  husband  returned  to  this  country  in  October, 
1945,  but  Mrs.  D.  got  no  better;  in  fact,  she  grew 
worse.  By  December.  1945,  she  was  constantly  light- 
headed pnd  felt  as  if  she  were  going  to  faint.  Her 
entire  body  ached,  and  she  said  that  "she  felt  as  if 
she  were  decomposing  inside."  She  got  to  the  point 
where  she  could  barely  get  around.  On  one  occasion 
she  did  actually  "pass  out"  while  shopping. 

She  consulted  a  nationally  known  internist,  who 
told  her  she  had  "hvsteria"  and  once  again  advised 
rest.  After  living  the  life  of  a  semi-invalid  for  six 
months  more,  she  went  to  see  a  well  known  obste- 
trician and  gynecologist.  He  told  her  that  her  diffi- 
culty was  due  to  a  glandular  deficiencv  and  began 
giving  her  iniections  of  a  female  sex  hormone  uren- 
aration — at  first  dailv.  then  three  times  a  week.  In 
addition,  she  was  given  pelvic  diathermv  three 
times  a  week,  had  a  course  of  roentgen  treatments 
to  her  nituitarv  gland,  and  had  her  ears  inflated  bv 
an  otolarvngologist,  in  the  hone  that  this  would 
relieve  the  sensation   in  her  head. 

I  first  saw  Mrs.  D.  in  -July,  194(i — and  if  I  ever 
saw  a  natient  in  trouble,  she  was  the  one.  Sb-^  com- 
plained of  generalized  weakness,  nausea.  lis-li+h°ad- 
edness,  headache,  tenseness,  palpitation  of  the  lipart, 
faintness,  spells  of  crving,  numbness  of  h"r  face, 
tightness  in  her  shoulder,  and  peculiar  feelinors  in 
her  pelvic  region  as  if  her  bowels  were  going  to 
move  involuntarily.  Physical  examination  was  com- 
pletely negative. 

I  deliberately  mentioned  this  case  to  show 
how  patients  can  be  mishandled  bv  sincere 
physicians  of  reputation  and  ability  when 
they  ignore  the  emotional  side  of  a  person's 
make-up.  Many  times  patients  such  as  Mrs. 
D.  are  told  that  they  have  nothing  the  matter 
with  them.  They  are  unable  to  understand 
how  they  can  .be  so  sick  and  have  so  many 
symptoms,  and  yet  have  nothing  wrong  with 
them.  They  take  the  doctor's  statement  to 
mean  that  they  are  imagining  their  symp- 
toms, and  then  the  stage  is  set  for  them  to 
feel  unconsciously  compelled  to  prove  that 
they  are  ill. 

How  does  one  go  about  treating  a  patient 
like  Mrs.  D.?  If  her  physical  examination  is 
negative,  she  is  told  that  it  is  negative.  When 
the  history  and  the  symptoms  suggest  a  func- 
tional disorder,  as  they  did  here,  the  patient 
is  first  assured  by  the  doctor  that  he  is  aware 
of  and  sympathetic  about  her  discomfort, 
and  then  is  told  how  such  symptoms  can  he 
of  emotional  origin.    It  should  be  carefully 


pointed  out  that  this  explanation  does  not 
mean  that  the  symptoms  are  imagined.  (The 
patient  who  vomits  because  of  a  nervous 
stomach  doesn't  imagine  he  is  vomiting.) 

The  need  for  a  thorough  and  systematic 
exploration  of  the  patient's  life  situation 
and  emotional  difficulties  is  then  explained. 
The  importance  of  frankness  on  the  part  of 
the  patient  is  stressed.  (After  all,  she  did 
not  object  to  a  thorough  exploration  of  her 
physical  state.)  It  is  not  unusual  for  patients 
to  insist  that  nothing  is  worrying  them,  that 
they  are  perfectly  happy,  and  that  they  have 
no  problems.  When  that  occurs,  it  is  best 
to  point  out  gently  but  firmly  that  no  one  is 
free  from  problems  and  worries — and  the 
patient  will  generally  begin  to  cooperate. 
Usually  the  patient  is  aware  of  some  bother- 
some situation  and  is  delighted  to  have  an 
opportunity  to  discuss  it  with  the  doctor. 
Furthermore,  she  is  often  half  aware  of  the 
fact  that  it  is  the  cause  of  her  difficulties. 
I  have  often  asked  patients  why  they  had 
not  told  their  doctors  what  they  have  told 
me,  and  have  received  the  reply  that  their 
"doctor  didn't  seem  to  be  interested"  or  that 
the  doctor  never  seemed  to  have  time  to  talk 
to  them,  because  there  were  so  many  other 
patients  waiting. 

There  are  not  enough  psychiatrists  to  take 
care  of  such  patients,  and  there  never  will 
be.  These  patients  with  functional  disorders 
are  the  responsibility  of  every  physician. 
The  old  family  doctor  knew  this,  but,  with 
increasing  specialization  in  medicine,  doc- 
tors are  interested  in  smaller  and  smaller 
parts  of  their  patients,  and  many  times  for- 
get they  are  dealing  with  a  whole  person. 

Considerable  criticism  has  been  leveled  at 
all  the  publicity  that  has  been  given  to  psy- 
chiatry in  the  past  few  years.  The  effect  of 
this  publicity  has  been  to  make  the  public 
increasingly  aware  of  the  nature  and  fre- 
quency of  psychiatric  disorders.  They  ex- 
pect their  doctors  to  be  similarly  interested, 
and  are  critical  of  them  when  they  are  not. 
The  doctor  who,  in  the  course  of  the  next 
ten  years,  resists  recognizing  the  importance 
of  emotions  in  his  patients'  difficulties  will 
be  like  the  doctor  today  who  has  not  begun 
to  use  penicillin. 

I  would  like  to  mention  some  other  types 
of  cases. 

Case  .3 

Mr.  "B"  is  a  31  year  old  married  mechanic  who 
has    a   very   responsible    position    with    one    of   the 
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national  airlines.  He  claims  that  he  was  perfectly 
well  until  November  of  1945.  He  had  served  over- 
seas in  the  Pacific  as  a  civilian  consultant  for  the 
Air  Transport  Command  for  eighteen  months,  and 
had  felt  fine  all  during  that  time.  Upon  returning  to 
this  country  in  November  of  1945,  he  joined  his  wife 
in  Florida  for  a  vacation.  While  in  a  theater  with 
her,  he  developed  palpitation  of  the  heart  which 
frightened  him  so  much  that  he  had  to  leave  the 
theater.  He  had  several  similar  episodes  in  the  next 
few  weeks.  Despite  these,  he  returned  to  work  in 
January,  1946.  While  working,  he  had  a  very  severe 
attack  which  was  associated  with  generalized  trembl- 
ing that  lasted  for  about  half  an  hour. 

Since  then  he  has  been  afraid  to  be  alone,  and  gets 
panicky  when  in  a  closed  space  or  in  a  crowd.  He 
experiences  peculiar  feelings  that  start  in  his  head 
and  travel  through  his  body  to  his  feet.  He  con- 
tinued to  work  despite  these  symptoms,  but  gradu- 
ally got  worse.  Ultimately  his  wife  had  to  drive  him 
to  and  from  work,  and  he  refused  to  be  left  alone. 
Finally  he  had  to  stop  working,  and  after  one  week 
he  was  referred  by  his  physician  for  psychiatric 
help. 

He  was  convinced  that  he  had  heart  trouble  and 
knew  of  no  T)ossible  emotional  cause  for  his  difficuUv. 
After  a  little  encouragement  he  began  to  talk  freelv. 
and  revealed  that  he  had  been  unhappy  with  his 
wife  since  they  were  married.  He  had  expected  a 
wife  to  devote  herself  to  his  needs  and  desires,  to 
appreciate  him,  to  be  at  his  beck  and  call,  and  to 
do  the  things  he  wanted  to  do,  when  he  wanted  to 
do  them.  He  was  very  disappointed  when,  instead, 
his  wife  complained  of  his  lack  of  attentivene-^s 
and  affection.  She  reacted  against  the  routine  natuvp 
of  his  love  making.  She  objected  to  his  freauent 
visits  to  his  mother,  when  he  insisted  that  be  didn't 
have  time  to  read  or  to  do  chores  around  his  own 
house. 

Mr.  "B"  turned  out  to  be  verv  immature  emo- 
tionallv:  it  had  never  occurred  to  him  that  in  mavi-v- 
ing  he  had  taken  on  responsibilitv  for  his  wife's 
hanpiness:  he  had  thought  onlv  of  his  o-rni.  and  his 
sexual  attitudes  were  childish.  He  was  extreniplv 
ambitious  (it  embarrassed  him  to  talk  about  ifl, 
and-  his  interests  were  rirettv  much  confined  to  ^■'•^ 
own  advancement.  He  regretted  having  given  "-n  his 
old  a'irl  friends  and  dates  ^^^th  the  fellows.  Ho  later 
confessed  that  he  had  taken  the  lob  in  the  Pacific 
during  the  war  to  set  away  from  his  wife  (snd  von 
will  rpmember  that  his  symptoms  started  when  he 
came  back'). 

I  do  not  want  to  go  into  the  details  of  his  tli^rani-- 
but  he  gradually  improved  as  he  looked  at  himself 
and  was  able  to  see  the  utter  unreasonableness  of 
many  of  his  attitudes  and  demands.  He  realized  that 
be  had  never  reallv  loved  anvone  excent  himself  and 
that  he  was  expecting  from  his  wife  all  the  attention 
and  service  he  had  gotten  from  his  oversolicitous 
mother,  with  sex  throwm  in  to  boot. 

If  this  young  man  had  come  for  psychiatric  help 
with  the  attitude  that  the  psychiatrist  encouraq'es 
self-indulgence,  he  must  have  had  a  rude  awakening. 

Case  4 

Mrs.  M.  G.  is  a  19  year  old  manned  girl,  who 
first  consulted  me  a  year  ago  because  of  backache, 
headaches,  occasional  incontinence  of  urine  and  bed- 
wetting  at  night,  difficulty  in  sleeping,  nervousness, 
and  difficulty  in  thinking.  She  stated  that  her  illness 
had  come  on  a  year  and  a  half  before  she  came  to 
see  me,  and  attributed  it  to  a  fall  she  had  had  at 
that  time.  She  claimed  that  she  had  hurt  her  back 
and  that  all  of  her  present  symptoms  started  a  few 
days  later.   In  that  year  and  a  half  she  had  been 


hospitalized  twice  and  had  seen  a  number  of  doctors. 
She  stated  that  one  doctor  had  told  her  that  her 
trouble  was  coming  from  the  kidneys;  another  had 
said  that  it  was  coming  from  her  back.  She  had  had 
several  roentgenogrcms  of  her  back  and  several 
intravenous  pyelograms. 

Her  general  behavior  and  appearance  clearly  indi- 
cated that  her  difficulty  was  emotional  in  nature, 
and  subsequent  investigation  showed  that  the  acci- 
dent was  only  a  "red  herring."  It  bad  nothing  to  do 
with  her  illness  except  to  act  as  an  incident  upon 
which  all  of  her  emotional  trouble  could  be  uncon- 
sciously projected. 

Mrs.  G.  was  the  tenth  of  twelve  children.  She  was 
born  and  raised  in  southwestern  Virginia,  where  her 
father  owned  and  operated  several  small  coal  mines. 
She  had  been  very  unhappy  during  her  childhood  as 
a  result  of  her  father's  strictness.  She  told  how  her 
mother  wouldn't  sleep  with  her  father  because  of 
the  way  he  mistreated  the  children.  The  patient  left 
home  at  the  age  of  16^^:  years.  She  worked  and 
lived  alone  for  almost  a  year  until  she  married  at 
at  the  age  of  1  ?''•>.  Her  husband  was  ten  years 
older  than  she.  She  never  loved  her  husband;  in  fact, 
she  disclaimed  any  interest  in  any  men.  She  claimed 
that  she  married  him  because  he  insisted  and  because 
she  did  not  want  to  be  alone,  and  did  not  want  to 
return  home  because  of  her  father. 

She  was  sexually  frigid  from  the  start;  as  time 
went  on.  she  resented  her  husband  more  and  more 
She  had  had  the  childish  notion  that  marriage  would 
free  her  from  her  father  and  give  her  the  freedom 
she  had  always  wanted.  She  told  of  her  father's 
having  made  reneated  sexual  advances  toward  her. 
l>ut  I  never  could  learn  whether  these  were  real  or 
phantasied  experiences. 

This  patient  turned  out  to  be  very,  very  sick  emo- 
tionally, and  is  still  under  treatment.  She  is  extrenip- 
Iv  immature,  and  in  nracticallv  all  situations  reacts 
like  a  small  child.  However,  she  has  stonned  com- 
nlaininsr  about  her  h^rk.  I  have  heard  no  mention 
of  incontinence  for  a  long  time,  and  treatment  is 
bein.g  directed  at  the  cause  of  her  trouble. 

Case  5 

Mrs.  T  is  a  39  year  old,  married  woman  with  one 
grown  child.  Her  illness  started  a  year  before  she 
was  referred  to  me  bv  her  phvsician.  While  in  the 
bosnital  with  nneumonia.  she  bee'an  to  have  pain  in 
her  left  shoulder  which  she  thought  was  a  i-eciirrenfe 
of  the  bnr='tis  she  had  had  twice  befoTo.  .Shoi-tlv 
afterward,  the  pain  shifted  to  her  right  shoulder 
and  never  went  awav.  In  fact,  it  got  nroeressivelv 
worse,  spreading  to  the  neck,  to  the  riffht  side  of  tVio 
chest,  and  do^\^l  the  rieht  arm  to  her  hand.  For 
some  time  before  she  came  to  see  me.  her  i-ight  arm 
had  been  almost  useless.  She  could  barely  raise  it 
or    use    it. 

On  examination,  she  could  not  lift  either  arm  be- 
yond the  horizontal  position,  and  she  would  eet  it 
un  that  far  only  with  a  great  deal  of  efl'ort  and  nnin. 
The  interesting  thing  was  that  examination  of  her 
shoulders,  arms  and  neck  Hncluding  roentgenograms^ 
was  negative.  Neuroloeic  examination  was  also  nes:- 
ative,  and  symptomatic  treatment  by  her  physician 
had  been  of  no  avail. 

While  I  was  talking  to  Mrs.  T.  about  her  illness, 
she  suddenly  began  to  cry,  and  only  after  she  was 
repeatedly  pressed  for  the  reason  did  she  vaguely 
refer  to  difficulty  she  had  been  having  with  her  hus- 
band ever  since  they  were  married.  She  went  on  to 
tell  how  she  had  been  depressed  for  ten  years  and 
had  been  unable  to  sleep  for  months.  She  would  not 
elaborate  on  her  difficulty  any  further,  and,  as  a  re- 
sult, was  given  intravenous  Sodium  Amj^tal  several 
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days  later.  While  she  was  under  the  effect  of  the 
drug,  it  was  possible  to  get  her  to  lift  her  arms 
way  up  over  her  head,  but  this  effort  was  accom- 
panied by  a  great  emotional  outburst  in  which  she 
exclaimed  she  didn't  care  if  her  shoulders  were  well. 
She  told  how  her  husband  would  never  give  her 
enough  money  to  run  the  house,  even  though  he 
made  a  very  nice  salary  and  spent  a  great  deal  on 
his  own  pleasures,  which  included  two  airplanes. 
As  a  result  she  had  to  go  to  work. 

She  told  how  they  had  been  incompatible  ever 
since  their  marriage,  how  she  felt  her  situation  was 
hopeless,  and  how  many  times  she  wished  she  were 
dead.  There  were  a  great  many  other  factors  present, 
but  I  shall  not  go  into  them.  The  patient  had  been 
a  very  unhapny  child.  She  had  never  wanted  to  get 
married.  She  had  practicallv  stonped  talking  to  her 
husband  two  years  ago,  and  had  had  no  sexual  rela- 
tions with  him  for  years. 

This  natient,  too,  turned  out  to  be  a  very  sick  in- 
dividual from  the  psychiatric  standpoint.  She  was 
immature:  many  of  her  attitudes  and  much  nf 
her  behavior  was  childish  (desnite  the  fact  that  she 
had  a  verv  responsible  job  with  the  governmenfi ; 
and  treatment  over  a  long  time  was  necossarv.  As 
she  faced  her  nroblems  more  willinglv,  the  nain  in 
her  shoulders  disappeared  and  she  was  able  to  use 
them  normally. 

Sexnal  Diffinilties 

In  my  brief  outline  of  the  cases.  I  made 
.=ome  casual  references  to  sexual  difficulties. 
For  this  presentation  thev  were  deliherptelv 
minimized:  actually,  the  sexual  difficulties 
were  quite  imnortant.  Psychiatrists  havA 
been  accused  of  making  too  much  of  sex.  nf 
Q-ivinsr  it  too  much  importance,  of  assuming: 
that  most  peoiile's  emotional  difficulties  are 
due  to  sexual  problems.  Is  this  true?  I'm 
eoinff  to  have  to  hedge — because  the  answer 
is  both  yes  and  no.  To  begin  with,  when 
Freud  talked  about  sex,  he  didn't  mean  sex- 
ual intercourse.  Bv  sex.  he  meant  all  of  its 
manifestations — all  of  the  sensuous,  pleas- 
ure-giving experiences,  and  all  of  the  rami- 
fications of  love. 

There  are  more  taboos  in  our  culture  about 
sex  than  about  anv  other  instinct.  Basicallv. 
we  are  all  a  species  of  animal.  (Darwin  eot 
into  an  awful  lot  of  trouble  for  proving  it — 
but  his  observations  were  finally  accepted. "> 
Therefore  it  is  not  unusual  for  us  to  have  all 
the  instincts  of  animals — self  preservation, 
hunger,  gregariousness,  and  reproduction. 
We  accept  the  demand  for  food  and  warmth 
and  comfort  and  company  in  infants  and 
children  as  normal,  but  it  took  a  study  like 
Kinsey's  "Sexual  Behavior  in  the  Human 
Male"'^'  to  convince  most  people  that  the  sex- 
ual instinct  is  present  too — from  an  early 
part  of  our  lives.   Little  Johnny  who,  at  the 

3.  Kinsev,  A.  C,  Pomeroy,  W.  B..  anrl  Martin.  C.  S. :  Sexual 
Behavior  in  ttie  Human  Male,  Philadelphia,  W.  B.  Saunders 
Co.,   1948. 


age  of  5,  investigates  little  Mary's  anatomy 
behind  the  barn,  knows  he  is  doing  some- 
thing he  shouldn't  do — something  that  is  far 
worse  than  stealing  a  cookie  or  kicking  a  cat. 
It  may  be  that  he  has  never  been  told  not  to 
do  such  things.  He  knows  that  something 
that  is  treated  with  such  mystery,  such  eva- 
sion, and  often  not  even  talked  about  at  all, 
must  be  very,  very  bad. 

The  average  individual  in  later  life  would 
talk  about  any  aspect  of  his  life  or  emotions 
before  he  would  talk  about  his  sexual  desires 
or  feelings.  Since  neuroses  stem  from  un- 
conscious conflicts — and  since  a  great  many 
of  our  sexual  desires  must  be  repressed  into 
our  unconscious  if  we  are  to  be  acceptable 
members  of  our  society — ,  it  is  understand- 
able that  sexual  impulses  would  be  an  impor- 
tant potential  cause  of  neurotic  difficulty. 
We  all  prefer  to  think  we  are  just  what  ap- 
pears on  the  surface.  Instead  we  are  more 
like  the  iceberg,  with  just  one  tenth  showing 
and  the  rest  hidden  under  the  water,  out  of 
sight. 

It  would  be  perfectly  proper  to  ask  what 
difference  it  makes  what  is  under  the  sur- 
face. It  makes  very  little  difference  unless 
we  are  having  trouble ;  then  we  have  to  look 
at  it,  because  in  the  vast  majority  of  in- 
stances, the  trouble  is  coming  from  within 
ourselves.  To  be  sure,  there  often  are  ex- 
ternal situations  which  cause  trouble  (as  in 
some  of  the  cases  I  outlined)  ;  but  the  way 
the  neurotic  individual  meets  the  trouble — 
or  the  mere  fact  that  he  got  into  it  in  the 
first  place — is  an  expression  of  some  deeper 
emotional  need  that  is  only  brought  to  light 
after  intensive  treatment. 

Conclusion 

I  have  mentioned  intensive  treatment  and 
mav  have  indicated  that  treatment  is  often 
prolon.ged  —  occasionally  extending  over  a 
period  of  years.  The  reason  is  that  psychia- 
tric treatment  is  essentially  a  process  of  re- 
education for  living — and  it  is  amazing  to 
see  how  many  individuals  who  have  every- 
thing to  live  for  are  unhappy  and  malad- 
justed because  of  attitudes  and  fears  which 
were  established  in  childhood,  and  were 
never  resolved  or  corrected.  When  you  con- 
sider that  we  spend  four  full  years  in  colleee 
preparing  for  life  on  the  intellectual  side, 
it  does  not  seem  unreasonable  to  spend  half 
as  much  time  getting  educated  emotionally, 
when  that  is  needed. 
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GENICULATE  GANGLION  PAIN 

Otho  B.  Ross.  Jr.,  M.D. 

Charlotte 

The  facial  nerve,  which  is  usually  remem- 
bered only  as  the  motor  nerve  of  the  face, 
has  also  a  small  but  important  sensory  com- 
ponent (fig.  1).  It  is  often  forgotten  that 
atypical  pain  in  the  head  and  face  may  be 
caused  by  diseases  of  this  component. 

The  geniculate  ganglion  contains  the  cell 
bodies  of  the  sensory  fibers  in  the  facial 
nerve,  and  lesions  of  this  ganglion  refer  pain 
throughout  the  peripheral  distribution  of  the 
nerve.  The  four  main  peripheral  components 
of  this  nerve  supply  (1)  portions  of  the  ex- 
ternal ear,  canal,  and  drum;  (2)  a  small 
(ipsilateral)  area  on  the  soft  palate  and  ton- 
sillar region;  (3)  deep  sensation  of  the  face; 
and  (4)  taste  and  a  remnant  of  common 
sensibility  to  the  anterior  two  thirds  of  the 
tongue. 

Ramsay  Hunt'^'  first  described  the  geni- 
culate ganglion  syndrome,  and  has  listed  the 
clinical  forms  of  geniculate  neuralgia  as  pri- 
mary or  idiopathic ;  reflex ;  post-herpetic  ; 
and  tabetic'-'  He  quoted  Larsell  as  stating 
that  sensory  fibers  from  the  geniculate  gang- 
lion pass  along  the  great  superficial  petrosal 
nerve  and  through  the  sphenopalatine  gang- 
lion without  interruption,  to  end  in  the  nasal 
and  palatine  branches  of  this  ganglion. 
Studying  cases  of  facial  (geniculate  gang- 
lion) herpes  zoster,  he  also  found  that  the 
vesicles  were  located  at  the  external  auditory 
meatus,  the  concha  and  its  immediate  vicin- 
ity, on  the  anterior  two  thirds  of  the  tongue, 
and  on  the  soft  palate  and  tonsillar  region. 
Experimental  work  by  De  Gaetano'^'  and 
Van  Gehuchten'^'  showed  that  three  fourths 
of  the  cells  in  the  geniculate  ganglion  give 
rise  to  sensory  fibers  in  the  chorda  tympani 
(taste),  one  twelfth  to  the  great  superficial 
petrosal  nerve,  and  the  remainder  to  deep 
sensation  in  the  face  via  the  seventh  nerve. 
That  deep  facial  sensation  is  carried  in  the 
facial  rather  than  the  trigeminal  nerve  is 
now  well  established. 


From   the    Division    of    Neurology.    Duke    Ilospihil,    Durlinm, 
Nortli  Carolina. 
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Differential  Diagnosis 

Pain  originatincj  in  the 
sphenopalatine  ganglion 

Pain  arising  from  the  sphenopalatine 
ganglion  was  described  by  Sluder''""  as  dis- 
tributed in  the  root  of  the  nose  and  in  and 
about  the  eye,  going  back  under  the  zygoma 
to  the  ear,  and  over  the  mastoid.  He  stated 
that  at  times  it  spreads  to  the  upper  jaw  and 
teeth,  or  down  the  neck  and  to  the  shoulder. 
This  type  of  pain  has  been  called  "lower  half 
headache."  The  fact  that  it  covers  almost 
the  same  area  as  pain  of  geniculate  ganglion 
origin  may  be  explained  by  the  close  ana- 
tomic connection  between  the  two  ganglia. 

The  difficulty  of  differentiating  between 
sphenopalatine  and  geniculate  pain  is  illus- 
trated by  the  following  cases : 

Case  1 

A  39  yeai-  old  housewife  was  first  seen  in  April, 
1939,  complaining  of  dull,  aching  pain  in  her  left 
eye  and  cheek,  e.xtending  back  to  the  left  ear;  the 
pain  was  deep  in  the  bones  and  muscles  and  had  been 
present  for  three  years.  Her  left  ear  was  sensitive 
to  touch,  and  soreness  extended  deep  into  the  ear. 
At  times  the  continuous  dull  ache  became  more 
acute.  She  was  always  conscious  of  contractions  of 
her  left  facial  muscles.  Twenty  years  before  she  had 
had  Bell's  palsy,  which  lasted  one  month. 

Phy.sical  and  neurolo.gic  examination  showed  onlv 
slight  tenderness  over  the  left  mastoid.  Examination 
bv  an  otolaryngologist  revealed  no  intranasal  con- 
dition to  account  for  the  pain,  and  a  diaenosis  of 
snhenopalatine  neuralgia  was  made.  Treatment  in- 
cluded cocainization  of  the  posterior  uortion  of  the 
middle  turbinate,  lateral  fracture  of  this  bone,  and 
anplication  of  a  20  per  cent  solution  of  silver  nitrate. 
These  measures  gave  some  temporary  relief,  but  four 
months  later  the  patient  returned  because  the  nain 
was  worse.  It  was  still  mainly  a  deep  nain  of  the 
eve,  ear.  and  face;  it  was  also  felt  in  the  left  side 
of  the  throat  and  the  left  shoulder  and  arm.  No 
trentment  had  afforded  relief. 

When  she  was  seen  again  three  years  later,  tho 
nain  was  still  unchanged;  in  the  meantime  she  had 
been  seen  bv  a  famous  neurosurseon.  who  told  her 
that  she  had  geniculate  neuralgia.  Other  otolaryn- 
gologists had  made  a  diagnosis  of  snhenopalatine 
neuralgia.  Recently,  her  pain  has  spontaneously 
subsided. 

Case  2 

A  32  vear  old  man  was  seen  in  October.  1947, 
comnlaining  of  nain  in  the  right  side  of  his  face 
and  behind  the  right  eye  for  four  vears.  He  had  had 
two  previous  episodes  of  right-sided  facial  ijaralvsis 
with  recovery,  eight  and  four  vears  before.  Ever 
since  the  second  episode  he  had  been  conscious  of  a 
didl  ache,  centered  chiefly  behind  the  right  eve.  but 
also  felt  in  the  right  temple,  right  supraorbital  re- 
a-ion.  and  all  around  and  behind  the  rieht  ear.  He 
also  had  some  pain  in  the  occicut  and  in  his  right 
cheek.  He  noticed  that  loud  noises  caused  an  un- 
pleasant sensation  in  his  right  ear.  There  were  no 
disturbance's  of  taste,  lacrimation,  or  salivation;  he 

-,.  Sluder,  G.:  Etioloity.  Diagnosis',  Prognosi.s.  and  Treatment 
of  Sphenopalatine  Ganglion  Neuralgia.  ,T..\.M..A.  01:1201- 
1200    fSept.   27)    1013. 
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I.    The  facial  nerve. 


had  no  pain  insicie  nis  mouth  or  nose.  Both  cheeks, 
he  stated,  were  slightly  sensitive  to  being  shaved. 

There  were  no  abnormalities  in  the  physical  or 
neurologic  examination,  and  all  x-rays  of  the  skull 
were  negative. 

These  two  cases,  which  we  believe  repre- 
sented geniculate  neuralgia,  may  be  sum- 
marized as  follows :  Both  patients  had  a  his- 
tory of  acute  Bell's  palsy,  suggesting  the 
facial  nerve  as  the  probable  site  of  the  pres- 
ent pain.  Both  had  a  chronic,  deep-seated, 
low  grade  ache  with  acute  exacerbations  for 
hours  or  days.  The  pain  was  felt  behind  the 
eye,  in  and  about  the  ear,  in  the  cheeky  in 
the  temple,  and  in  the  mastoid  region  on  the 
involved  side.  It  was  deep  in  the  tissues 
rather  than  superficial.  In  both  cases  physi- 
cal examinations  and  other  studies  showed 
nothing  abnormal.  Neither  patient  had  dis- 
turbances of  lacrimation  or  salivation,  or  any 
symptoms  in  the  nose  or  throat. 

Trigeminal  neuralgia 

The  differential  diagnosis,  Hunt  believes, 
usually  lies  between  geniculate  and  trigemi- 
nal neuralgia.  The  pain  of  the  geniculate 
(facial)  neuralgia  is  more  chronic  and  dull, 
with  acute  exacerbations  lasting  for  hours 
or  days,  then  gradually  subsiding;  that  of 
trigeminal  neuralgia  is  sudden,  sharp  and 
burning,  and  starts  and  stops  fairly  sudden- 
ly, with  intervals  of  complete  relief.  The 
former  pain  is  more  deep-seated  in  the  eye, 
orbit,  cheek,  and  ear,  with  a  sense  of  pressure 


or  tension.  Hunt  has  emphasized  the  fact 
that  other  cranial  nerves  may  have  neuralgic 
disease,  and  has  described  cases  of  glosso- 
pharyngeal and  vagus  neuralgia  in  one  or 
more  of  these  nerves. 

Other  conditions 

In  isolated  neuralgic  pain  of  the  external 
ear,  cranial  nerves  five,  seven,  nine  and  ten, 
and  the  second  and  third  cervical  nerves 
must  be  considered  as  possible  causes.  The 
presence  of  facial  paralysis  on  that  side 
makes  it  more  likely  that  the  facial  nerve 
is  responsible. 

Although  pain  originating  in  the  genicu- 
late ganglion  may  follow  Bell's  palsy,  as  in 
cases  1  and  2,  other  lesions  along  the  course 
of  the  facial  nerve  may  give  rise  to  pain  re- 
feri-ed  to  its  distributions,  with  or  without 
facial  palsy.  These  include  tumors  of  the 
cerebellopontine  angle,  lesions  at  the  internal 
auditory  meatus,  petrositis  or  osteitis  of  the 
temporal  bone,  mastoiditis,  or  disease  of  the 
middle  or  inner  ear  affecting  the  facial  nerve 
in  its  course  through  the  temporal  bone. 
Such  lesions  must  be  eliminated  as  a  cause 
for  the  pain  before  one  is  justified  in  labeling 
it  neuralgia. 

One  must  also  remember  that  pain  of  emo- 
tional or  psychic  origin  may  simulate  neural- 
gia. Various  combinations  of  "functional" 
and  "organic"  diseases  may  occur.  The  inci- 
dence  of  localized   pain   suggesting   a   true 
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neuralgia  is  known  to  be  greater  in  high- 
strung  and  psychoneurotic  people.  This  in- 
crease in  incidence  may  be  related  to  a  low- 
ered "pain  threshold"  or  to  undue  preoccupa- 
tion with  certain  bodily  parts.  The  migrain- 
ous and  related  vascular  headaches  also  must 
be  considered  in  differential  diagnosis. 

Herpes  Zostei-  of  the  Geniculate  Ganglion 

Acute  herpes  zoster  of  the  geniculate  gang- 
lion causes  pain  and  vesicles  along  the  peri- 
pheral distribution  of  the  facial  nerve,  and 
therefore  provides  an  excellent  means  of 
studying  the  geniculate  ganglion  syndrome. 
Five  patients  with  geniculate  herpes  zoster 
have  been  seen  at  Duke  Hospital ;  the  follow- 
ing case  is  typical. 

Case  3 

A  16  year  old  boy  complained  of  pain  and  blisters 
on  the  pinna  of  his  right  ear  for  one  week,  facial 
paralysis  and  loss  of  taste  on  the  right  side  of  his 
tongue  for  three  days,  slight  deafness  in  the  right 
ear,  and  dizziness. 

Crusting  and  vesicles  were  seen  on  the  external 
ear  about  the  canal  and  extending  into  it;  nystagmus 
of  the  horizontal  and  rotary  type  was  present. 
Slight  loss  of  sensation  to  touch  and  pinprick  over 
the  whole  right  trigeminal  area  was  noted.  There 
was  a  right-sided  facial  paralysis,  with  loss  of  taste 
on  the  right  side  of  the  tongue.  A  hearing  test 
showed  evidence  of  some  nerve  deafness  on  the  right. 
The  temperature  was  normal,  as  were  all  laboratory 
findings  except  for  11  mononuclear  cells  and  a  posi- 
tive Pandy  reaction  (2  plus)  in  the  spinal  fluid, 
which  contained  93  nig.  of  protein  per  100  cc. 

Treatment  was  symptomatic.  The  vesicles  dis- 
appeared in  two  weeks;  three  months  later  the  facial 
palsy  was  improving  and  there  was  only  occasional 
pain  in  the  ear. 

This  patient  had  herpes  zoster  involving 
not  only  the  facial  nerve  (geniculate  gang- 
lion), but  the  auditory  nerve  as  well,  produc- 
ing symptoms  of  deafness,  dizziness,  vertigo, 
and  tinnitus.  There  was  also  some  trigem- 
inal involvement.  Herpes  zoster  may  affect 
several  of  the  cranial  nerves  simultaneously. 

Unilateral  facial  paralysis  occurred  in  all 
five  of  our  cases.  Hunt  found,  however,  that 
geniculate  zoster  may  occur  without  it,  and 
he  compares  this  condition  to  the  common 
herpetic  involvement  of  only  one  branch  of 
the  trigeminal  nerve.  That  a  partial  involve- 
ment of  the  geniculate  ganglion  may  occur 
is  shown  by  Frey's  case"'',  in  which  zoster 
vesicles  appeared  only  on  the  anterior  two 
thirds  of  one  side  of  the  tongue.  This  selec- 
tivity may  explain  some  of  the  peculiar  cases 
in  which  pain  occurs  only  in  one  or  more 
parts  of  the  sensory  distribution  of  the  facial 

(>.  Frey,  H.:  Ein  Fall  von  Gleichzeitjer  Erkrankun^  des 
.\ccousticus  unci  Facialis.  .\rcb.  f.  Olirenheilk.,  1910-11, 
Bd.  lxx.xiv,  S.   ISO. 


nerve. 

Tables  1  and  2  illustrate  the  distribution 
of  the  pain  and  vesicles  in  our  5  cases  of 
geniculate  herpes  zoster. 

Table  1 

Distribution  of  Pain   in   Five  Cases   of  (ieniculate 

Herpes  Zoster 

Part   of   face 5 

E.xternal  ear 5 

Deep   in   auditory  canal   5 

Mastoid   process   3 

Neck    , 2 

Back  of  throat  2 

Tongue    1 

Occiput    1 

Shoulder    1 

Arm   1 

Table  2 

Distribution  of  Vesicles  in  Five  Cases  of  Geniculate 

Herpes  Zoster 

External  ear   (concha)    3 

External  auditory  canal 2 

Face  1 

Behind   ear 1 

Neck    1 

Shoulder   and   chest 1 

Acute  herpes  zoster  is  often  followed  by 
neuralgic  pains.  Two  of  the  3  patients  who 
reported  back  for  re-examination  stated  that 
they  continued  to  have  some  pain  in  the  ear 
on  the  involved  side  for  several  months ;  their 
subsequent  course  is  unknown. 

Treatment 

The  treatment  of  geniculate  neuralgia, 
like  that  of  other  types  of  neuralgia,  is  diffi- 
cult and  frequently  unsatisfactory ;  since  the 
exact  pathologic  physiology  is  not  known, 
most  remedies  are  empirical  and  supportive. 
The  use  of  high  voltage  roentgen  therapy 
has  been  thought  to  be  of  benefit  in  post- 
herpetic neuralgias.  One  of  our  patients,  in 
whom  there  was  involvement  of  several  of 
the  cranial  and  cervical  nerves,  experienced 
definite  and  prompt  relief  after  x-ray 
therapy. 

Destructive  operations  on  the  ganglion 
and  section  of  the  nerve  have  at  times  been 
recommended  for  this  neuralgic  pain,  but  the 
inaccessibility  of  the  geniculate  ganglion 
makes  the  former  impractical.  I  believe  that 
the  mild  cases  should  be  treated  conserva- 
tively, in  the  hope  that,  with  correction  of 
vitamin  deficiencies,  treatment  of  related  dis- 
eases, and  psychotherapy  to  improve  the  pa- 
tient's emotional  equilibrium,  the  pain  will 
subside.  That  a  spontaneous  cure  may  occur, 
even  after  many  years,  is  illustrated  by  case 
1. 
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In  severe  cases,  intracranial  section  of  the 
sensory  portion   of  the   involved   nerve — in 
this    instance,    the    facial — should    be    con- 
sidered.   Clark  and  Taylor'"'  have  described 
a  case  of  severe  pain  in  front  of  the  ear,  in 
the  external  auditory  meatus,  in  one  side  of 
the  whole  face,  and  in  the  occiput ;  they  sec- 
tioned intracranially  the  entire  facial  nerve 
j      and  a  portion  of  the  eighth,  v\'ith  complete 
j       relief.    Six  years  later  the  facial  pai'alysis 
J      had  disappeared  and  no  area  of  anesthesia 
was  found  on  the  ear.   This  procedure  is,  of 
course,  comparable  to  the  usual  operation  for 
trigeminal  neuralgia. 

At  times  it  may  be  impossible  to  be  certain 
which  cranial  nerve  is  the  seat  of  the  pain, 
and  in  such  cases  it  is  necessary  to  stimulate 
various  nerves  at  operation  in  order  to  repro- 
duce the  characteristic  pain.  This  procedure 
was  carried  out  in  a  case  reported  by 
Reichert'^',  where  the  glossopharyngeal 
nerve  was  sectioned,  with  complete  relief. 

Siim»iai-y 

Deep-seated,  chronic,  aching  pain  in  the 
eye,  temple  and  cheek,  and  in  and  behind  the 
ear  may  be  of  geniculate  ganglion  origin. 
In  some  cases  there  is  a  preceding  facial 
palsy  or  a  history  of  herpes  zoster.  Two  cases 
of  geniculate  neuralgia  which  followed  Bell's 
palsy  are  reported.  The  distribution  of  pain 
and  vesicles  in  5  cases  of  acute  herpes  zoster 
of  the  geniculate  ganglion  is  analyzed. 

It  is  pointed  out  that  the  geniculate  gang- 
lion syndrome  is  not  always  easy  to  diag- 
nose, probably  because  of  the  intimate  con- 
nections of  the  facial  nerve  with  other  cran- 
ial nerves  and  ganglia.  This  syndrome  is 
not  common.  As  with  other  forms  of  neu- 
ralgia, treatment  is  frequently  difficult.  The 
consideration  of  intracranial  section  of  the 
facial  nerve  in  severe  and  prolonged  cases  is 
recommended. 

7.  Clark,  L.  P.  and  Taylor,  A.  S.:  True  Tic  Douloureux  of 
the  Sensory  Filaments  of  the  Facial  Nerve,  J.A.M,A.  53: 
2U4-2]40    (Dec.    23)    1909. 

8.  Reichert,  F.  L,:  Tympanic  Plexus  Neuralgia:  True  Tic 
Douloureux  of  the  Ear  or  So-Called  Geniculate  Ganglion 
Neuralgia;  Cure  Eifected  by  Intracranial  Section  of  the 
Glossopliaryngeal  Nene,  J. A.M. A.  i(iii:i7tl-17 Hi  (Jjne  3) 
1933. 

The  author  wishes  to  thank  Dr.  R.  W.  Graves  for 
reading  the  manuscript  and  offering  suggestions. 


EXTRACTION  OF  URETERAL  STONES 
WITH  THE  LOOPED  CATHETER 

John  S.  Rhodes,  M.D. 
Raleigh 

Stone  in  the  ureter  is  a  common  problem 
confronting  the  urologist.  While  the  hypo- 
dermic relief  of  pain  may  satisfy  the  patient 
and  calm  the  anxiety  of  the  family,  it  does 
not  insure  against  recurrent  obstruction  or 
protect  the  involved  kidney  from  the  hazards 
of  infection  and  urinary  stasis.  In  many 
cases  the  stone  may  be  passed  spontaneously ; 
in  a  far  greater  number,  cystoscopic  or  sur- 
gical interference  is  required.  In  uncompli- 
cated cases  the  chance  of  spontaneous  pass- 
age will  usually  justify  a  period  of  expectant 
care.  Stones  have  been  known  to  remain  in 
the  ureter  for  many  months  without  evident 
damage  to  the  kidney. 

It  is  not  my  purpose  to  discuss  the  broad 
subject  of  ureteral  stone,  but  rather  to  re- 
view my  somewhat  limited  experience  with 
the  looped  catheter  in  the  management  of 
stone  in  the  ureter.  I  do  not  intend  to  dis- 
parage any  of  the  many  manipulative  meth- 
ods variously  employed.  No  method  is  adapt- 
able to  all  conditions.  A  given  operator  may 
become  proficient  with  any  method. 

The  Instrument 

The  looped  catheter  was  designed  by 
Zeiss'^'  in  1937,  and  experience  with  its  use 
has  been  reported  by  Wehrbein'-',  Balkus'-'' 
and  Ellik'".  Two  types  of  the  catheter  are 
now  available.  The  Bard  catheter  is  a  no.  5 
roentgenopaque,  graduated,  whistle-tipped 
catheter  with  a  5  or  7  cm.  loop.  The  loop  is 
formed  by  a  no.  00  Dermalon  or  nylon  fila- 
ment, which  passes  through  the  lumen  of  the 
catheter  to  emerge  from  the  tip.  and  then 
reenters  the  lumen  either  5  or  7  cm.  proximal 
to  the  tip  and  passes  retrograde  through  the 
catheter.  The  inner  surface  of  the  loop  is 
flattened  to  permit  a  more  secure  grip  on  the 
stone.  The  filament  may  be  removed  and  re- 
newed if  necessary.  The  catheter  made  by 
the  American  Cystoscope  Makers  is  a  no.  5 
nonopaque,  graduated  catheter  which  has  a 


Health  education  must  contain  nothing  but  the 
truth  and  enough  of  it  to  be  accurate  and  compre- 
hensive. A  very  little  knowledge  can  be  dangerous; 
enough  to  appreciate  its  limitations  is  valuable  be- 
yond price. — Edward  J.  Stieglitz:  A  Future  for  Pre- 
ventive Medicine,  New  York,  The  Commonwealth 
Fund,  1945,  p.  51. 


Read     before     tlie     North    Carolina    Urological    Association, 
Sedselield,  October  4,  1947. 

1.  Zeiss,  L. :  New  Method  of  Conservative  Therapy  of  Ureter- 
al Calculi,   Ztschr.  f.   Urol.   31 :681-0s3.    1937. 

2.  Wehrbein,  H.  L.:  Loop  Catheter  for  Extraction  of  Ure- 
teral Stones.  Urol.  &  Cutan.  Rev.  4(1:1531-032    (Oct.)    1942. 

3.  Balkus,  v.  A.:  Looped  Catheter  in  Treatment  of  Ureteral 
Calculi,   J.   Urol.   .ii):C07-r.72    (Dec.)    1913. 

4.  Ellik,  M.:  Stones  in  Ureter;  Their  Extraction  by  Looped 
Catheter,  Tr.  West.  Sect.  Am.  Urol.  A.  13:45-50.  1946:  als-o 
J.  Urol.  57:473-475   (March)    1947. 
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filament  emerging  from  the  lumen  5  cm. 
proximal  to  the  tip.  The  end  of  the  filament 
is  incorporated  in  the  tip  of  the  catheter,  in- 
suring a  somewhat  more  secure  loop.  Both 
of  these  catheters  have  been  used  success- 
fully, but  the  latter  has  been  employed  in 
the  majority  of  our  patients. 

Application. 

Stones  in  the  lower  third  of  the  ureter 
may  be  manipulated  with  greater  safety  and 
much  better  chance  of  success  than  those 
higher  up.  The  danger  of  perforation  is 
greater  in  the  upper  ureter.  Acute  pyelo- 
nephritis following  an  unsuccessful  attempt 
to  manipulate  a  stone  in  the  upper  ureter 
may  become  a  serious  surgical  emergency. 
Caution  and  lack  of  experience  have  pre- 
vented us  from  using  the  looped  catheter  to 
extract  stones  above  the  pelvic  ureter.  How- 
ever, Ellik  has  reported  the  successful  ex- 
traction of  a  stone  from  the  kidney  pelvis. 
Small  stones  impacted  in  the  upper  part  of 
the  ureter  will  often  migrate  into  the  lower 
third  under  expectant  care. 

Wesson'-''  has  shown  that  it  is  almost  im- 
possible to  perforate  a  normal  ureter  with 
a  catheter.  The  risk  of  damage  to  the  ureter 
is  greatest  at  the  site  of  impaction  of  the 
stone,  where  the  ureteral  wall  may  be  dis- 
eased. Knowledge  of  the  condition  of  the 
kidney  and  ureter  above  and  below  the  im- 
pacted stone  is  therefore  an  invaluable  aid 
to  manipulation.  This  information  may  be 
obtained  by  intravenous  or  retrograde  pyelo- 
grams,  except  where  function  of  the  affected 
kidney  has  ceased  or  where  the  obstructing 
stone  is  impassable.  In  the  latter  case  the 
looped  catheter  method  cannot  be  used. 

Preparation  and  A)iesthesia 

In  each  of  our  cases  Sodium  Pentothal 
anesthesia  has  been  employed.  Sodium  Pen- 
tothal, when  given  by  a  trained  anesthetist 
under  optimum  conditions,  is  a  safe  and  re- 
markably satisfactory  anesthetic,  to  both  the 
patient  and  the  operator.  Spinal  anesthesia 
may  have  some  advantage  in  affording  re- 
laxation. Antispasmodics  such  as  Depro- 
panex,  Octin,  and  Trasentine  may  have  vir- 
tue, but  they  have  not  been  routinely  em- 
ployed. Preoperative  medication  has  usually 
consisted  of  morphine  and  atropine. 

Procedure 
Any  cystoscope  permitting  the  passage  of 

5.    Wesson,   M.   B.:  Rupture  of  Ureter — Medicolegal   Problem, 
California  and  West.  Med.   3T:296-302    (Nov.)    1932. 


a  no.  5  catheter  may  be  used,  but  we  have 
found  the  no.  24  McCarthy  Panendoscope 
most  satisfactory.  It  affords  direct  vision 
and  allows  free  manipulation  of  the  catheter. 
The  use  of  irrigating  fluid  which  is  too  warm 
may  result  in  soft,  flexible  catheters;  these 
may  be  stiffened  by  immersion  in  ice  water. 
A  wire  stylet  for  a  no.  3  catheter  may  be 
used  to  aid  in  passing  the  catheter.  It  is  wise 
to  test  the  loop  before  insertion.  Lubrication 
of  the  filament  will  facilitate  formation  of 
the  loop. 

Dilatation  of  the  ureter  below  the  level  of 
the  stone,  usually  to  a  no.  12  catheter,  has 
been  done  routinely.  Ureteral  meatotomy  has 
been  done  occasionally  where  the  orifice  did 
not  readily  respond  to  dilatation.  Care  must 
be  taken  not  to  dislodge  the  stone  during  the 
dilatation,  lest,  in  the  presence  of  ureteral 
distention  above  the  point  of  impaction,  the 
stone  float  into  the  kidney  pelvis  or  into  a 
calyx.  Some  trauma  of  the  ureter  is  almost 
inevitable,  but  an  attempt  to  extract  a  stone 
through  an  inadequately  dilated  ureter 
would  seem  to  entail  greater  danger  of  in- 
jury. If  the  loop  fails  to  pass  at  the  first 
attempt,  a  no.  5  bougie  or  olive  tipped  cath- 
eter may  successfully  establish  a  channel 
through  which  the  looped  catheter  will  pass. 
Patience  and  perseverance  will  often  be  re- 
warded even  when  the  stone  seems  to  ob- 
struct the  ureter  completely. 

The  loop  may  be  formed  in  the  ureter 
above  the  stone  if  preliminary  pyelography 
has  shown  the  ureter  to  be  dilated.  Other- 
wise, the  catheter  should  be  passed  to  the 
pelvis,  where  the  loop  may  be  formed  with 
greater  safety.  The  cystoscope  should  re- 
main in  place  so  that  the  ureteral  orifice  can 
be  kept  in  view.  The  catheter  is  held  with 
one  hand,  while  traction  is  made  on  the  fila- 
ment with  the  other.  As  the  tip  strikes  the 
side  of  the  catheter  to  complete  closure  of  the 
loop,  a  slight  tap  is  felt  and  the  excursion  of 
the  filament  ceases.  Traction  is  limited  to 
the  filament  in  order  to  maintain  a  closed 
loop.  Closure  of  the  loop  and  its  position  at 
any  point  in  the  operation  may  be  checked 
b\'  radiograms  if  the  roentgenopaque  cath- 
eter is  employed.  The  loop  should  be  drawn 
down  the  ureter  slowly  and  with  caution. 
Engagement  of  the  stone  is  indicated  by 
sudden  increase  in  resistance  to  traction. 
Engagement  may  be  confirmed  by  roentgen- 
ogram. 

Only  manual  traction  under  cystoscopic 
vision  has  been  employed  in  our  cases.    A 
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steady,  deliberate — never  jerky — pull  is  ex- 
erted. All  stones  in  our  series  have  been 
removed  at  the  time  of  the  cystoscopy.  As 
the  loop  enters  the  orifice,  there  will  be  some 
prolapse  of  the  orifice  toward  the  beak  of  the 
cystoscope,  which  must  be  withdrawn  slowly 
to  prevent  injury  to  the  orifice.  When  the 
stone  passes  through  the  orifice,  it  may 
crumble  or  fall  out  of  the  loop  into  the 
bladder.  It  may  be  readily  removed  from  the 
bladder  with  an  evacuating  syringe.  If  the 
stone  remains  in  the  loop,  it  may  be  drawn 
against  the  beak  of  the  cystoscope  and  re- 
moved with  the  instrument. 

Ellik  states  that,  in  case  the  stone  does 
not  come  away  easily,  the  cystoscope  may  be 
removed,  leaving  the  catheter  in  place  to  be 
withdrawn  more  readily  at  a  later  time.  In 
one  of  his  cases  the  catheter  remained  in  the 
ureter  for  six  days.  Drainage  of  urine  by 
the  catheter  was  adequate.  Indwelling  cath- 
eters have  not  been  employed  routinely  for 
drainage  following  extractions.  Where  trau- 
ma of  much  degree  is  suspected,  or  in  the 
presence  of  preexisting  infection  and  fever, 
it  has  been  considered  safer  to  leave  a  no.  8 
indwelling  catheter  until  the  patient's  condi- 
tion is  satisfactory. 

If  the  stone  becomes  disengaged,  it  may  be 
relooped.  In  no  case  was  a  stone  relooped 
more  than  three  times.  Occasionally  the  dis- 
engaged stone  may  become  impassable,  and 
severe  reactions  may  follow. 

Results 

In  the  thirty  months  since  we  began  to 
use  the  looped  catheter,  we  have  had  87  hos- 
pital admissions  for  ureteral  stone  (table  1). 
In  31  of  these  cases  extraction  with  the 
looped  catheter  was  attempted.  (Cases  in 
which  passage  of  the  catheter  proved  to  be 
impossible  are  not  included  in  this  number.) 
In  the  31  cases,  25  stones  were  extracted 
from  23  patients  in  27  cystoscopies.  (In  2 
cases  2  stones  were  extracted  with  a  single 
effort.)  In  2  of  the  23  patients  the  tempera- 
ture rose  above  100  F.  following  the  manip- 
ulation. In  8  cases  drainage  was  maintained 
by  inlying  catheter  for  at  least  twenty-four 
hours.  The  period  of  hospitalization  after 
the  extraction  varied  from  one  to  five  days, 
the  average  being  2.65  days. 

Of  the  8  failures,  3  were  treated  by  ureter- 
olithotomy, 2  left  the  hospital  without  pass- 
ing the  stone,  and  3  passed  the  stone  without 
further  treatment.  Three  of  these  patients 
had  severe  febrile  reactions  after  instrumen- 


tation. Of  these,  one  patient  required  ureter- 
olithotomy, and  the  other  2  passed  the  stone 
spontaneously  within  twenty-four  hours. 

Table  1 
Summary  of  Cases 

Patients  hospitalized 

with  ureteral  stones 87 

Extractions  with  looped 

catheter  attempted 31 

Successful    23 

Number   of  instrumentations 27 

Number  of  stones  recovered 25 

Failures    g 

Postmanipulative  fever  (100  F.  or  above) 

Successful    cases    2 

Failures    3 

Hospital   days   after  treatment 1-5  (average 

2.65) 
Stone  passed  after  simple 

catheterization    _...  6 

Stone  passed  after  ureteral 

meatotomy  alone  8 

Stone  passed  after  ureteral 

meatotomy   plus   catheterization 6 

Stone   passed    spontaneously   18 

Result  unknown  lo 

Cose  Reports 

Case  1 

A  32  year  old  woman  was  admitted  on  February 
3,  1945  with  left  renal  colic.  A  stone  1  cm.  in  diam- 
eter was  impacted  2  cm.  above  the  bladder.  Left 
ureteral  meatotomy  was  done,  and  a  ureteral  cath- 
eter was  left  inlying  for  twentv-four  hour?.  She  was 
discharged  asjmiptomatic  on  the  third  day. 

The  patient  was  readmitted  on  March  2,  1945, 
with  recurrent  colic  and  fever  of  102  F.  On  JIarch 
3,  under  Pentothal  aneslhesia,  the  stone  was  ex- 
tracted with  a  loon  catheter.  There  was  no  post- 
operative pain  or  fever,  and  she  was  discharged  on 
the  fourth  postoperative  day. 

Case  2 

An  obese  woman,  aged  60,  entered  the  hospital  on 
Julv  20,  1947,  complaining  of  pain  in  the  right  flank, 
and  chills  and  fever.  Her  blood  pressure  was  220 
systolic,  130  diastolic.  Shortly  after  admission  the 
temperature  rose  to  106  F.  and  the  nulse  to  136. 
The  natient  appeared  desperately  ill.  Roentgen- 
ographic  examination  showed  a  triangular  shadow 
2  cm.  in  diameter  in  the  region  of  the  lower  right 
ureter.  The  patient  was  treated  supportively  until 
the  following  dav,  when  the  right  ureter  was  cathet- 
erized.  Obstruction  was  encountered  at  12  cm.  The 
catheter  was  left  inlying. 

After  two  days  the  temperature  was  normal. 
Cystoscopy  was  done  under  Pentothal  anesthesia, 
and  the  right  ureter  was  dilated  to  a  no.  12  catheter 
up  to  the  level  of  the  stone.  The  stone  was  then 
extracted  -mfh  the  loop  catheter.  A  no.  8  catheter 
was  left  inlying  for  two  days.  There  was  no  rise  in 
temperature,  and  the  patient  was  discharged  on  the 
fifth  postoperative  dav.  Her  blood  pressure  at  dis- 
charge was  124  systolic,  90  diastolic. 

Surgical  intervention  in  this  patient  would  have 
entailed  considerable  risk,  hut  would  have  been  nec- 
essary except  for  the  successful  use  of  the  looped 
catheter. 

Case  3 

A  50  year  old  man  gave  a  history  of  recurrent 
left  renal  colic  of  seven  months'  duration.  Roent- 
genograms showed  an  oval  shadow.  Wo  cm.  in  diam- 
eter, in  the  area  of  the  left  lower  ureter.  Cystoscopy 
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was  done,  and  the  looped  catheter  passed  beyond  the 
stone.  The  catheter  became  disengaged.  A  no.  8 
catheter  was  left  inlying  for  twenty-four  hours.  At 
the  second  cystoscopy  the  stone  was  readily  ex- 
tracted with  the  looped  catheter.  There  was  no  post- 
cystoscopic  reaction,  and  the  patient  was  discharged 
on  the  third  day. 

Case  4  .  ' 

A  woman,  aged  29,  entered  the  hospital  with  the 
story  of  recurrent  right  sided  colic,  chills  and  fever 
for  one  month.  The  admission  temperature  was  105 
F  On  cystoscopy,  an  obstruction  was  encountered^ 
immediately  within  the  right  orifice.  Roentgeno- 
graphic  examination  revealed  two  small  shadows  in 
this  region  A  no.  8  catheter  was  left  inlying  for 
drainage  of  the  right  kidney.  Three  days  later  the 
two  stones  were  extracted  simultaneously  with  the 
looped  catheter.  The  temperature  was  normal  m 
forty-eight  hours,  when  the  inlying  catheter  was  re- 
moved. The  patient  was  discharged  on  the  third  day 
after  the  extraction. 

Case  5 

A  24  year  old  woman  complained  of  left  renal 
colic  chills  and  fever  of  one  month's  duration  She 
had  been  treated  elsewhere  by  means  of  an  inlying 
ureteral  catheter.  On  admission  her  temperature  was 
103  4  F.  An  oval  shadow  IV2  cm.  in  diameter  was 
seen  on  the  roentgenogram  in  the  region  ot  the  le±t 
lower  ureter.  Cystoscopy  was  done,  but  the  stone 
could  not  be  snared  by  the  looped  catheter.  A  no.  8 
catheter  was  left  inlying.  ,    •  ,    ,     +1  „    lo-ct 

When  the  temperature  had  subsided,  the  lelt 
ureter  was  exposed  through  a  lower  midline  incision. 
The  ureter  was  thick  walled  and  edematous,  the 
stone  could  not  be  located  by  palpation  or  probe.  A 
roentgenogram  made  on  the  operating  table  showed 
the  shadow  in  the  previous  position,  below  the  point 
of  entry  of  an  opaque  catheter  passed  down  the 
ureter  through  the  operative  incision.  A  looped 
catheter  was  inserted  through  the  incision  to  the 
bladder.  The  loop  was  formed,  and  when  withdrawn, 
it  extracted  the  stone.  ,  ■  ,    , 

This  case  illustrates  how  a  stone  which  becomes 
displaced  or  hidden  during  operation  may  be  success- 
fully reco'-ered  with  the  looped  catheter. 

Comment 

The  use  of  the  looped  catheter  for  the 
extraction  of  stones  from  the  ureter  is  ob- 
viously dependent  upon  the  ability  of  the  op- 
erator to  pass  the  catheter  beyond  the  stone. 
The  small  size  of  this  catheter  renders  its 
passage  more  probable.  Serious  injury  to  the 
ureter  is  unlikely,  and  has  not  occurred  ni 
these  cases.  The  low  incidence  of  febrile 
reactions  following  successful  extractions 
has  been  gratifying.  Adequate  preliminary 
dilatation  of  the  ureter  below  the  stone  and 
judicious  use  of  the  inlying  catheter  after 
extractions  are  important  factors  in  elimi- 
nating complications  and  in  reducing  the 
period  of  hospitalization. 

While  we  have  employed  the  instrument 
only  in  patients  with  stones  in  the  lower 
third  of  the  ureter,  others  have  reported  its 
use  at  any  level,  including  the  kidney  pelvis. 
With  wicfer  experience  and  greater  patience, 
we  anticipate  the  successful  management  of 


a  larger  proportion  of  patients  with  ureteral 
stones. 

Siimmarij  and  Couclusion 

The  looped  catheter  offers  a  speedv  and 
reasonably  safe  method  for  the  extraction  of 
ureteral  stones  in  selected  cases. 

This  method  was  employed  in  31  of  87 
hospitalizations  for  ureteral  stone  in  a  period 
of  thirty  months.  Twenty-three  cases  were 
treated  successfullv. 


THE  MANAGEMENT  OF  WAR  WOUNDS, 
WITH   REFERENCE   TO   THE   PRE- 
VENTION AND  TREATMENT  OF 
CLOSTRIDIAL  INFECTIONS 

Analysis  of  Eighteen  Cases 

George  R.  Benton,  Jr.,  M.D.,  F.A.C.S.* 

GOLDSBORO 

The  etiology,  pathogenesis,  and  pathology 
of  infections  caused  by  virulent,  pathogenic, 
anaerobic  gas-forming  organisms  (clostri- 
dial group)  are  well  established  and  have 
been  thoroughly  covered  in  the  literature. 
The  final  answer  as  to  prevention  and  treat- 
ment is  yet  to  come.  This  answer,  in  part, 
may  be  forthcoming  from  a  collective  review 
of  the  reports  originating  during  the  recent 
war  from  individual  units  of  the  United 
States  Army  Medical  Department.  As  a  small 
contribution  to  this  great  problem,  the  ex- 
perience with  clostridial  infections  in  an 
evacuation  hospital  which  functioned  in  the 
European  Theater  under  combat  conditions 
from  June  14,  1944,  to  May  8,  1945.  is  added 
to  the  ever  growing  number  of  reports. 

The  purpose  of  this  report  is  not  to  present 
any  startling  new  discovery  for  the  manage- 
ment of  clostridial  infections,  but  to  stress 
the  fact  that  the  incidence  and  mortality  of 
such  infections  can  be  greatly  lowered  bv  a 
definite  plan  for  prevention  and  treatment. 

Preventiofi 

The  problem  of  gas  infections  (clostridial 
infections)  in  front  line  army  hospitals  is 
vastly  different  from  that  in  civilian  hos- 
pitals. The  contrast  lies  chiefly  in  the  num- 
ber of  potential  cases  of  gas  infection  ad- 
mitted to  the  hospital  in  a  given  period  of 
time.  Every  individual  with  an  open  wound 
extending  through  the  true  skin  is  consid- 
ered a  potential  candidate  for  gas  infection. 


*Fornier    Lieutenant   Colonel    in    tlie    Medical    Corps    of    the 
Army  of  tlie  United  States. 
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Since  more  than  400  wounded  soldiers,  many 
with  multiple  wounds,  were  often  admitted 
to  front  line  army  hospitals  (evacuation  hos- 
pitals) during  a  twenty-four  hour  period, 
the  problem  of  clostridial  infections  in  such 
hospitals  is  overwhelming  in  comi^arison  to 
the  problem  encountered  in  civilian  hospitals. 

The  Medical  Department  of  the  United 
States  Army  took  cognizance  of  the  prime 
importance  of  this  problem  in  laying  the 
groundwork  for  its  function  in  the  recent 
war'".  As  a  result,  most  of  the  patients 
reaching  evacuation  hospitals  had  received 
emergency  medical  care  by  company  aid  men 
on  the  field  where  they  were  wounded  or  in- 
jured. The  preventive  measures  used  here 
consisted  in  local  application  and  oral  admin- 
istration of  sulfonamides'-',  application  of 
sterile  dressings,  immobilization  where  that 
was  indicated,  and  rapid  evacuation  of  the 
patient  to  the  rear.  This  preventive  treat- 
ment was  continued  throughout  the  echelons 
of  normal  evacuation  channels. 

In  order  to  shorten  evacuation  channels 
and  thereby  decrease  the  time  interval  be- 
tween wounding  and  definitive  surgery,  med- 
ical installations  were  moved  closer  to  the 
lines  of  combat.  It  was  not  unusual  for  an 
evacuation  hospital,  the  fourth  echelon  in  the 
evacuation  channel,  to  be  within  three  to  five 
miles  of  the  line  of  combat.  Field  hospitals 
staffed  with  auxiliary  surgical  teams  were 
attached  to  clearing  stations,  often  within 
one  to  two  miles  of  the  line  of  combat.  It  was 
not  unusual  to  hear  a  battalion  surgeon  re- 
mark that  he  and  his  assistants  had  been 
riding  tanks  which  were  supporting  the  ad- 
vancing infantry,  in  order  to  keep  medical 
care  abreast  of  the  front  lines.  Never  before 
in  the  history  of  warfare  has  the  wounded 
soldier  been  so  near  to  medical  care. 

Except  in  the  case  of  non-transportable 
patients  held  by  field  hospitals,  the  patient 
received  his  first  definitive  care  in  the  evac- 
uation hospital,  after  which  the  preventive 
stage  was  completed.  In  the  hospital  from 
which  this  report  originates  a  definite  plan 
for  prevention  was  established.  It  is  felt  that 
a  detailed  presentation  of  this  plan  is  war- 
ranted, since  a  careful  survey  of  our  records 
reveals    that    not    a    single    patient,    to    our 

1.  Kirk,  X.  T. :  SulKicnl  Care  of  the  Wounded  in  the  United 
States   Army,    Sunrerv    l.T  :2n-22.'!    (Feb,)    IflU. 

2.  Meleney,  F.  I.,  and  Whipple,  A,  0,:  A  Stati.stical  Analysis 
of  a  Stud>'  of  tile  I'l'evention  of  Infection  in  Soft  Part 
Wounds,  Coiupuund  Fractures,  and  Burns'  with  Special 
Reference  to  tlie  Sulfonamides,  Surg.,  Gynec.  \-  Obst.  SO: 
263-291)    (March)    l!il.->. 


knowledge,  developed  a  clinical  gas  infection 
between  the  time  of  admission  to  the  hos- 
pital and  the  time  at  which  definitive  surgery 
was  performed  or  the  patient  was  evacuated 
without  surgery.  The  plan  of  prevention  was 
as  follows : 

Examination  and  redressing^^^ 

As  soon  as  a  patient  was  admitted  to  a 
ward,  he  was  examined  by  a  medical  officer, 
and  the  extent,  type,  and  severity  of  the 
wound  were  evaluated.  The  area  surround- 
ing the  wound  was  then  cleansed,  and  a  fresh 
sterile  dressing  applied.  Any  necessary  symp- 
tomatic or  supportive  treatment  was  insti- 
tuted. American  wounded  received  a  booster 
dose  of  tetanus  toxoid;  others  received  1500 
units  of  tetanus  antitoxin. 

Chemotherapy 

All  patients  who  were  candidates  for  gas 
infection  (except  those  with  definite  contra- 
indications such  as  abdominal  wounds  or  un- 
consciousness) were  routinely  given  sulfadi- 
azine by  mouth'-'.  After  an  initial  dose  of  4 
Gm.  all  patients  received  1  Gm.  every  four 
hours.  Penicillin  was  routinely  given  intra- 
muscularly in  doses  of  20,000  units  every 
four  hours. 

Reduction  of  time  interval  beticeen 
wounding  and  surgery 

The  time  interval  between  wounding  and 
definitive  surgery  was  kept  to  a  minimum. 

Triage 

Simply  defined,  triage  means  the  assign- 
ment of  priority  for  surgery.  Such  a  defini- 
tion is  misleading,  however,  as  many  factors 
are  involved  in  the  proper  assignment  of 
priority  even  when  one  considers  it  only  from 
the  standpoint  of  the  prevention  of  gas  in- 
fections. First,  the  triage  officer  (who  is 
usually  the  chief  of  surgery  or  his  assistant) 
should  be  a  well  trained  surgeon  who  posses- 
ses keen  surgical  .iudgment.  He  must  be  cap- 
able of  making  rapid,  but  accurate  decisions. 
He  must  know  the  diagnosis  and  the  extent 
and  relative  severity  of  the  wounds  of  all 
preoperative  patients.  Through  cooperation 
with  the  chief  of  the  ward  section,  he  must 
see  that  new  admissions  do  not  overlap  with 
old  ones.  Through  cooperation  with  the  ad- 
mitting officer,  he  must  see  that  incoming 
patients  are  roughly  divided  into  high  and 
low  priority  cases,  and  admitted  to  corres- 

.3,  Examination  of  the  Surgical  BatHe  Casualty  under  Field 
Conditions,  Med.  Xews  No,  I,  Headquarters,  First  U.  S. 
Army,  Jan.,   194t. 
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ponding  wards.  Proper  admission  of  patients 
is  as  important  as  any  single  factor  in  triage. 
Once  the  patient  is  properly  admitted,  he 
is  examined  by  the  triage  officer,  who  an- 
alyzes the  case  from  the  standpoint  of  the 
causative  agent,  the  type,  location,  severity 
and  age  of  the  wound,  and  decides  how  great 
is  the  danger  of  gas  infection  and  how  long 
surgery  can  be  postponed  without  adding  un- 
necessarily to  the  risk  of  gas  infection.  The 
results  of  his  findings  are  weighed  against 
those  of  all  patients  awaiting  surgery  who 
have  been  given  a  priority,  and  a  priority  is 
assigned  to  this  particular  case.  The  perti- 
nent information  concerning  the  patient  is 
entered  on  a  triage  record  —  a  separate 
record  being  kept  for  each  ward.  An  example 
of  the  triage  record  used  in  this  hospital  is 
as  follows : 


ity;  (3)  it  allowed  the  triage  officer  to  weigh 
the  patients  in  one  ward  against  those  in  an- 
other; (4)  it  was  of  inestimable  value  to  the 
ward  personnel  in  caring  for  the  patients 
and  completing  the  necessary  administrative 
records;  and  (5)  it  allowed  the  shifting  of 
key  personnel  to  a  "fresh"  ward  when  one 
had  been  completed. 

The  following  system  for  recording  prior- 
ity was  established. 

Priority  1 — Mandatory  that  surgei^y  be  performed 
at  the  earliest  possible  moment.  In  this  priority 
group  the  actual  emergency  of  the  case  was  further 
indicated  by  the  addition  of  a  +  mark.  Thus  a 
1  +  +  -|-  +  priority  was  indicative  of  uncontrollable 
hemorrhage  and  was  the  highest  priority  given; 
1  -!--)-+  indicated  penetrating  wounds  of  the  abdo- 
men without  evidence  of  hemorrhage,  and  so  on 
down  to  1  +,  which  was  indicative  of  extensive  soft 
tissue  wounds  contributing  to  shock. 

Priority  2 — Mandatory  that  surgery  be  performed 
at  this  hospital,  but  the  patient  can  wait  for  a  period 


Kame 

Doe,  J. 


Bed  No. 
1 


Ward  No.  2 

Diaffnosls   (brief) 
Shell  wound,  penetrating,  severe,  rt.  thigh,  with  FCC* 
femur.  Peripheral  pulses  palpable. 


Doe,  G.  2  Bomb  wound    (aerial),   severe,    left    upper    thigh    and 

buttocks,  with  extensive  soft  tissue  damage  and  mod- 
erate shock.  Vessels  and  nerves  intact. 

Doe.  W.  3  Gunshot  wound,  mild,   pei-forating,    left    leg.     Pulses 

palpable. 

Doe  M.  4  Bomb  wound  (mine),  with  incomplete   traumatic  amp. 

'     '  left  leg,  severance  of  anterior  and  posteiior  tibial  ar- 

teries. FCC*  tibia  and  fibula  with    moderate    hemor- 
rhage from  stump  controlled  by  tourniquet. 

*  Comminuted  compound   fracture 


-Eaii 

Prioritfi 

Yes  (avail 
able  for 
surgeon) 
Yes 

-      1 

n- 

Yes 

3 

Yes 

l  +  -h 

Patients  are  referred  to  surgery  in  accord- 
ance with  their  priority  on  the  above  record. 
Through  this  method  no  patient  is  over- 
looked. If  the  patient  load  is  such  that  twelve 
to  eighteen  hours  elapse  before  the  patient 
can  be  sent  to  the  operating  room,  the  addi- 
tional time  interval  will  increase  his  prior- 
ity. This  record  also  serves  as  a  source  of 
information  to  the  alternate  triage  officer 
during  his  tour  of  duty,  and  prevents  dupli- 
cation of  work. 

In  this  hospital  patients  were  admitted  to 
a  ward  by  serial  bed  numbers  until  it  was 
filled,  and  then  a  second  ward  was  opened. 
Once  a  ward  was  filled,  no  more  patients 
were  admitted  to  it  until  all  the  patients  in 
it  had  been  sent  to  surgery,  transferred  to 
other  wards,  or  evacuated.  This  plan  served 
five  very  important  purposes:  (1)  It  kept 
patients  in  groups  according  to  the  time  of 
admission  to  the  hospital;  (2)  it  relieved  the 
triage  officer  of  having  to  return  to  a  ward 
once  all  patients  on  it  had  been  given  a  prior- 


of  four  to  six  hours  without  appreciably  affecting 
his  chance  of  recovery.  Large  numbers  of  patients 
were  placed  in  this  priority  as  a  preventive  measure 
against  gas  infection. 

Priority  3 — Preferable  that  surgery  be  performed 
at  this  hospital,  but  a  delay  of  six  to  eighteen  hours 
would  not  appreciably  affect  the  patient's  chance  of 
recovery.  In  the  event  that  the  backlog  of  patients 
in  prioritv  1  and  2  reached  a  twenty-four  hour  level, 
most  of  these  patients  could  be  evacuated  to  a  hos- 
pital in  the  rear  and  receive  definitive  surgery  in  less 
than  twenty-four  hours.  All  patients  placed  in  this 
category  were  transportable. 

Priority  4 — Debridement  should  be  done,  but  be- 
cause of  the  minor  nature  of  the  wound  a  delay  of 
twenty-four  hours  would  not  annreciablv  affect  the 
chance  of  recovery.  All  patients  in  this  category 
were  transnortable'  and  could  be  evacuated  en  masse 
if  the  backlog  of  priorities  1.  2.  and  3  reached  a 
twenty-hour  hour  level. 

With  this  information  recorded  on  the 
triage  sheet,  the  triage  officer  was  able  to 
maintain  an  up-to-the-hour  working  knowl- 
edge of  all  preoperative  patients,  and  proper- 
ly dispatch  them  to  surgery.  The  phrase 
"properly  dispatch  to  surgery"  may  be  mis- 
leading, since  there  is  a  great  deal  more  to  it 
than  simply  referring  the  patient  to  surgery 
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according  to  his  priority.  Even  after  the  pa- 
tient had  been  properly  prepared  for  surgery 
(put  in  the  best  possible  condition  to  with- 
stand the  operative  procedure  which  must  be 
carried  out),  the  triage  officer  still  had  to 
maintain  a  very  close  liaison  with  the  operat- 
ing surgeons.  Many  of  the  patients  had  been 
worked  over  and  observed  for  a  period  of 
hours  before  meeting  the  operating  surgeon. 
It  is  true  that  information  gained  from 
special  studies  and  observations  made  by  the 
ward  surgeon  and  triage  officer  was  entered 
on  the  clinical  record  and  was  available  to 
members  of  the  operating  team.  However, 
there  was  no  way  in  which  the  patient's 
status  could  be  so  accurately  made  known  to 
the  operating  surgeon  as  by  a  short  and  con- 
cise oral  resume  of  the  case  given  by  the  tri- 
age officer.  The  plan  which  was  followed  in. 
this  hospital  is  outlined  below: 

A  waiting  room  for  preoperative  patients 
was  assigned  to  each  operating  team,  and  all 
patients  sent  to  this  waiting  room  were  to  be 
operated  on  by  that  particular  team.  It  was 
the  duty  of  the  enlisted  assistant  to  the 
triage  officer  to  keep  an  accurate  check  of 
the  number  of  patients  waiting,  and  to  notify 
the  triage  officer  when  more  were  needed. 
The  triage  officer  could  then  refer  to  his 
triage  record  and  designate  by  ward  number 
and  name  the  patients  who  were  to  be  sent 
to  that  type  of  operating  team  (thoracic,  ab- 
dominal, or  orthopedic).  The  enlisted  assist- 
ant would  then  present  to  the  litter  bearers 
servicing  the  team  the  list  of  patients  to  be 
picked  up.  In  this  manner  the  triage  officer 
was  able,  within  certain  limits,  to  send  pa- 
tients to  the  team  best  suited  to  care  for 
their  particular  case. 

The  patient's  x-rays  always  accompanied 
him  to  surgery.  In  many  cases,  particularly 
those  in  priorities  3  and  4,  the  patient  dIus 
the  x-ray  made  the  diagnosis  self-evident 
and  the  treatment  obvious.  In  priorities  1 
and  2,  however,  many  of  the  cases  were  diag- 
nostic problems  and  also  presented  problems 
as  to  management  during  operation  and  as 
to  choice  of  operative  procedures.  In  this 
latter  group  the  triage  officer  carefully  dis- 
cussed the  case  with  the  operating  surgeon, 
and,  where  doubt  existed  as  to  the  indicated 
treatment,  advised  him  as  to  the  procedure 
to  be  followed.  If  further  consultations  were 
deemed  advisable,  they  were  completed  prior 
to  sending  the  patient  to  the  operating  room. 

This  method  made  it  unnecessary  for  the 


operating  surgeons  to  leave  the  operating 
pavilion  during  their  tours  of  duty,  thereby 
eliminating  waste  of  time.  However,  they 
obtained  the  full  benefit  of  all  studies  and  ob- 
servations made  before  the  patient  came 
under  their  care,  and  were  not  forced  to  per- 
form blind  and  mechanical  surgery. 

Evacuation  toitliout  definitive  surgery 

When  the  backlog  of  patients  awaiting 
surgery  reached  a  twenty-four  hour  level, 
evacuation  of  certain  patients  without  defini- 
tive surgery  was  begun.  The  first  to  go  were 
those  in  priority  4.  If  the  backlog  was  still 
too  great,  selected  patients  with  priority  3 
were  evacuated  until  the  twenty-four  hour 
level  was  reached.  The  twenty-four  hour  level 
is  determined  by  the  triage  officer  on  the  ba- 
sis of  the  maximum  output  of  the  operating 
surgeons  and  on  the  type  of  cases  awaiting 
surgery.  After  a  little  practice  this  estimate 
should  be  accurate  within  a  5  to  10  per  cent 
range  of  error. 

Patients  evacuated  on  this  plan  were  as- 
sured of  receiving  definitive  surgery  sooner 
than  if  they  were  held  in  the  original  hos- 
pital, and  all  patients  retained  in  the  hos- 
pital were  assured  of  definitive  surgery  with- 
in twenty-four  hours.  During  our  entire 
function  it  was  never  necessary  to  evacuate 
priority  2  patients  without  definitive  surg- 
ery, although  we  were  not  always  able  to  stay 
within  a  twenty-four  hour  surgical  backlog 
because  of  physical  and  administrative  prob- 
lems of  evacuation. 

Adequate  debridement'^'' 

The  term  "debridement"  may  be  defined  as 
"excision  of  all  devitalized  tissue,  release  of 
tension  or  completing  such  measures  as  are 
necessary  to  prevent  post-operative  tension, 
removal  of  all  foreign  material,  careful 
hemostasis,  and  establishment  of  adequate 
drainage."  This  all  embracing  definition  is 
not  an  attempt  to  discredit  the  standard  us- 
ae-e  of  the  terms  "debridement,"  "wound  ex- 
cision," and  "epluchage,"  but  merely  points 
out  the  war  surgeon's  interpretation  of  the 
term  "debridement."  While  I  am  not  an  ad- 
vocate of  "butchery,"  I  am  of  the  firm  con- 
viction that  the  only  way  in  which  this  type 
of  debridement  can  be  accomplished  is  by  an 
adequate  incision — an  incision  large  enough 
for  good  visualization  even  to  the  depths  of 
the  wound.  Even  the  most  experienced  of 
fingers  cannot  diflferentiate  viable  from  non- 
viable tissues. 
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It  is  the  duty  of  the  chief  surgeon,  who  is 
usually  the  triage  officer,  to  keep  a  constant 
watch  over  his  operating  surgeons,  especially 
the  young  surgeons  and  those  inexperienced 
in  war  surgery,  to  see  that  debridements  are 
thorough  and  meticulous.  Because  of  techni- 
cal difficulties,  debridements  cannot  always 
be  perfect.  The  removal  of  certain  foreign 
bodies  may  entail  greater  hazards  than  the 
risk  involved  in  leaving  them;  the  knowledge 
of  the  number  and  type  of  casualties  await- 
ing surgery  will  force  surgeons  to  take  as 
many  short  cuts  as  possible;  and  a  surgeon 
who  has  worked  continuously  for  a  period 
of  twelve  hours  or  longer  does  not  see  a 
wound  in  the  same  light  as  does  a  rested 
surgeon.  It  is  only  through  experience  that 
the  surgeon  can  assess  the  "short  cuts"  and 
employ  only  those  that  will  not  jeopardize 
the  patient's  chances  of  an  "uneventful  re- 
covery." For  this  reason  inexperienced  war 
surgeons  must  be  closely  supervised  until 
they  develop  that  "sixth  sense"  of  knowing 
when  debridement  is  complete. 

The  following  criteria  for  a  complete  de- 
bridement were  established  in  this  hospital. 

1 — The  wound  should  be  of  such  size, 
shape,  and  depth  as  to  allow  for  drainage 
from  its  most  dependent  recess  without  re- 
sorting to  the  insertion  of  artificial  drains. 

2 — There  should  be  no  evidence  of  tension, 
and  the  development  of  postoperative  tension 
should  be  prevented  by  adequate  incisions  in 
the  skin  and  deep  fascia,  and,  where  indi- 
cated, in  the  muscle  sheaths. 

3 — All  devitalized  tissue,  especially  muscle, 
should  have  been  excised.  All  remaining 
muscle  should  bleed  when  cut  and  respond 
to  external  stimuli. 

4 — All  foreign  bodies,  exclusive  of  certain 
metallic  objects,  should  have  been  removed. 
Small  metallic  foreign  bodies  and  high  velo- 
city missiles  (rifle,  pistol,  and  machine-gun 
bullets)  may  be  left  if  their  removal  entails 
surgical  hazards  or  will  greatly  increase  the 
operative  time. 

5 — Hemostasis  should  be  so  complete  as 
to  obviate  the  possibility  of  a  hematoma's 
forming  in  the  wound  postoperatively,  or 
the  loss  of  significant  amounts  of  blood. 

While  it  was  imposible  to  obtain  these  end 
results  in  every  case,  the  surgeon  who  sub- 
consciously reviewed  these  five  axioms  on 
completion  of  a  debridement  would  not  over- 
look one  of  these  important  steps  and  would 
obtain   the   best   results   possible    under   the 


existing  circumstances. 
Pofitoperative  dressings 

The  application  of  dressings  postopera- 
tively, while  it  does  not  constitute  part  of  the 
operative  procedure,  should  receive  mention. 
Dressings  are  the  responsibility  of  the  oper- 
ating surgeon,  and  he  should  take  great  care 
to  see  that  they  are  supportive  but  not  con- 
stricting, and  that  they  do  not  interfere  with 
circulation  or  drainage.  Their  application 
should  never  be  entrusted  to  an  untrained 
assistant.   All  casts  should  be  split. 

Diagnosis 

In  order  to  treat  any  disease  or  injury 
adequately  the  surgeon  must  first  arrive  at  a 
diagnosis.  Detailed  description  of  the  clini- 
cal and  laboratory  findings  in  gas  infections 
are  to  be  found  in  the  literature'^'.  Some  of 
the  diagnostic  methods  employed  in  civilian 
hospitals  are  not  available  to  evacuation  hos- 
pitals without  considerable  delay — and  delay 
cannot  be  reckoned  with  in  the  diagnosis  of 
this  condition. 

Three  of  our  five  senses,  judiciously  used, 
constitute  the  greatest  aids  in  diagnosis — 
namely,  sight,  touch,  and  smell.  Through 
these  three  senses,  an  accurate  diagnosis  can 
usually  be  made  on  a  clinical  basis.  Direct 
smear  may  show  the  presence  of  organisms 
morphologically  characteristic  of  the  clostri- 
dial group.  Smears  can  only  be  used  as  cor- 
roborative evidence,  however,  since  the  or- 
ganism cannot  be  positively  identified  except 
by  cultural  methods,  and  since  many  wounds 
showing  no  clinical  evidence  of  gas  infection 
will  contain  such  organisms.  To  await  the 
report  of  culture  to  establish  a  positive  diagh 
nosis  is  to  court  disaster.  Roentgenograms 
may  reveal  the  presence  of  gas  in  tissues, 
but  this  may  be  caused  by  saprophytic  gas- 
forming  organisms.  Thus  we  revert  to  our 
three  valuable  senses  to  make  the  immediate 
diagnosis,  and  use  the  laboratory  aids  as  cor- 
roborative evidence. 

In  the  series  reported,  I  saw  all  cases  pre- 
operatively  and  concurred  in  the  clinical 
diagnosis  of  gas  infection.  The  laboratory 
findings  corroborated  the  clinical  diagnosis 
in  14  cases.  In  4  cases  the  records  did  not 
contain  a  report  on  the  cultures  or  smear, 
although  both  were  done  in  every  case.  While 
a  tentative  clinical  diagnosis  was  made  pre- 
operatively,  the   gross   pathologic   diagnosis 
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was  made  at  the  time  of  operation.  In  many 
cases  an  exploratory  incision  was  required 
to  determine  the  extent  of  the  pathologic 
process. 

Several  types  of  gas  infection  have  been 
described,  on  the  basis  of  the  extent  and  se- 
verity of  the  pathologic  process'"'.  The  gross 
pathologic  diagnoses  found  to  suit  our  needs 
best  were  as  follows: 

1.  Subcutaneous  gas  infection  is  usually 
a  fairly  diffuse  process  in  which  the  infec- 
tion is  limited  to  tissues  superficial  to  the 
deep  fascia.  It  is  characterized  by  discolor- 
ation of  skin,  formation  of  blebs,  necrosis 
of  fat,  a  foul,  mousy  odor,  subcutaneous  ac- 
cumulation of  gas,  and  few  systemic  symp- 
toms. 

2.  Gas  abscess :  The  formation  of  an  ab- 
scess with  the  same  general  characteristics  as 
the  subcutaneous  infection,  except  that  there 
is  more  localization. 

3.  Localized  myositis  usually  occurs  in 
combination  with  subcutaneous  infection  or 
gas  abscess;  it  is  always  associated  with  a 
break  in  the  deep  fascia,  usually  from  a  pene- 
trating or  perforating  wound.  The  muscle 
immediately  surrounding  the  wound  is  in- 
volved in  varying  degrees.  The  process  does 
not  involve  an  entire  muscle,  or  group  of 
muscles.  Systemic  symptoms  may  or  may 
not  be  severe. 

4.  Diffuse  myositis  typifies  the  classical 
"gas  gangrene,"  and  always  involves  an  en- 
tire muscle  or  group  of  muscles.  This  type 
is  most  often  associated  with  an  impaired 
circulation;  the  course  is  fulminating,  and  is 
accompanied  by  extremely  severe  systemic 
symptoms.  There  is  nearly  always  an  asso- 
ciated subcutaneous  infection  or  gas  abscess. 

Treatment 
Preoperative 

The  diagnosis  having  been  established, 
active  treatment  of  the  patient  was  insti- 
tuted. It  is  to  be  remembered  that  all  pa- 
tients were  carefully  prepared  for  surgery, 
having  received  sulfadiazine  and  penicillin, 
as  well  as  blood  or  plasma,  or  both,  when  in- 
dicated. Where  the  diagnosis  was  definitely 
established  preoperatively,  the  patient  re- 
ceived polyvalent  antitoxin  prior  to  oper- 
ation. 

Operative 

The  operative  procedure  was  determined 
by  the  extent  and  severity  of  the  process  and 

5.    Bailey.   H. :   Surgerj'  of  Modern   Warfare,    Baltimore,   Wil- 
liam Wood  &  Co.,  1012,  V.  1,  pp.  las-i.io. 


the  general  condition  of  the  patient.  All  cases 
of  subcutaneous  infection  and  gas  abscess 
were  treated  by  debridement.  The  majority 
of  cases  of  localized  myositis  were  treated 
by  debridement,  but  occasionally,  because  of 
interruption  of  blood  supply,  extensive  soft 
tissue  damage,  and  compound  comminuted 
fractures,  amputation  was  the  procedure  of 
choice.  Where  a  single  muscle  or  small  group 
of  muscles  was  involved,  amputation  was 
performed  at  the  lowest  level  deemed  safe  ;• 
the  proximal  stump  of  the  extremity  was  de- 
brided,  and  the  involved  muscle  excised.  In 
all  cases  of  diffuse  myositis  (classical  gas 
gangrene)  except  one,  a  guillotine  amputa- 
tion was  performed.  When  possible,  the  am- 
putation was  proximal  to  the  highest  point 
of  involvement.  When  this  was  not  possible, 
amputation  was  performed  as  low  as  possible 
and  extensive  debridement  was  carried  out 
proximal  to  the  amputation.  Sulfanilamide, 
penicillin,  or  both  were  used  locally  in  all 
wounds  following  debridement. 

Postope^xitive 

Postoperatively  the  patient  received  the 
following  supportive  and  chemotherapeutic 
treatment : 

1.  Blood  transfusion  :  The  need  for  blood 
transfusion  was  determined  by  the  red  blood 
cell  count  and  hemoglobin.  An  attempt  was 
made  to  keep  the  red  blood  cell  count  above 
3,500,000,  and  the  hemoglobin  above  70  per 
cent.  Stored  whole  blood  was  used  in  most 
cases  because  of  its  availability.  In  cases 
that  did  not  respond  to  the  stored  blood,  in- 
direct transfusions  of  fresh  blood  were  given. 
No  patient  was  given  more  than  500  cc.  of 
blood  at  one  time,  although  several  patients 
with  very  low  red  blood  cell  counts  and  hemo- 
globins received  two  or  more  transfusions 
in  twenty-four  hours. 

2.  Plasma  transfusion :  Plasma  was  used 
to  combat  postoperative  shock  and  because 
it  was  the  simplest  and  most  readily  avail- 
able means  for  maintenance  of  optimum 
plasma  protein  levels"". 

3.  Parenteral  fluids :  A  5  per  cent  solution 
of  glucose  in  normal  saline  was  given  intra- 
venously to  those  patients  who  were  not  able 
to  maintain  an  adequate  fluid  intake  by 
mouth,  and  to  those  with  a  decreased  urinary 
output. 

4.  Sulfadiazine :  The  routine  administra- 

6.  Wilenskv.  A.  0. :  Tlie  Treatment  of  Acute  and  Clironic 
Protein  beflciencie.t,  Surg.,  Gvnec.  &  Oljst.  80;323-337  (May) 
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tion  of  sulfadiazine  in  doses  of  1  Gm.  every 
four  hours,  begun  preoperatively,  was  con- 
tinued after  operation.  In  a  few  instances  a 
comparable  amount  was  given  intravenously 
until  the  patient  could  tolerate  it  orally. 
There  was  no  set  time  for  discontinuing  the 
drug.  As  a  general  rule,  it  was  discontinued 
when  the  patient  no  longer  manifested  any 
systemic  reaction  from  the  infection  and 
when  evidence  of  local  infection  at  the  site 
of  the  wound  had  disappeared.  Hypersensi- 
tivity was  a  rare  cause  for  its  discontinuance. 

5.  PeniciUh}}-'^ :  After  operation  the  rou- 
tine preoperative  dose  of  20,000  units  of 
penicillin  was  increased  to  40,000  units  every 
four  hours  until  the  systemic  reactions  had 
subsided.  It  was  then  reduced  to  20,000 
units  every  four  hours  and  maintained  at 
this  level  until  all  vestige  of  the  gas  infection 
had  disappeared.  As  in  the  case  of  sulfa- 
diazine, there  was  a  tremendous  variation  in 
the  total  amount  received.  Sensiti\nty  to 
penicillin  was  not  encountered. 

6.  AntitoxM^^:  Polyvalent  gas  antitoxin 
was  used.  An  attempt  was  made  to  see  that 
every  patient  received  the  initial  dose  prior 
to  operation.  Intravenous  therapy  with  mas- 
sive doses  was  tried  in  4  cases  and  discon- 
tinued because  of  frequent  and  severe  reac- 
tions. This  method  was  replaced  by  the  fol- 
lowing plan :  An  initial  dose  of  40,000  units, 
divided  equally  into  intramuscular  and  intra- 
venous injections,  was  followed  by  20,000 
units  given  intramuscularly  every  eight 
hours  until  the  systemic  reaction  had  sub- 
sided and  local  evidence  of  gas  infection  had 
disappeared.  Even  with  this  method,  it  was 
necessary  to  discontinue  the  antitoxin  in  1 
or  2  cases  because  of  severe  reactions  follow- 
ing its  administration.  As  in  the  case  of  sul- 
fadiazine and  penicillin,  there  was  a  wide 
variation  in  the  total  amounts  received. 

7.  Other  supportive,  and  fujmptomatic 
treatment  was  employed  as  deemed  neces- 
sary. 

Analysis  of  Eighteen  Cases  of 
Clostridial  Infection 
Incidence 

Between  June  14,  1944,  and  May  8,  1945, 
there  were  21,566  admissions  to  the  hospital. 
Of  this  number  12,934  were  wounded  and  in- 
jured patients,  distributed  as  follows: 

U.   S.  troops   11,763     (Wounded  8,146, 

injured  3,617) 

7.  Harris,  C.  M.,  and  Levitoii,  L.  R.:  Penicillin  Treatment  of 
Gas  Gangrene,   Am.   J.   Suri.   69:.391-3!ii>    (Sept.)    1045. 

S.  Warthen,  H.  J.:  "War  Injuries"  in  Civil  Practice,  Surg., 
Gvnec.  &  Olwt.  78:200-206    (Feb.)    1944. 


U.  S.  Navy 8 

Allied  troops  142 

Civilians  298 

Enemy  troops  723 

A  total  of  10,059  patients  were  operated 
upon,  9,101  of  whom  were  wounded  or  in- 
jured. The  total  number  of  wounds  debrided 
in  these  9,101  patients  was  in  excess  of  30,- 
000.  The  diagnosis  of  clostridial  infection 
was  made  on  18  patients,  12  of  whom  were 
enemy  soldiers  and  6  of  whom  were  U.  S. 
soldiers.  All  infections  occurred  in  wounded 
patients. 

From  the  above  figures  the  following  sta- 
tistics on  the  incidence  of  clostridial  infec- 
tions in  one  evacuation  hospital  are  derived : 

Incidence  of  all  admissions 08^r 

Incidence  of  all  wounded  and  injured 14% 

Incidence  in  U.  S.  troops  (wounded 

and  injured)   05% 

Incidence  in  U.  S.  troops  (wounded  only) 07% 

Incidence  in  enemv  troops 

(wounded  and  injured)    1.66% 

P}'e-  and  postoperative  incidence  (table  1) 

Thirteen  cases  (72.2  per  cent)  of  clostri- 
dial infection  were  diagnosed  on  the  first 
examination  after  the  patient's  admission  to 
the  hospital.  In  5  cases  (27.8  per  cent)  clos- 
tridial infection  developed  postoperatively 
follov.'ing  the  original  debridement  per- 
formed in  this  hospital — an  incidence  of  .04 
per  cent  for  all  patients  operated  upon,  or 
approximately  .016  per  cent  for  the  total 
number  of  wounds  debrided. 

Time  interval  between  wounding  and 
surgery  (table  1) 

The  average  time  interval  between  wound- 
ing and  surgery  in  U.  S.  troops  was  twenty- 
three  hours,  as  compared  with  68.6  hours  for 
enemy  troops.  Comparison  of  the  time  inter- 
val with  the  percentage  of  cases  occurring 
in  U.  S.  and  enemy  troops  bears  out  the  be- 
lief that  the  time  interval  between  wound- 
ing and  surgery  is  an  important  factor  in 
the  development  of  a  clostridial  infection. 

Causative  agent  (table  1) 

Seventeen  patients,  or  94  per  cent  of  those 
developing  gas  infections,  were  wounded  by 
fragments  from  high  explosive  shells.  One 
l)atient  was  wounded  by  fragments  of  a  hand 
grenade.  Wounds  from  high  velocity  missiles 
of  small  arms  (pistol,  rifle,  machine  gun) 
are  not  as  conducive  to  the  development  of 
gas  infections  as  fragmentation  shells  and 
bombs,  because  they  produce  less  soft  tissue 
damage  and  are  comparatively  sterile. 
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Relation  of  vascular  iiijiiiij  to 
gas  iiifections^'-'^  (table  1) 

In  5  of  the  18  cases  (28  per  cent),  the 
major  soui'ce  of  blood  supply  to  the  extrem- 
ity was  destroyed  (brachial  artery  in  2, 
popliteal  artery  in  2,  anterior  and  posterior 
tibial  arteries  in  1).  All  patients  in  this  cate- 
gory developed  diffuse  myositis  (acute,  ful- 
minating classical  gas  gangrene)  and  re- 
quired amputations  as  a  life-saving  measure. 
It  is  interesting  to  note  that  in  3  of  these 
cases  (cases  13,  14,  and  18)  the  gas  infec- 
tions developed  following  operations  per- 
formed in  this  hospital,  in  which  an  attempt 
was  made  to  save  an  extremity  after  the  ma- 
jor source  of  blood  supply  had  been  de- 
stroyed. This  fact  illustrates  the  great  sus- 
ceptibility of  tissues  deprived  of  adequate 
blood  supply  to  gas  infections. 

Path ologic  diag)iosis 

From  a  gross  pathologic  point  of  view 
13  patients  (72  per  cent)  had  a  diffuse  myo- 
sitis, 3    (17  per  cent)    a  localized  myositis, 

9.  Power,  R.  W. :  Gas  Gaiiffreiie  with  SpeciaJ  Reference  t(i 
Vascularization  of  Muscles,  Brit.  .M.  J.  1  :(i.if)-fi,'js  (Mav  12) 
19t5. 


1    (5.5  per  cent)   a  subcutaneous  infection, 
and  1  a  gas  abscess. 

Therapy  (table  2) 

Amputation  above  the  level  of  infection 
was  performed  in  8  cases  (44.4  per  cent)  ; 
amputation  of  the  nonviable  part  of  the  ex- 
tremity, with  debridement  of  proximal  ex- 
tension of  the  infection,  in  4  cases  (22.2  per 
cent)  ;  and  debridement,  with  or  without 
muscle  excision,  in  6  cases  (33.3  per  cent). 
One  of  the  patients  (case  3)  had  gas  infec- 
tion in  both  lower  extremities,  one  requiring 
amputation  and  the  other  requiring  debride- 
ment. 

As  supportive  treatment,  whole  blood 
transfusions  were  administered  in  12  cases 
(66.6  per  cent),  plasma  transfusions  in  15 
cases  (83.3  per  cent),  sulfadiazine  in  18 
cases  (100  per  cent),  and  polyvalent  gas 
antitoxin  in  17  cases  (94.4  per  cent).  The 
one  patient  who  did  not  receive  antitoxin 
died  from  peritonitis  associated  with  mul- 
tiple intestinal  perforations ;  he  was  so  ill 
that  it  was  felt  that  the  possibility  of  a  hy- 
persensitivity reaction  forbade  the  use  of 
-antitoxin. 


Table  2— TREATMENT 


1 

2 

3 

4 

5 

6 

7 

8 

9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
Tot. 


aVRdlCAL 


-7    '''^ 


+ 


+ 


SUPPORTIVE 


END  RESULTS 


+ 


+ 


+ 
-I- 


+ 
+ 


+ 


HInod 
Ur.) 

8,400 

1,000 

500 
500 
500 


P  taenia 
(cc.) 

2,250 

500 
500 

500 


500 

250 

750 

750 

1,000 

1,250 

1.500 

1,500 

500 

500 

1,500 

500 

2,850 

4,000 

1,000 

500 

2,700 

3,500 

Penicillin 
(Unifa) 

910,000 
Yes'" 
720,000 
400,000 
320,000 
260,000  _ 
240,000 
680,000 
520,000 
200,000 
300,000 
280,000 

1,000,000 
540,000 
160,000 

2,080,000 
920,000 

1,470,000 


Sulfadiazine 
(Gm.) 

45 

Yes'i' 

24 

17 

22 

10 

26 

21 

12 

36 

13 

14 

66 

27 

6 

83 

26 

27 


A  nfitoxin 
(Unitx) 

300,000 
Yes'-' 
220,000 
140,000 
200,000 
200,000 
160,000 
Yes'-' 
Yes'-'' 
Yes'-' 
Yes'-' 
60,000 
780,000 

60,000 
600,000 

60,000 
220,000 


-I- 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 

+ 


+ 
+ 

15 


+ 

-)-(5) 


+ 

3 


1. 


-•Amount  not  sliown  in   record.  ,         ^  .      ,  ■       ^  , 

Amount  not  stated.    Because  of  routine  treatment,  all  are  assumed  to  have  received  approxnnately  iiiii.diiii   unit*'. 

Amputation   of  riKlit   les:    dehridement  of   left   thigrh. 

Died  within   a    few  hours   foHowini  surgery.   A   fatal   reaction   from   antitoxin   was  feared.  ,     ,  ,       .      ,        „     , 

Patient  died  as  a  result  of  multipfe  intestinal  perforations  with  diffuse  peritonitis.  Gas  abscess  of  aljdoiujnal  wall  played 

secondary  role   in    cause   of   death. 
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Mortality  (table  2) 

There  were  a  total  of  3  deaths  in  this 
series — an  over-all  mortality  of  16.6  per  cent. 
One  patient,  however  (case  15),  died  as  a 
result  of  multiple  intestinal  perforations  and 
peritonitis,  and  this  death  was  not  attribut- 
able to  the  gas  infection  (a  small  superficial 
abscess).  The  number  of  deaths  due  to  gas 
infection  was  2 — a  mortality  rate  of  11.1  per 
cent. 

Siimnuu'ij  and  Co)ichisions 

1.  The  management  of  war  wounds  in 
one  evacuation  hospital  has  been  discussed, 
with  reference  to  the  prevention  and  treat- 
ment of  clostridial  infections. 

2.  A  detailed  plan  of  triage  as  used  in  this 
hospital  has  been  outlined,  and  its  import- 
ance in  the  prevention  of  clostridial  infec- 
tions has  been  stressed. 

3.  A  statistical  analysis  of  18  cases  of  gas 
infection  treated  in  this  hospital  has  been 
presented. 

4.  No  attempt  has  been  made  to  assess 
the  therapeutic  value  of  surgery,  sulfona- 
mides, penicillin,  or  antitoxin  alone,  since 
94  per  cent  of  all  patients  treated  received 
all  four  measures.  One  patient  did  not  re- 
ceive antitoxin. 

5.  It  is  believed  that  the  incidence,  mor- 
bidity, and  mortality  of  gas  infections  in  this 
hospital  were  favorably  influenced  by  hav- 
ing a  definite  plan  for  prevention  and  treat- 
ment. 

6.  As  a  general  rule,  transportable  pa- 
tients of  all  types  were  evacuated  within 
twenty-four  hours  following  operation.  The 
possibility  that  some  of  these  patients,  as 
well  as  some  of  those  evacuated  without  de- 
finitive surgery,  may  have  developed  clostri- 
dial infections  subsequent  to  evacuation 
must  be  admitted. 


Security  with  regard  to  avoidance  of  war  cannot 
be  assured  by  purchase  of  military  equipment  or 
any  amount  of  research  in  applications  of  physical 
and  biological  science  to  military  technology.'  This 
is  not  to  argue  against  such  efforts,  but  to  warn 
against  too  exclusive  a  reliance  on  their  efficacy. 
The  entire  documented  history  of  man  stresses  the 
danger  and  folly  of  such  reliance.  The  only  way  to 
security  in  international  relations  lies  in  a  devotion 
to  study  of  the  social  problems  confronting  man- 
kind as  a  whole.  This  calls  for  an  undreamed  of 
development  of  all  the  social  sciences  and  their  ap- 
plication to  social  problems  in  a  spirit  of  high  re- 
sponsibility. It  calls  for  an  approach  to  such  prob- 
lems which  is  not  limited  by  traditional  thinking  in 
terms  of  group  rivalries  of  any  kind.  It  will  not  be 
easy,  just  as  it  is  not  easy  to  develop  supersonic  jet 
planes  and  guided  missiles. — E.  U.  Condon:  Science 
and  Security,  Science  107:665   (June  25)   1948. 


PREVENTIVE   MENTAL   HYGIENE 
IN  NORTH   CAROLINA 

Clarence  J.  Gamble.  M.D. 
Milton,  Massachusetts 

A  form  of  preventive  medicine  which  is 
insufficiently  recognized  is  that  of  decreas- 
ing the  number  of  births  among  those  hav- 
ing inheritable  forms  of  psychosis  or  of  men- 
tal deficiency.  North  Carolina  is  well 
equipped  to  carry  out  such  a  public  health 
measure  by  a  law  passed  in  1929  and 
amended  in  1933.  This  law  provides  for  the 
sterilization  of  such  persons  at  state  or 
county  expense,  if  the  procedure  is  approved 
after  a  careful  review  of  the  case  by  the 
Eugenics  Board  of  North  Carolina. 

Admhustration  of  the  Sterilization  Law 

In  many  ways  this  law  resembles  a  quar- 
antine law,  since  its  objective  is  to  prevent 
the  production  of  new  cases  of  disease  by 
"isolation"  of  the  old.  Unlike  the  quarantine 
of  contagious  diseases,  however,  the  sterili- 
zation program  is  chiefly  the  responsibility 
of  the  State  Board  of  Public  Welfare.  The 
head  of  each  state  institution  (these  are 
supervised  by  this  board)  and  each  county 
superintendent  of  public  welfare  are  re- 
quired to  report  to  the  Eugenics  Board  per- 
sons who  are  insane,  mentally  deficient,  or 
epileptic  and  whose  children,  in  their 
opinion,  might  be  born  with  a  tendency  to 
serious  physical,  mental,  or  nervous  disease 
or  deficiency.  The  consideration  of  steriliza- 
tion by  the  Eugenics  Board  may  also  be  in- 
itiated by  the  written  request  of  the  patient 
or  his  next  of  kin  or  legal  guardian.  Details 
of  the  procedure  for  sterilization  under  the 
law  are  clearly  described  in  the  recently  pub- 
lished "Manual  of  the  Eugenics  Board. "'^' 

An  important  element  in  the  reasoning 
which  led  the  legislature  to  place  this  re- 
sponsibility on  the  Department  of  Public 
Welfare  was  probably  the  belief  that  pa- 
tients with  psychosis  or  mental  deficiency 
would  come  into  direct  contact  with  the  de- 
partment because  of  the  necessity  for  state 
or  county  support,  or  because  of  antisocial 
behavior.  It  is  customary,  too,  for  an  inves- 
tigation to  be  made  by  a  representative  of 
the  department  before  a  psychotic  or  mental- 
ly deficient  person  is  committed  by  a  superior 

1.    Manual  of  the  Eugenka  Board  of  N'ortli  Carolina,  Raleigh, 
194S. 
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Fig.  1.   Sterilization  rate  per  100,000  population       in   North   Carolina,   July    1,   1929- June   30,   1948. 
(Source:  North  Carolina  Public  Welfare  Statistics    and  U.  S.  Census,  1940) 


court  to  a  state  institution.  Furthermore, 
children  of  such  persons,  even  though  nor- 
mal, are  apt  to  need  governmental  super- 
vision because  of  their  parents'  abnormali- 
ties or  lack  of  earning  power,  and  this  super- 
vision comes  for  the  most  part  from  the  De- 
partment of  Public  Welfare. 

.     Application  of  the  Sterilization  Law 

Under  the  provisions  of  the  law  from  the 
time  of  its  passage  in  1929  to  July  1,  1948, 
2044  individuals  in  North  Carolina  had  been 
protected  from  parenthood.  The  majority 
of  these  (1215,  or  59  per  cent)  had  been  pa- 
tients in  state  institutions,  and  the  petitions 
for  these  persons  were  presumably  filed  by 
the  heads  of  the  institutions.  The  greatest 
number  of  sterilizations  were  performed  on 
residents  of  Guilford  County,  where  94  had 
been  sterilized ;  next  came  Wake  with  85, 
Mecklenburg  with  77,  Durham  with  65,  and 
Forsyth  with  62.  In  only  two  counties, 
Chowan  and  Dare,  had  there  been  no  per- 
sons sterilized  under  the  state  law. 

For  accurate  comparison,  the  number  of 
inhabitants  of  each  county  must  be  taken 
into  consideration.  The  sterilization  rates 
per  100,000  population,  based  on  the  1940 
census,  have  been  calculated  and  are  shown 
in  figure  1.  The  most  active  counties  have 
been  Orange  and  Avery,  with  182  and  154 
sterilizations  per  100,000.  These  are  fol- 
lowed by  Moore,  Chatham,  Vance,  Warren, 
and  Transylvania,  each  with  more  than  100. 


For  the  state  as  a  whole  the  corresponding 
rate  is  57. 

Protection  for  institutional  cases  depends 
largely  upon  the  planning  and  foresight  of 
the  superintendents  of  the  state  hospitals 
and  the  school  for  the  feebleminded.  The  re- 
sponsibility for  initiating  petitions  for  the 
protection  of  non-institutional  cases  rests 
with  the  superintendent  of  public  welfare  in 
each  county.  An  indication  of  the  current 
county  activity  in  this  form  of  preventive 
medicine  is,  therefore,  to  be  found  in  the 
numbers  of  protective  sterilizations  carried 
out  following  the  filing  of  a  petition  by  the 
county  superintendent. 

During  the  last  fiscal  year,  ending  June 
30,  1948,  75  sterilizations  initiated  by  this 
official  had  been  reported  in  forty  counties'-'. 
Forsyth  and  Wake  Counties  each  reported  8 
cases,  the  largest  number.  The  numbers  of 
these  operations  in  proportion  to  county 
populations  are  shown  in  figure  2.  Person 
County  occupies  first  place,  with  16  per  100,- 
000,  followed  by  Hertford  and  Perquimans 
with  10  each.  In  sixty  of  the  counties  no 
non-institutional  protective  operations  were 
completed  during  the  year.  For  the  entire 
state,  including  the  inactive  counties,  the  rate 
for  sterilizations  initiated  by  county  super- 
intendents was  2.1  per  100,000. 

In  the  consideration  of  other  public  health 
procedures  the  question  is  customarily  asked, 
"Has    it    been    adequately    applied?"     For 

2.    North  Carolina  Public  Welfare  Statistics,  July,   19-17-July, 
1948. 
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Fig.  2.  Sterilization  rate  (excludino;  sterilizations  initiated  by  state  institutions)  per  100,000  pop- 
ulation in  North  Carolina,  July  1.  19l7-.Iune  30,  1948.  (Source:  North  Carolina  Public  Welfare 
Statistics   and   U.   S.  Census,   1940) 


tubectomy  the  answer  cannot  be  based,  as  in 
the  case  of  protective  vaccination,  on  the 
number  of  cases  of  disease  which  continue 
to  appear.  Insanity  and  feeblemindedness, 
when  they  are  inherited,  are  frequently  due 
to  simple  recessive  genes  which  produce  no 
effect  in  the  single  or  heterozygous  state,  but 
produce  mental  defect  in  those  receiving  a 
double  dose  (homozygous  state)  of  the  gene. 
Thus  these  conditions  will  be  transmitted  by 
numerous  apparently  normal  "carriers,"  and 
new  cases  will  continue  to  appear  even  if  all 
individuals  in  whom  the  defect  is  apparent 
are  kept  from  becoming  parents.  Until  some 
method  of  identifying  the  carriers  becomes 
available,  a  certain  number  of  new  cases  are 
to  be  expected  annually.  A  proportion  of 
those  now  appearing  are  preventable,  how- 
ever. Sterilization  will  keep  some  new  cases 
from  appearing  and  will  prevent  the  trans- 
mission of  many  undesirable  recessive  genes 
which  may  cause  psychoses  or  mental  defi- 
ciencies in  future  generations.  Furthermore, 
it  will  protect  potential  children  from  being 
brought  up  by  inadequate  parents. 

The  energy  with  which  a  public  health 
measure  is  applied  is  usually  determined  in 
part  by  its  cost  and  by  the  personal  sacrifices 
involved.  For  tubectomy  the  cost  to  the  state 
and  county  should  not  be  a  serious  deterrent. 
For  a  salpingectomy  the  expense  is  frequent- 
ly less  than  that  of  the  first  delivery  which 
would  have  been  required  in  its  absence.  For 
a  vasectomy,  which  may  be  done  in  an  out- 


patient clinic,  the  cost  is  still  less.  The  sac- 
rifice on  the  part  of  the  patient  is  minimal, 
since  several  series  of  cases  have  shown  that 
there  is  no  change  in  sexual  desires  or  char- 
acteristics. For  example,  Craft'-'"  reported, 
after  interviewing  70  males  and  42  females 
sterilized  in  South  Dakota,  that  there  were 
no  recognizable  changes  in  their  sex  life. 

The  North  Carolina  Committee  on  the 
Problem  of  the  Feebleminded  estimated  that 
2  per  cent  of  the  state's  inhabitants  were 
mentally  deficient'".  This  amounts  to  70,000 
persons.  If  it  is  assumed  that  these  individ- 
uals have  an  average  life  span  of  fifty  years, 
we  can  calculate  that  there  are  1,400  new 
cases  added  to  this  group  annually.  As  this 
is  nine  times  the  number  sterilized  for  all 
causes  during  the  last  fiscal  year,  it  appears 
that  the  protective  program  has  not  yet 
reached  adequate  proportions. 

The  Responsibility  of  the  Medical  Profession 
One  reason  for  the  inadequacy  of  this 
program  lies  in  the  ignorance  of  the  public 
concerning  the  nature  of  this  operation. 
Consent  to  the  sterilization  by  the  patient  or 
his  family  is  an  important  element  in  the 
procedure,  since  without  it  the  operation  is 
very  seldom  performed.  In  the  present  state 
of  public  information,  few  of  those  whose 
consent  is  required  realize  that  no  sacrifice  of 

3.    Craft.  J.  H. :  The  Effects  of  Sterilizaflon,  J.  Heredity,   27: 

379    (Oct.)    1036. 
i.    Report   of  the   Committee   on    Caswell    Training   School    in 

Its   Relation    to   the   Frobleni    of  the   Feebleminded   of   the 

State  of  North  Carolina,  Raleish,   1920. 
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sexual  characteristics  is  involved.  If  physi- 
cians, to  whom  the  minimal  effects  of  tubec- 
tomy  are  obvious,  will  educate  the  laity  on 
this  point,  preventive  mental  hygiene 
through  sterilization  can  be  made  much  more 
complete. 


HEMOLYTIC  ANEMIA  DUE  TO 
SULFADIAZINE 

Report  of  a  Case 
Dan  p.  Boyette,  M.D. 

KiNSTON 

and 

Arthur  H.  London,  Jr.,  M.D. 

Durham 

Numerous  reports  of  toxic  effects  from 
the  use  of  sulfonamide  drugs  are  to  be  found 
in  the  recent  literature.  Precipitation  of 
crystals  in  the  kidney  and  urinary  tract  is 
the  most  frequently  encountered  and  usually 
the  most  benign  complication,  but  skin 
rashes,  vomiting,  and  divers  other  reactions 
have  been  reported.  The  toxic  blood  dis- 
orders —  agranulocytosis,  hemolytic  anemia, 
and  thrombocytopenic  purpura — ,  although 
uncommon,  are  recognized  as  the  most  seri- 
ous reactions,  and  are  the  leading  causes  of 
death  from  the  use  of  the  sulfonamides. 
With  the  introduction  of  sulfadiazine  and 
sulfamerazine  and  the  elimination  of  sulfan- 
ilamide and  sulfapyridine  from  our  arma- 
mentarium, reports  of  hemolytic  anemia  and 
thrombocytopenic  ))urpura  have  almost  dis- 
appeared. However,  the  following  report  of 
a  case  of  acute  hemolytic  anemia  resulting 
from  the  use  of  sulfadiazine  should  serve  as 
a  warning  against  the  indiscriminate  use  of 
any  sulfonamide  compound. 

Case  Report 

A  3  year  old  white  e'irl  was  seen  by  one  of  us 
(A.H.L.)  on  IMarch  30,  1948,  because  of  a  mild  urtner 
respiratory  infection.  Sulfadiazine  in  doses  of  0.5 
Gm.  every  six  hours  was  prescribed.  On  the  after- 
noon of  March  31  she  had  a  chill,  accompanied  by 
high  fever;  at  this  time  the  throat  and  ear  drums 
were  mildly  injected  and  occasional  rhonchi  were 
heard  in  the  chest.  The  following  mornine  the  urine 
was  grossly  bloody.  Sulfadiazine,  of  which  she  had 
received  only  four  doses  (2  Gm.),  was  discontinued, 
and  she  was  given  100,000  units  of  procaine  penicil- 
lin in  oil  intramuscularly.  During  the  ensuing 
twenty-four  hours  the  fluid  intake  was  good,  and  the 
child  voided  1200  cc.  of  dark,  grossly  bloodv  urine. 
On  the  morning  of  April  2  examination  revealed  pal- 


From  the  Department  of  retliatrics.  Watts  Hospital.  Durham. 
North  Carolina. 


lor  and  jaundice,  and  the  patient  was  vomiting.  Hos- 
pitalization was  advised. 

Past  and  family  histories  were  negative. 

Physical  examination  on  admission  to  the  hos- 
pital revealed  an  acutely  ill  child  with  marked  pallor 
and  jaundice.  There  were  signs  of  a  mild  upper 
respiratory  infection,  but  the  chest  was  clear  to 
percussion  and  auscultation.  The  temperature  was 
99.2  F.,  and  the  blood  pressure  was  110  systolic,  60 
diastolic,  The  remainder  of  the  physical  examination 
was  essentially  negative. 

Laboratory  studies  on  admission  revealed  the  hemo- 
globin to  be  40  per  cent  (5.8  Gm.),  the  red  blood 
cell  count  2.150.000,  and  the  white  blood  cell  count 
9,300,  with  7  per  cent  stab  cells,  57  per  cent  poly- 
morphonuclear cells,  31  per  cent  lymphocytes  and  5 
per  cent  monocytes.  The  urine  was  of  port  wine 
color,  with  a  specific  gravity  of  1.028;  it  gave  an 
acid  reaction  and  was  negative  for  sugar,  but  con- 
tained albumin  (3  plus) ;  the  microscopic  examina- 
tion revealed  15-20  white  blood  cells,  8-10  red  blood 
cells,  many  gianular  casts,  and  an  occasional  hya- 
line cast  per  high  power  field.  Blood  chemistry  de- 
terminations were  as  follows:  urea  58  mg.  per  100 
cc,  ui'ea  nitrogen  27  mg.,  creatinine  0.9  mg.,  bilirubin 
8.5  mg.,  and  icteric  index  44.  Blood  and  urine  cul- 
tures were  negative.  The  blood  was  type  O.  Rh 
positive.  A  blood  Wassermann  test  was  negative. 

Spectroscopic  examination  of  the  serum  showed 
hemoglobin  and  sulfhemoglobin  absorption  bands, 
indicating  intravascular  hemolysis  most  probably 
due  to  sidfadiazine. 

DiflSculty  in  establishing  a  satisfactory  cross- 
match was  encountered,  the  patient's  cells  being  asr- 
glutinated  to  some  extent  bv  the  donor  serum  in 
every  instance.  Because  of  the  need  of  blood,  how- 
ever, 50  cc.  was  given  intravenou.slv;  the  tempera- 
ture immediately  sniked  to  104  F.,  but  subsided 
ranidly.  Parenteral  fluids  in  the  fonn  of  glucose  and 
sixth  molar  lactate  were  given  freely  in  an  etfort  to 
alkalinize  the  urine  and  to  keep  the  urinary  output 
at  a  high  level. 

By  the  next  morning  (April  3)  the  hemoglobin 
bad  dropned  to  28  per  cent  (4  Gm.),  and  the  red 
blood  cell  count  to  1.370.000.  We  then  passed  the 
cells  of  the  donor  blood  through  three  washings  of 
saline,  and  gave  the  child  200  cc.  of  the  saline  sus- 
nension  of  the  washed  red  blood  cells  intravenouslv 
without  reaction.  On  the  third  hosnital  dav  CAriril 
4)  the  hemoglobin  was  34  per  cent  (5  Gm.).  the  red 
blood  cell  count  1,980,000,  and  the  white  blood  cell 
count  19,600.  The  urine  contained  albumin  (1  plus), 
atid  gave  an  alkaline  reaction;  no  cas^s  were  seen, 
though  it  was  still  dark  red  in  color.  The  tempera- 
ture had  not  gone  al)Ove  102  F.,  and  the  blood  nres- 
sure  had  dropped  to  an  average  of  100  svstolic,  50 
diastolic.  The  Wood  urea  was  down  to  34  mg.  nev 
100  cc;  urea  nitrogen  was  16  mg.  per  100  cc,  and 
the  icteric  index  was  40.  A  second  intravenous  in- 
fusion of  200  cc.  of  the  saline  suspension  of  washed 
red  blood  cells  was  given  without  reaction. 

On  the  fourth  hosnital  dav  (April  5)  the  hemo- 
g-lobin  was  42  per  cent  (6  Gm.),  red  blood  cells  2,- 
070,000,  with  8  per  cent  reticulocytes.  The  child  was 
much  imnroved.  Parenteral  fluid  theranv  was  con- 
tinued. On  the  following  day  a  satisfactory  cross- 
match was  obtained  by  using  a  tvpe  0,  Rh  negative 
donor,  and  200  cc.  of  whole  blood  was  given  intra- 
venously without  reaction.  This  procedure  was  re- 
peated twelve  hours  later. 

On  the  sixth  hospital  day  (April  7)  the  urine  was 
clear,  alkaline,  and  contained  no  albumin  and  no 
cellular  elements  or  casts.  The  temnerature  was 
normal:  the  blood  pressure  was  95  systolic,  50  dias- 
tolic. The  child's  color  was  much  improved,  and  for 
all  practical  purposes  she  had  recovered.  The  hemo- 
globin was  70   per  cent    (10.5   Gm.),  the  red   blood 
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cell   count   3,400,000,  -ttnth   8  per  cent  reticulocytes, 
and  the  white  blood  cell  count  21,900. 

The  patient  was  discharged  from  the  hospital  on 
the  tenth  day  of  illness  (seventh  hospital  day),  and 
when  seen  one  week  later  she  was  still  in  good  con- 
dition. Her  hemoglobin  was  73  per  cent  (10.7  Gm.), 
red  blood  cell  count  3,790,000,  and  white  blood  cell 
count  10,200.  The  urine  was  negative. 

Comment 

Hemolytic  anemia  is  most  likely  to  occur 
early  in  the  course  of  sulfadiazine  therapy, 
usually  by  the  third  day.  Acute  manifesta- 
tions frequently  appear  overnight.  A  more 
slowly  developing  hemolysis  has  been  de- 
scribed by  Rachmilewitz,  de  Vries  and  Her- 
moni'''  in  39  per  cent  of  patients  receiving 
sulfonamides,  but  this  is  a  low  grade  type 
and  seldom  causes  concern.  To  say  that  acute 
hemolytic  anemia  due  to  sulfadiazine  is  a 
toxic  reaction  and  is  due  to  individual  idio- 
syncrasy is  true,  but  avoids  meeting  the 
issue  squarely.  Van  Dyke'-'  stated  that  the 
reaction  results  from  increased  fragility  of 
the  eiythrocytes,  attributable  to  oxidation 
products  of  the  sulfonamide.  Harvey  and 
Janeway'^'  believed  it  possible  that  these  in- 
dividuals with  acute  hemolytic  anemia  pi'o- 
duce  from  the  sulfonamide  a  toxin  having 
an  action  on  the  blood  similar  to  that  of 
phenylhydrazine. 

Although  acute  hemolytic  anemia  is  con- 
sidered one  of  the  rarer  complications  of 
sulfadiazine  therapy,  its  relatively  high  inci- 
dence has  been  pointed  out  by  Bowling  and 
Lepper'^',  who  reported,  from  a  controlled 
study,  one  case  among  660  patients  who  re- 
ceived sulfadiazine.  Van  Dyke'-'  stated  that 
this  reaction  is  more  frequent  in  children 
than  in  adults. 

Difficulty  in  typing  and  cross-matching 
the  blood  of  patients  with  severe  hemolvtic 
anemia  is  a  frequent  occurrence.  Minor 
transfusion  reactions,  which  would  certainly 
add  strain  to  an  already  troubled  system, 
should  be  carefully  avoided.  A  saline  sus- 
pension of  washed  red  blood  cells  can  be 
used  with  less  danger,  and  may  be  life-sav- 
ing. The  urine  of  all  patients  with  any 
marked  degree  of  hemolysis  should  be  kept 
alkaline  to  prevent  the  crystallization  of 
hemosiderin  in  the  kidney.  Leukocytosis, 
such  as  this  child  had,  generally  accompanies 

1.  Rachmilewitz,  M..  de  Vries.  A.,  and  Hemioni.  D.:  Tlie 
Development  of  Hemolvtic  Anemia  durins:  Sulfa  Medica- 
tion,  Am.  J.  Clin.  Path.  I5:Sai-3S8    (Sept.l    liil.T. 

2.  Van  Dvke,  H.  B.:  The  Toxic  Effects  of  the  Sulfonamides, 
Ann.  New  York  Acad.   Sc.  44;  177-503    (Dec.   10    1043. 

3.  Harvey,  A.  M..  and  .laneway,  C.  A.:  The  Development 
of  Acute  Hemolrtic  Anemia  Durins  Administration  of 
.Sulfanilamide.   J. A.M. A.    10!):12-lli.    (July   S)    MIS'. 

i.  Dowling.  H.  F.,  and  Lepper.  M.  H. :  Toxic  Reactions  Fol- 
lowinsr  Therapy  with  Sulfapyridine,  Sulfathiazole  and 
Sulfadiazine,   J.A.M.A.    121:1190-1104    (April    10)    1943. 


an  acute  hemolytic  anemia. 
Summarij 

Although  uncommon,  acute  hemolytic  ane- 
mia may  occur  during  the  first  few  days  of 
sulfadiazine  therapy.  A  case  occurring  in  a 
3  year  old  child  has  been  reported  in  detail 
in  an  effort  to  remind  the  profession  that 
this  dangerous  reaction  is  not  as  rare  as  it 
is  sometimes  thought  to  be. 

The  authors  are  indebted  to  Dr.  Wayne  Rundles, 
of  Duke  Hospital,  for  the  spectroscopic  examination 
of  the  serum. 


TICK  PARALYSIS 

A  Report  of  Two  Cases  in  North  Carolina 

William  J.  Perry 

a7id 

Robert  B.  Ragland,  M.D. 

Durham 

In  the  western  United  States,  where  tick 
paralysis  has  long  been  known  to  exist,  clini- 
cians have  reported  the  rapidity  with  which 
neurologic  symptoms  are  produced  in  certain 
individuals  as  a  result  of  the  attachment  and 
prolonged  feeding  of  ticks  of  the  genus 
Dermacentor'-'^\  Within  recent  years,  how- 
ever, many  cases  of  this  arthropod-borne 
disease  have  been  associated  with  human 
infestations  of  Dermacentor  variabilis  in  the 
eastern  states.  The  number  of  cases  reported 
throughout  the  Southeast  has  increased 
steadily'-'. 

A  single  case  of  tick  paralysis  occurring  in 
North  Carolina  has  been  reported  in  the  lit- 
erature. In  this  case,  reported  by  Townsend 
and  Nash'3',  a  clinical  diagnosis  of  bulbar 
poliomyelitis  was  first  made.  A  tick  was 
later  removed  from  the  scalp  over  the  right 
parietal  eminence  at  a  time  when  nystagmus 
was  constant  and  involvement  of  the  acces- 
sory respiratory  muscles  was  evident.  The 
paralysis  ascended  rapidly,  and  the  patient 
died  of  respiratory  failure. 

The  ticks  responsible  for  the  production 
of  this  syndrome  in  North  Carolina  make 
their  appearance  in  the  early  spring,  follow- 
ing the  onset  of  warm  weather.   As  the  sea- 


From  the  Department  of  Preventive  Medicine  and  Public 
Health  and  the  Department  of  Pediatrics.  Duke  University 
School   of  Medicine.   D'irham,   North  Carolina. 

1.  McCornack.  P.  D. :  Paralysis  in  Cliildren  Due  to  the  Bite 
of  Wood-Ticks,   J.A.M.A.   77;2fiO-2ii3    (July   23)    1021. 

2.  Robinow.  M.  and  Carroll.  T.  B. :  Tick  Paralysis  Due  to 
the  Bite  of  the  American  Dog  Tick.  J.A.M.A.  111:1093-1094 
(Sept.  17)   1938. 

3.  Townsend.  R.  G.  and  Nash.  J.  F. :  On  Certain  Diseases 
from  the  Fields  and  Woods.  South.  Med.  &  Surg.  102:386- 
387   (July)    1940. 
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son  progresses,  adult  ticks  become  active  and 
search  enthusiastically  for  suitable  hosts 
from  which  to  obtain  blood  meals.  Man, 
therefore,  becomes  an  accidental  host  of  the 
arthropod,  and,  from  a  medical  viewpoint, 
the  appearance  of  these  ticks  heralds  the  oc- 
currence of  cases  of  Rocky  Mountain  spotted 
fever  and  tick  paralysis,  particularly  in  the 
younorer  age  groups. 

Etiologi/ 

The  female  ticks  alone  are  known  to  be 
responsible  for  transmitting  the  toxin.  It  is 
believed  that  a  period  of  "activation"  is 
necessary  for  effective  transmission  to  take 
place.  Ticks  remaining  attached  to  the  skulls 
of  children,  particularly  in  their  hair,  may 
go  unnoticed  until  after  they  have  been  feed- 
ing for  three  to  four  days  or  longer.  Gravid 
female  ticks  are  particularly  dangerous. 

The  exact  mechanism  by  which  this  toxin 
is  produced,  and  the  period  necessary  for 
transmission  are  unknown,  although  case 
reports  available  to  date  would  indicate  that 
the  paralytic  agent  is  injected  at  least  by  the 
fourth  day  of  feeding'^'.  The  feeding  habits 
of  the  parasite,  the  susceptibility  of  the  in- 
dividual, and  the  site  of  attachment  are  im- 
portant factors  in  the  production  of  neuro- 
logic symptoms'"".  Infants  are  particularly 
susceptible,  and  symptoms  of  bulbar  paraly- 
sis— dysphagia,  dysarthria,  ocular  disturb- 
ances, and  lingual  and  facial  paralyses — may 
appear  insidiously. 

Diagnosis 

Considering  the  widespread  distribution 
of  D.  variabilis"''  throughout  North  Carolina, 
it  is  not  unreasonable  to  assume  that  there 
have  been  many  cases  of  a  mild  degree  which 
were  not  reported,  the  exact  diagnosis  being 
deferred  because  ticks  were  not  found  upon 
examination  of  the  patients.  Early  signs  and 
symptoms  of  the  disease  may  appear  without 
paralysis,  as  a  result  of  rapid  engorgement 
and  early  detachment  of  the  vector. 

The  differentiation  and  immediate  recog- 
nition of  tick  paralysis  are  doubly  important 
during  a  season  in  which  other  paralyses, 
notably  poliomyelitis,   are  known   to  occur. 

i.  Abbott.  K.  H.:  Tick  Paralysis:  A  Review.  Proc.  StalT  Meet. 
Mayo  riin.    ISiSP-l.'i    (Feb.   inl.    .iO-C4    (Feb.   24)    194.5. 

5.  Barnett,  E.  .T.:  Wood  Tick  Paralysis  in  Children,  J. A.M. A. 
iiio:sir,-s4.s  (Sept.  in  ui-'ir. 

6.  (a)  Bishopp,  F.  C. :  The  American  Dos  Tick.  Eastern  Car- 
rier of  Rocky  Mountain  Spotted  Fever.  Circular  478,  United 
States  Department  of  Asriculture,  10:!S.  (b)  Smith.  C.  X. : 
Biology  and  Control  of  the  .American  Dos  Tick,  Technical 
Bulletin  905,  United  States  Department  of  Agriculture, 
1946. 


The  ascending  paralysis  produced  by  the 
adult  female  ticks  of  D.  raiiabilis  may  be  in- 
correctly diagnosed,  and  the  patient  may  be 
treated  for  a  disease  which  has  an  entii-ely 
different  course  and  prognosis. 

The  favorable  prognosis  of  tick  paralysis 
relieves  the  anxiety  of  the  patient  or  his 
parents  and  is  sufficient  reward  for  a  prompt 
recognition  of  the  disease.  A  positive  diag- 
nosis is  justified  by  the  discovery  of  attached 
ticks  in  a  patient  with  paralysis  of  the 
muscles  of  the  lower  extremities,  followed  by 
rapid  improvement  when  the  tick  is  removed. 
Because  of  the  ascending  nature  of  the  dis- 
ease, failure  to  remove  the  tick,  or  delayed 
removal,  may  result  in  respiratory  paraly- 

(3)  ' 


SIS 


Treatment 


Treatment  of  patients  is  solely  sympto- 
matic and  supportive.  Early  removal  of  ticks 
will  usuallj'^  prevent  the  production  of  bulbar 
symptoms  and  eventual  respiratory  arrest. 
The  use  of  a  respirator  may  be  necessary 
when  weakness  of  respiratory  muscles  is  evi- 
dent. "  ^'^ 

Case  Reports 

The  2  following  case  reports  illustrate 
clearly  the  course  of  this  disease  process.  In 
case  1,  a  gravid  female  and  an  engorged  male 
tick  were  removed  two  days  after  the  patient 
was  admitted  to  the  Pediatric  Clinic  at  Duke 
Hospital.  Identification  of  the  two  forms  was 
made  by  the  senior  author.  The  species  in- 
volved was  the  eastern  dog  tick,  Dermacentor 
variabilis,  the  vector  responsible  for  the 
transmission  of  Rocky  Mountain  spotted 
fever  in  the  eastern  states.  In  case  2  the 
ticks  were  removed  and  destroyed,  and 
identification  was  not  possible.  A  verbal  de- 
scription fitted  that  of  D.  variabilis. 

Case  1 

The  patient  was  a  6  year  old,  white  female  whose 
chief  complaint  was  inability  to  walk.  On  the  morn- 
ing of  admission  to  Duke  Hospital  (May  21,  1948) 
she  fell  to  the  floor  upon  arising,  and  was  unable  to 
support  herself.  Her  legs  buckled  with  each  attempt 
to  stand  or  walk.  There  was  no  pain.  She  was  seen 
by  a  pediatrician,  who  performed  a  lumbar  puncture 
which  was  described  as  negative.  There  was  no  his- 
tory of  con\'ulsions.  headaches,  or  stiffness  of  the 
back  or  neck.  The  patient  had  no  fever.  Her  appetite 
was  good,  and  she  vomited  only  twice  during  the 
illness.  No  history  of  trauma,  rash,  contact  with 
lead,  or  insect  bites  could  be  obtained.  The  patient 
was  said  to  have  had  a  slight  cold  for  the  past  two 
or  three  days. 

Five  days  previously  the  patient's  brother  had 
developed  a  morbiliform  eruption  diagnosed  as  "red 


March,  1949 


TICK  PARALYSIS— PERRY  AND  RAGLAND 


135 


measles"  by  his  physician.  The  family  history  was 
negative  for  muscular  dystrophies  or  any  disease 
similar  to  that  of  the  patient's  present  illness.  The 
past  history  was  noneontributory. 

The  physical  examination  on  admission  revealed 
the  temperature  to  be  oi.b  C  (.yy.o  e.),  pulse  yo, 
respirations  22,  blood  pressure  luy  systolic,  t>i  dia- 
stolic. The  patient  was  an  alert,  wen  developed  and 
well  nourisned,  red  clieeked,  loquacious,  wnae  girl 
who  did  not  appear  ill.  tier  speech  was  descrioeu 
as  being  somewhat  slurred.  Kxamination  of  the  sKin 
was  negative.  The  anterior  and  posterior  cervical, 
axillary,  and  inguinal  nodes  were  snotty.  'Ihe  head 
was  of  normal  contour.  The  extraocular  movemeius 
were  intact;  the  pupils  were  round,  regular,  and 
equal,  and  reacted  to  light  and  accommodation,  ihe 
funduscopic  examination  was  normal,  ihe  left  ear 
drum  was  slightly  inflamed.  The  mucous  niemoranes 
01  the  nose  were  slightly  injected;  tne  turbinaies 
were  edematous.  The  tonsils  were  moderately  en- 
larged. The  neck  was  supple.  The  spine  was  normal 
except  for  slight  tenderness  at  the  site  of  the  lumbar 
puncture.  The  chest,  heart,  and  lungs  were  entirely 
normal.  The  abdomen  was  negative.  The  external 
genitalia  were  normal. 

Neurologic  examination  showed  a  normal  response 
to  pin  prick;  vibratory  and  position  sense  were  ap- 
parently normal.  There  was  no  apparent  weakness 
or  paralysis  of  the  musculature  of  the  face,  neck, 
upper  extremities,  or  trunk.  Symmetrical  weakness 
of  the  extensors  of  the  legs  and  flexors  of  the  thighs 
was  noted.  The  child  could  raise  and  extend  her  legs 
slowly  but  could  not  maintain  these  positions.  She 
was  unable  to  stand  without  support,  except  with  the 
knees  fixed  in  hyperextension;  the  legs  buckled  when 
she  attempted  to  walk.  The  triceps  reflexes  were 
slightly  hypoactive,  but  otherwise  the  biceps,  triceps 
and  abdominal  reflexes  were  all  active  and  equal. 
Knee  and  ankle  jerks  were  absent,  bilaterally.  The 
plantar  reflex  was  normal,  and  there  was  no  ankle 
clonus.  No  nystagmus  and  no  ataxic  movements  of 
the  upper  extremities  were  present. 

Accessory  clinical  findings:  On  admission,  the 
Kline  and  Mazzini  tests  were  negative.  Blood  exami- 
nation showed  14.5  Gm.  of  hemoglobin,  5,500,000  red 
blood  cells,  and  22,500  white  blood  cells,  with  8-3  per 
cent  polymorphonuclears,  2  per  cent  stab  cells,  1  jjer 
cent  monocytes,  and  14  per  cent  lymphocytes.  The 
sedimentation  rate,  uncorrected,  was  14  mm.  per 
hour  (Wintrobe  method).  E.xamination  of  the  urine 
revealed  no  sugar,  protein  or  acetone;  an  occasional 
white  blood  cell  was  seen  microscopically.  A  spinal 
puncture  revealed  a  clear  fluid  with  18  cells  per  cubic 
millimeter  (13  segmented  polymorphonuclears  and  5 
monocytes).  The  Pandy  test  was  negative;  the  sugar 
content  was  greater  than  50  mg.  per  100  cc;  no 
organisms  were  seen  on  smear;  culture  was  negative. 

Course  in  the  hospital:  A  neurologic  consultation 
was  obtained  on  the  day  following  admission.  The 
examination  at  that  time  revealed  no  sensory 
changes;  the  cranial  nerves  were  normal;  there  was 
no  papilledema,  extraocular  palsy,  or  nystagmus. 
The  upper  extremities  seemed  normal,  and  there  was 
no  nuchal,  vertebral,  or  muscular  tenderness;  con- 
siderable loss  of  strength  in  both  hips,  and  weakness 
in  the  knees,  ankles,  and  feet  were  apparent;  there 
was  no  increase  in  clonus.  The  patient  was  unable  to 
support  her  weight  alone,  and  she  walked  with  con- 
siderable wobbling.  No  ataxia  was  found  on  the  heel- 
to-knee  tests,  which  the  patient  was  able  to  perform 
with  some  help.  The  knee  and  ankle  jerks  were  ab- 
sent. The  plantar  reflex  was  down. 

On  the  second  morning  after  admission  a  large 
engorged  female  and  a  small  male  tick  were  found 
and  removed  from  the  frontal  vertex  of  the  child's 


head.  At  this  time  she  was  able  to  walk  alone,  but 
was  moderately  ataxic.  Twenty-four  hours  after  re- 
moval of  the  parasites,  the  patient  was  perfectly 
normal.  The  knee  and  ankle  reflexes  had  returned 
by  this  time.  On  May  24  the  patient  vomited  twice, 
but  was  otherwise  perfectly  well.  The  white  Dlood 
cell  count  at  this  time  was  13,100.  She  was  dis- 
charged on  May  25. 

Wnen  she  was  seen  again  on  May  27  and  on  June 
3,  she  had  no  complaints. 

Case  2 

Three  days  before  admission  it  was  noted  that  this 
21/2  year  old  colored  female  was  unable  to  support 
her  weight,  though  she  was  able  to  move  her  legs 
wnile  lying  down.  This  partial  paralysis  oi  the  lower 
extremities  became  progressively  more  severe,  and 
the  patient  was  admitted  to  the  Rocky  Mount  Sani- 
tarium, Where  a  tentative  diagnosis  oi  poliomyeliiis 
was  made.  Unothcial  reports  indicated  that  the 
spinal  fluid  gave  a  positive  Pandy  reaction  and  con- 
tained 10  white  blood  cells  per  cubic  millimeter.  The 
patient  had  prodromal  symptoms  of  poliomyelitis. 
Ihe  patient's  mother  thought  that  the  child  mignt 
have  had  a  fever  during  the  present  illness. 

On  the  afternoon  of  admission  to  Duke  Hospital 
the  patient  had  improved  in  her  ability  to  bear  her 
weight.  While  she  was  in  the  pediatric  clinic,  an 
engorged  tick  was  removed  from  the  hairline. 

i'liysical  examination  revealed  the  temperature  to 
be  db.8  C.  (.98.2  E.),  the  pulse  98,  respirations  20. 
The  child  appeared  to  be  a  well  developed,  tairly 
well  nourisned,  colored  female  who  did  not  appear 
ill.  Examination  of  the  skin  revealed  several  small 
macular,  depigmented  areas  over  the  upper  extremi- 
ties; there  were  no  interdigital  lesions,  bhotty  lymph 
nodes  were  felt  in  the  anterior  and  posterior  cervical, 
axillary  and  inguinal  regions.  The  pupils  were  round 
and  equal,  and  reacted  to  light;  the  discs  and  retinas 
were  normal.  The  tonsils  were  slightly  injected.  The 
neck  was  supple,  but  showed  some  weakness.  There 
was  partial  paralysis  of  the  lower  extremities,  which 
was  bilateral  and  equal.  The  ijatient  was  unable  to 
stand  without  assistance.  The  Babinski  and  Kernig 
signs  were  negative.  Knee  and  ankle  jerks  were  ab- 
sent. The  patient  responded  to  pin  prick  throughout 
her  body.  Examination  of  the  cranial  nerves  indi- 
cated no  involvement. 

Accessory  clinical  findings:  The  Kahn  and  Mazzini 
tests  were  negative,  as  were  the  tuberculin,  Schick, 
and  histoplasmin  tests.  Blood  examination  performed 
on  admission  revealed  a  red  blood  cell  count  of 
4,250,000,  and  a  hemoglobin  of  11.5  Gm.;  the  white 
blood  cell  count  was  8600,  with  65  per  cent  seg- 
mented polymorphonuclears,  1  per  cent  stab  cells,  1 
per  cent  eosinophils,  2  per  cent  basophils,  28  per 
cent  small  lymphocytes,  and  3  per  cent  large  lymph- 
ocytes. Urinalysis  was  essentially  negative.  A  lumbar 
puncture  was  done  on  admission  and  the  pressure 
was  recorded  as  normal;  the  fluid  was  crystal  clear 
and  contained  4-6  white  blood  cells  per  cubic  milli- 
meter. The  Pandy  test  was  negative.  Another  lumbar 
puncture  done  on  July  14,  two  days  after  admission, 
yielded  bloody  fluid,  which  was  attributed  to  trauma. 
The  pressure  was  low.  The  centrifuged  fluid  was 
clear  and  contained  60  mg.  of  protein  per  100  cc. 
This  elevation  was,  no  doubt,  due  to  the  traumatic 
tap. 

Course  in  the  hospital:  At  no  time  during  her  hos- 
pital stay  did  the  patient  have  fever.  On  the  day 
after  admission  the  Romberg  sign  was  positive  and 
the  patient  was  unable  to  stand  without  assistance. 
The  neck  was  slightly  weak.  At  this  time  partial 
paralysis  of  the  left  facial  nerve  was  noted  for  the 
first   time.    Two    days    after    admission    the   patient 
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could  stand  fairly  well  by  holding  herself  against 
the  bed.  She  was  ataxic  and  the  Romberg  sign  was 
still  positive.  It  was  noted  that  the  paresis  of  the 
left  facial  nerve  was  improving.  The  knee  reflexes 
had  not  yet  returned. 

Three  days  after  admission  the  patient  could  stand 
by  herself  and  could  walk,  although  she  used  a  wide 
base.  The  facial  paralysis  had  almost  disappeared, 
and  the  knee  reflexes  were  physiologic.  Five  days 
after  admission  the  patient  could  walk  without  as- 
sistance and  the  ataxia  had  almost  disappeared; 
the  facial  paralysis  was  gone.  On  the  day  of  dis- 
charge the  patient  could  walk  well  and  the  ataxia 
had  disappeared  completely. 

Summary 

1.  Two  cases  of  tick  paralysis  are  pre- 
sented. 

2.  Dermaceuto)'  variabilis,  the  eastern  dog 
tick,  was  identified  as  the  responsible  vector 
in  one  case  and  was  probably  the  causative 
agent  in  the  other. 

3.  In  both  cases  presented  there  was  a 
rapid  onset  of  weakness  and  subsequent 
paralysis  of  the  lower  extremities.  The  neu- 
rologic symptoms  began  to  regress  within 
twenty-four  hours  after  removal  of  engorged 
female  ticks,  and  recovery  was  rapid  and 
complete. 

4.  Tick  paralysis  is  an  ascending  paraly- 
sis occurring  during  the  summer  months.  It 
is  therefore  important  in  the  differential 
diagnosis  of  poliomyelitis. 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


SIR  WILLIAM  OSLER 

Mrs.  Josiah  C.  Trent,  Editor 

Durham 

EDITOR'S  FOREWORD 

This  year,  1949,  marks  the  centenary  of 
Sir  William  Osier's  birth.  It  is  fitting  for  us 
to  review  in  the  ensuing  months  a  few  of 
the  many  aspects  of  his  life. 

Here  was  a  great  clinician,  medical  his- 
torian, collector,  pathologist,  philosopher, 
and  pioneer  in  public  health,  hospital  social 
service,  and  anti-tuberculosis  work.  He  revo- 
lutionized the  teaching  of  medicine  and  wrote 
a  textbook  that  became  a  classic,  not  just 
among  English-speaking  peoples  but 
throughout  the  world.  Above  all.  Sir  William 
Osier  was  a  "whole"  man,  who,  as  Dr.  J. 
George  Adami  has  said,  "combined  in  the 
same  degree  the  study,  practice,  and  teach- 


ing of  the  science  and  art  of  medicine." 

The  inscription  on  the  memorial  tablet  to 
Osier  in  the  Montreal  General  Hospital  ends 
with  these  words:  "HE  FOLLOWED  THE 
GOLDEN  RULE." 

It  is  well  to  cherish  memories  of  this 
great  physician  and  keep  them  from  becom- 
ing less  vivid.  Let  us  hope  that  others  will 
be  inspired  to  emulate  Sir  William's  noble 
achievements  now  and  in  the  years  to  come. 


REMINISCENCES 

It  was  Sir  William's  custom  to  dash  into 
various  laboratories  and  to  ask  amusing  and 
often  disconcerting  anatomical  questions  of 
students  who  were  dissecting,  or  to  look 
down  the  microscopes  and  inspect  the  slides 
of  those  studying  pathology  and  bacteriology. 
Osier  was  a  magnificent  teacher,  and  made 
everyone  with  whom  he  came  in  contact  feel 
that  he  was  primarily  and  genuinely  inter- 
ested in  that  individual.  I  have  since  met 
hundreds  of  his  former  students  in  America 
and  England  who  shared  that  belief.  For 
example,  Thomas  B.  Futcher,  who  was  sup- 
posed to  give  me  an  examination  in  medicine 
when  I  transferred  to  Johns  Hopkins  in 
1916,  happily  chatted  about  the  Chief  for  an 
hour  and  then  gave  me  a  good  grade.  John 
Musser  did  the  same  thing  when  I  took  the 
National  Board  Examination  in  1919.  In 
fact,  passing  examinations  seemed  more  de- 
pendent on  an  acquaintance  with  Osier  than 
on  a  knowledge  of  medicine;  perhaps  they 
were  synonymous. 

During  my  first  year  in  medicine,  I  at- 
tended his  ward  rounds  every  week  at  the 
Radcliffe  Infirmary,  and  although  I  had  great 
difficulty  in  understanding  many  of  the  medi- 
cal terms  and  still  more  in  spelling  them,  I 
was  occasionally  delegated  to  write  on  the 
patients'  histories  the  notes  he  dictated.  I 
may  not  have  learned  much  clinical  medicine 
at  this  stage,  but  I  believe  my  preclinical 
work  profited  tremendously.  It  became  more 
interesting,  because  its  clinical  application 
and  significance  were  made  so  apparent.  By 
attending  Osier's  ward  rounds  while  a  first 
year  student  I  was  unconsciously  performing 
an  experiment  in  medical  education  which  is 
now  part  of  the  curriculum  in  several  medi- 
cal schools. 

One  of  the  most  delightful  features  of  the 
medical  training  at  Oxford  was  Sir  William's 
interest  in  the  history  of  medicine.  At  inter- 
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vals  throughout  the  year  he  would  send  six 
or  seven  of  us  one  of  the  following  treasured 
invitations : 

From  the  Regius  Professor  of  Medicine,  Oxford 
Dear  Davison, 

If   free,   dine   here,    please,   with    me    Thursday 
evening,  23rd.  7:30. 

Sincerely  yours, 
Wm.   Osier 

After  dinner  he  would  bring  out  many  of  his 
precious  books  and  we  would  si3end  hours  in 
poring  over  them  while  he  explained  the  part 
Avicenna,  Paracelsus,  Leonardo  da  Vinci, 
and  others  had  played  in  medicine.  These 
evenings  provided  us  with  a  background  that 
was  invaluable.  This  pleasant  indoctrination 
gave  me  a  leading  interest  in  medical  his- 
tory, culminating  in  visits  to  the  Aesculap- 
ium  at  Epidaurus  and  other  medical  shrines. 

During  my  third  year  in  medicine,  because 
of  the  shortage  of  physicians  occasioned  by 
the  war,  I  was  appointed  an  intern  at  Rad- 
cliffe  Infirmary.  Sir  William,  in  addition  to 
being  the  Regius  Professor  of  Medicine, 
was  the  physician-in-chief  there,  or  the 
"Chief,"  as  he  had  been  called  in  Baltimore 
before  coming  to  Oxford.  We  always  affec- 
tionately referred  to  him  as  Father  William. 
He  visited  the  Radcliffe  Infirmary  daily  ex- 
cept Mondays  and  Fridays.  I  greatly  enjoyed 
these  ward  rounds,  for  his  comments  on  the 
patients  were  always  amusing  as  well  as  in- 
structive. The  patients  adored  him.  Cases 
which  seemed  very  complicated  were  soon 
simplified  after  a  consultation  with  him. 
Osier  was  at  his  best  on  the  wards.  He  spent 
much  of  his  time  on  the  children's  ward,  and 
my  interest  in  pediatrics  probably  started 
there,  although  I  was  not  conscious  of  it 
until  I  met  John  Howland  the  following  year. 

In  spite  of  his  skill  in  physical  diagnosis, 
Osier  was  one  of  the  leaders  in  advocating 
the  use  of  roentgenograms.  When  a  visiting- 
professor  from  Harvard  claimed  that  percus- 
sion was  as  accurate  gs  x-rays  in  determin- 
ing the  heart  size.  Osier  proved  him  wrong. 
This  incident  greatly  pleased  me,  as  I  had 
little  faith  in  the  results  of  my  own  percus- 
sion. 

On  Mondays,  Osier,  who  was  a  Lieutenant 
Colonel  in  the  Canadian  Army  Medical 
Corps,  visited  the  Duchess  of  Connaught 
Hospital  on  the  Astor  estate  at  Cliveden.  As 
he  needed  someone  to  take  his  notes  and  col- 
lect blood  specimens  for  study,  he  took  me 
along.    Needless  to  say  I  enjoyed  the  forty 


Fig.  1.    Sir  William  Osier 

mile  automobile  trips  with  the  Chief,  al- 
though Lady  Osier  soon  labelled  me  "Jonah" 
because  of  the  frequent  breakdowns  of  the 
car.  Sir  William  would  start  the  Cliveden 
journeys  by  stacking  ten  or  fifteen  medical 
journals  on  the  car  seat  between  us,  and 
would  read  one  after  another,  "dog-earing" 
the  articles  which  he  recommended  my  read- 
ing. He  could  read  and  digest  medical  liter- 
ature more  rapidly  than  anyone  I  have  ever 
met ;  at  the  end  of  the  two  hour  ride  he  would 
have  completed  a  survey  of  all  the  journals. 
It  took  me  the  rest  of  the  week  to  cover  the 
articles  he  had  suggested,  but  this  practice 
started  a  life-long  habit  of  reading  medical 
journals  for  at  least  half  an  hour  daily. 

The  Hospital  at  Cliveden  was  Canadian — 
both  the  staff  and  patients — and  was  exceed- 
ingly well  run.  Mrs.  Astor  (later  Lady 
Astor)  took  a  great  interest  in  it,  and  usual- 
ly had  us  for  lunch  on  our  trips.  The  Canad- 
ian stafl[,  who,  like  me,  worshipped  Osier, 
assumed  that  I  must  know  something  be- 
cause I  always  accompanied  the  Chief.  Al- 
though I  explained  that  the  only  reason  for 
my  presence  was  the  fact  that  he  had  no  one 
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else  available,  they  would  ask  me  innumer- 
able questions  which  I  could  not  answer;  I 
would  usually  get  the  information  for  them 
from  Osier  on  the  return  trip. 

On  Fridaj's  Sir  William  visited  Mount 
Vernon,  the  army  heart  hospital  at  Hamp- 
stead,  London,  and  often  took  me  with  him. 
His  ward  rounds  there  with  Sir  Thomas 
Lewis  were  fascinating.  As  a  result,  I  have 
been  interested  in  heart  disease  ever  since 
He  also  took  me  to  several  medical  meetings 
in  London,  and  made  me  realize  that  they 
are  the  mainstay  of  a  physician's  continuous 
education. 

Sir  William's  interest  in  his  students  did 
not  cease  after  they  had  left  Oxford.  Though 
without  a  secretary,  he  would  frequently 
write  to  us,  encouraging  us  in  any  work  we 
were  doing  and  giving  us  advice  and  sugges- 
tions. He  knew  medicine  from  Hippocrates 
to  the  latest  innovation,  and  made  his  asso- 
ciates want  to  emulate  him. 

Osier's  creed  was  to  like  and  sympathize 
with  everyone  and  not  to  dislike  anyone.  He 
saw  the  good  in  his  fellow  man,  and  some- 
thing to  admire  in  everyone;  his  face  would 
cloud  up  when  someone  repeated  a  bit  of 
scandal  or  criticism.  "Aequanimitas"  was 
the  watchword  he  chose  for  himself,  and  he 
had  it  placed  on  his  crest  when  he  was 
created  a  baronet.  He  practiced  tolerance, 
which  is  greatly  needed  in  medicine,  and  ad- 
monished his  students  as  follows :  "No  sin 
will  so  easily  beset  you  as  uncharitableness 
towai'd  your  brother  practitioner.  So  strong 
is  the  personal  element  in  the  practice  of 
medicine,  and  so  many  are  the  wagging 
tongues  in  every  parish  that  evil-speaking, 
lying  and  slandering  find  a  shining  mark  in 
the  lapses  and  mistakes  which  are  inevitable 
in  our  work." 

Osier  was  unjustly  criticised  for  his  fare- 
well address  at  the  Hopkins  in  1905.  in  which 
he  spoke  of  "the  comparative  uselessness  of 
men-above  forty  years  of  age."  He  was  not, 
however,  responsible  for  the  statement  that 
those  above  sixty  should  be  chloroformed — 
no  one  could  have  been  more  sympathetically 
and  kindly  interested  in  the  aged  than  Osier 
— .  and  the  reference  was  merely  a  quotation 
from  Anthony  Trollope's  novel.  "The  Fixed 
Period."  Hi  answer  to  the  storm  which  his 
address  aroused,  he  said :  "The  criticisms 
have  not  shaken  my  convictions  that  the  tell- 
ing work  of  the  world  has  been  done  and  is 
done  by  men  under  forty  years  of  age.  The 
exceptions  which  have  been  given  only  illus- 


trate the  rule.  It  would  be  to  the  general 
good  if  men  at  sixty  were  retired  from  active 
work.  We  should  miss  the  energies  of  some 
young-old  men  but  on  the  whole  it  would  be 
of  greater  service  to  the  sexagenarii  them- 
selves." As  a  matter  of  fact,  Osier  was  one 
of  the  exceptions;  for  he  was  just  under 
forty  years  of  age  when  he  went  to  the 
Hopkins,  and  his  most  productive  period  was 
the  next  ten  years. 

Sir  William's  influence  spread  all  over  the 
world.  For  example,  when  the  Duke  Medical 
School  was  organized  in  1930,  the  first  ques- 
tion to  be  answered  was  "Should  the  profes- 
sors be  men  of  established  reputation  who 
had  'arrived'  or  should  the  university  gamble 
on  promising  younger  men  with  a  future?" 
Fortunately  I  had  heard  Osier  discuss  this 
question  several  times.  Though  most  people 
thought  of  the  original  "Four  Doctors"  of 
the  Hopkins  as  great  men  (and  they  were 
when  we  knew  them  after  they  had  made 
their  reputations),  they  were  comparative 
youngsters  when  originally  appointed  by 
President  Daniel  Coit  Oilman;  Osier  was  39, 
Halsted  37,  Welch  34  and  Kelly  31— an  av- 
erage age  of  35  years.  Duke  might  not  be 
able  to  find  the  equals  of  those  Hopkins  pio- 
neers of  modern  medicine;  but  our  best 
chance  lay  in  appointing  men  under  40  years 
of  age.  That  explains  why  the  average  age 
of  the  original  Duke  medical  faculty  was  35 
years,  and  demonstrates  how  Osier's  ideas 
permeated  medical  thought. 

One  of  Osier's  most  helpful  aphorisms 
was:  "To  study  the  phenomena  of  disease 
without  books  is  to  sail  an  uncharted  sea, 
while  to  study  books  without  patients  is  not 
to  go  to  sea  at  all."  It  made  me  realize  how 
essential  a  medical  library  is  to  every  medi- 
cal school.  Although  buildings  can  be  built 
and  a  staff  assembled,  a  library  has  to  be 
hunted  in  the  four  corners  of  the  earth.  As 
a  result,  the  collecting  was  started  three 
years  before  the  school  opened,  and  the  Duke 
Medical  Library  is  now  among  the  ten  best 
in  the  country. 

Another  suggestion  which  came  from  Sir 
William's  interest  in  medical  history  was  the 
naming  of  the  Duke  Hospital  wards  for  emi- 
nent Southern  physicians  and  surgeons. 
Needless  to  say,  a  ward  was  named  Osier,  on 
the  assumption  that  his  having  lived  in  Balti- 
more for  fifteen  years  had  made  him  a 
Southerner. 

WiLBURT  C.  Davison,  M.D. 
Durham 
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THE  ACADEMY  OF  GENERAL 
PRACTICE 

The  American  Academy  of  General  Prac- 
tice held  its  first  annual  Scientific  Assembly 
in  Cincinnati  from  March  7  to  March  9.  Dr. 
Howard  A.  Rusk,  who  is  one  of  the  editors 
of  the  New  York  Times — and  who  contrib- 
uted notably  to  the  program — described  this 
assembly,  in  the  Times  for  March  1.3,  as  "a 
meeting  that  had  real  significance."  Instead 
of  the  expected  attendance  of  1500,  there 
were  3500  family  doctors  from  all  over  the 
country;  "and,"  said  Dr.  Rusk,  "they  came 
with  one  primary  purpose — to  learn.  Every 
scientific  section  was  crowded  to  the  doors, 
with  hundreds  standing." 

Two  of  the  actions  taken  by  the  Congress 
of  Delegates  were  of  particular  interest.  The 
first  was  a  resolution  expressing  unqualified 
opposition  to  compulsory  health  insurance, 
and    endorsing    voluntary    insurance.     The 


second  concerned  hospital  training  and  hos- 
pital privileges  for  general  practitioners. 
Two  years'  hospital  training,  "which  would 
include  a  broad  program  in  medicine,  pedi- 
atrics, obstetrics,  gynecology  and  surgery," 
was  recommended  as  a  desirable  minimum. 
This  training  is  not  expected  to  turn  out 
finished  surgeons,  "but  doctors  able  to  make 
surgical  diagnoses,  take  care  of  minor  sur- 
gical procedures,  and  be  responsible  for  ma- 
jor surgery  until  they  can  get  adequate 
help." 

The  delicate  problem  of  hospital  stafl' 
privileges  was  considered.  Unlimited  status 
for  the  general  practitioner  was  not  asked, 
but  it  was  felt  "that  he  should  have  profes- 
sional privileges  commensurate  with  his 
ability,  specifying  this  as  follows: 

"a.  Minor  privileges  in  any  service  will  allow  the 
physician  to  treat  patients  when,  for  any 
cause,  the  treatment  does  not  involve  either  a 
serious  hazard  to  the  life  of  the  patient  or 
a  danger  of  disability. 

"b.  Interinediate  privileges  in  any  service  will 
allow  the  physician  to  treat  patients  when, 
for  any  cause,  such  treatment  does  not  involve 
serious  hazard  to  the  life  of  the  patient,  but 
does  involve  a  danger  of  disability. 

"c.  Major  privileges  in  any  service  ^\ill  allow  the 
physician  to  treat  patients  when,  for  any 
cause,  such  treatment  involves  a  serious  haz- 
ard to  the  life  of  the  patient.  In  the  perform- 
ance of  clinical  procedures,  or  in  the  manage- 
ment of  patients  in  the  hospital,  the  ultimate 
evaluation  of  the  judgment  and  ability  of  the 
general  practitioner  shall  rest  with  the  quali- 
fications and  credentials  committee. 

"Such  a  program  will  give  the  general 
practitioner  an  opportunity  to  look  after  his 
own  patients  in  the  hospital  and  would  safe- 
guard the  more  radical  members  whose  judg- 
ment of  ability  might  be  questioned  by  other 
professional  members  on  the  hospital  staff." 

Since  Dr.  Rusk  has  written  most  of  this 
editorial,  and  since  it  would  be  hard  to  im- 
prove on  his  appraisal  of  this  assembly,  he 
will  be  allowed  the  closing  words : 

"It  was  heartening  to  attend  the  initial 
meeting  of  the  American  Academy  of  Gen- 
eral Practice;  heartening,  because  of  the 
high  calibre  of  the  men  present.  It  made  one 
feel  good  to  know  that  the  primary  respon- 
sibility of  medical  care  in  this  country  is  in 
their  hands.  The  tempered  judgment  of  their 
deliberations,  that  recognized  both  the  abili- 
ties and  the  limitations  of  the  physicians  do- 
ing general  practice,  made  evident  the 
breadth  of  the  concept  of  this  group.  The 
eagerness  with  which  they  sought  medical 
truth  presages  a  bright  future  for  medical 
progress." 
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"WHERE  DO  PEOPLE  TAKE  THEIR 
TROUBLES?" 

While  Mrs.  Lee  Steiner  was  a  social  serv- 
ice student  at  the  University  of  Minnesota, 
she  became  interested  in  the  question,  "Why 
doesn't  someone  help  people  who  aren't  poor 
with  their  personal  problems?  Where  do  they 
take  their  troubles?"  She  had  learned  that 
the  underprivileged  clients  of  social  workers 
were  getting  help  in  their  personal  problems, 
but  that  people  able  to  pay  for  such  advice 
were  hard  put  to  find  competent  and  trust- 
worthy advisers.  Her  interest  in  the  problem 
stimulated  her  to  undertake  a  study  which 
lasted  for  many  years.  The  results  of  her 
investigations  have  been  given  in  the  book, 
"Where  Do  People  Take  Their  Troubles ?"'i' 

Mrs.  Steiner's  book  is  not  pleasant  read- 
ing, but  it  is  interesting,  surprising,  and 
shocking.  It  is  hard  to  realize  the  vast  sums 
of  money  spent  on  pseudo-psychologists, 
faith  healers,  spiritualists,  and  fortune  tell- 
ers of  various  sorts.  It  may  be  remembered, 
however,  that  a  candidate  for  the  presidency 
of  the  United  States  was  for  a  time  an  ardent 
disciple  of  a  Yoga  teacher,  or  "Guru."  One 
wonders  what  would  have  happened  had  this 
man  been  elected  President.  And  only  a  few 
years  ago,  the  widow  of  the  late  Senator 
Schall  of  Minnesota — who  was  blind — testi- 
fied that  he  "wanted  so  much  to  see  that  he 
paid  the  'I  Am'  cult  $1000  for  a  miracle." 
Ten  members  of  this  cult  were  charged  with 
defrauding  their  victims  of  $3,000,000 
through  the  mails.'-' 

Beauty  parlors  have  evolved  into  "success 
schools,"  where  timid  girls  may  have  their 
inferiority  complexes  removed  while  they 
themselves  are  being  massaged  and  mani- 
cured. Richard  Hudnut,  Elizabeth  Arden, 
Helena  Rubinstein,  and  John  Robert  Powers 
all  vie  with  each  other  in  offering  to  make 
over  personalities  for  not-too-reasonable 
fees. 

Mrs.  Steiner  points  out  that  certain  radio 
commentators — for  example,  "The  Voice  of 
Experience" — and  such  newspaper  counsel- 
ors as  Dorothy  Dix,  Beatrice  Fairfax,  and 
Doris  Blake  do  not  hesitate  to  offer  advice 
on  very  insufficient  knowledge  of  facts. 

One  of  the  shocking  revelations  of  the 
book  is  the  laxity  of  our  laws  controlling 
many   of   the   quacks   who   prey    on   human 

1.  Published    by    Hoiig:htoii     Mifflin     ('iniip;ut>'.     Boston,     2(U 
pages.   Price,   $3.5ii. 

2.  Editorial.    A   Gullible   Senator.    North    Carolina    M.  J.    2:93 
(Feb.)   1941. 


credulity.  Anyone  can  call  himself  a  psy- 
chologist and  offer  his  services — for  a  fee — • 
in  helping  people  solve  their  personal  prob- 
lems, so  long  as  he  "doesn't  practice  hypno- 
sis and  doesn't  claim  that  he  can  treat  mental 
diseases." 

Mrs.  Steiner  concludes  that  "A  mental  hy- 
giene program  that  would  adequately  reach 
the  public  would  call  for  a  nation-wide  edu- 
cational program  .  .  .  and,  most  important 
of  all,  supplementary  facilities  for  individual 
counseling." 

It  is  generally  recognized  that  there  are 
not  nearly  enough  psychiatrists  and  ade- 
quately trained  psychologists  to  care  for  the 
people  who  need  wise  counseling  to  help  solve 
their  personal  problems.  One  way  in  which 
this  need  can  be  meet  is  by  giving  medical 
students  more  and  better  training  in  every- 
day psychiatry,  and  a  working  knowledge  of 
the  psychoneuroses.  For  the  next  few  years 
postgraduate  courses  for  family  doctors 
.should  be  heavily  loaded  with  such  instruc- 
tion. A  most  valuable  contribution  could  be 
made  by  the  new  Academy  of  General  Prac- 
tice, since  most  of  its  members  are  family 
doctors,  and  as  such  are  the  logical  coun- 
selors for  people  in  trouble. 

NORTH  CAROLINA'S  DECLINING 
MATERNAL  MORTALITY 

The  United  States  Public  Health  Service 
has  just  released  the  figures  on  maternal 
mortality  in  the  United  States,  and  in  each 
state,  for  1947.  North  Carolina  can  take  just 
pride  in  her  record  of  improvement.  The 
number  of  maternal  deaths  for  each  1,000 
live  births  in  the  United  States  fell  from  3.8 
in  1940  to  1.3  in  1947:  in  North  Carolina, 
the  rate  dropped  from  5.1  in  1940  to  1.7  in 
1947. 

Although  the  logic  of  "post  hoc,  propter 
hoc"  is  not  always  dependable,  it  is  doubtless 
more  than  a  coincidence  that  North  Caro- 
lina's maternal  mortality  has  declined  so 
rapidly,  in  comparison  to  the  nation  as  a 
whole,  since  the  State  Society's  Committee 
on  Maternal  Welfare  began  to  function  three 
years  ago. 

The  steady  but  dramatic  progress  being 
made  in  saving  mothers  is  one  index  of  the 
consistent  improvement  of  medical  care  in 
this  country.  One  may  be  pa)'doned  for  won- 
dering just  how  much  this  progress  would 
be  accelerated  by  political  control  of  medi- 
cine. 


March,  1949 


COMMITTEES  AND   ORGANIZATIONS 


141 


Coranniitteies  and  Orgaiiizsitions 


NORTH  CAROLINA  TUBERCULOSIS 
ASSOCIATION 

REHABILITATION  WORK  WITH  THE 
TUBERCULOUS 

Anne  Mann 
Rehabilitafion  Director 

At  the  present  time  there  are  six  tuber- 
culosis associations  in  North  Carolina  who 
are  paying  all  or  part  of  the  salary  of  reha- 
bilitation workers.  In  Mecklenburg,  Durham, 
Forsvth  and  Wake  Counties,  the  workers  are 
on  the  associations'  staffs.  In  Guilford 
County  there  are  two  occupational  thera- 
pists on  the  sanatorium  staff  whose  salaries 
are  partially  paid  by  the  Greensboro  Tu- 
berculosis Association.  For  the  past  two 
years,  the  North  Carolina  Tuberculosis  Asso- 
ciation has  made  a  grant  to  the  Western 
North  Carolina  Sanatorium  for  a  social 
worker.  This  position  is  now  vacant,  but  it 
is  hoped  that  it  will  soon  be  filled.  Western 
Sanatorium  has  recently  employed  a  rehabili- 
tation worker,  whose  salary  is  included  in 
the  Sanatorium  budget. 

The  nature  of  the  program  carried  on  by 
these  rehabilitation  workers  varies,  but,  gen- 
erally speaking,  it  includes  diversional  activ- 
ities such  as  shell  craft,  knitting,  leather 
work,  weaving  and  crocheting;  library  serv- 
ice ;  arranging  for  classes  in  homemaking, 
nutrition,  and  other  things  of  interest  to  the 
patients ;  and  movies,  both  educational  and 
recreational.  These  workers  also  aid  the  pa- 
tients with  the  socio-economic  problems  by 
referring  them  to  the  agency  whose  respon- 
sibility the  particular  problem  might  be. 

In  several  of  the  counties  where  there  is 
no  rehabilitation  worker,  the  executive  sec- 
retary of  the  tuberculosis  association  does 
some  rehabilitation  work.  The  activities 
which  the  secretaries  carry  out  are  largely 
diversional  and  recreational  in  nature ;  how- 
ever, in  some  instances  aid  is  given  on  socio- 
economic problems. 

Many  counties  in  North  Carolina  have  no 
sanatorium.  The  work  in  these  areas  is 
limited  in  scope,  but  nonetheless  valuable.  All 
patients  who  are  in  the  State  Sanatoria  are 
advised  that  the  association  is  willing  to  help 
them  in  any  way  possible.  The  families  of 
the  patients  are  visited  by  the  executive  sec- 
retary or  some  member  of  the  board.  If 
there  is  need  for  financial  aid,  they  are  re- 
ferred to  the  proper  agency.  Any  other  prob- 


lems are  discussed  and  a  solution  found,  if 
possible. 

In  all  the  rehabilitation  activities  through- 
out the  state  there  is  a  close  working  rela- 
tionship with  the  Division  of  Vocational  Re- 
habilitation. The  DVR  counselor  can  and 
does  offer  vocational  guidance  and  training 
at  a  certain  point  in  recovery.  The  rehabili- 
tation worker  employed  by  a  tuberculosis 
association  seeks  to  keep  the  patient  occupied 
in  worthwhile  activities  until  he  is  ready  for 
vocational  rehabilitation. 

Anuiiol  Meetwfj  of  North  Carolina 
Tubcrc>iIo.'<is  Association 
Completed  plans  for  the  1949  annual  meet- 
ing of  the  North  Carolina  Tuberculosis  As- 
sociation have  been  announced  by  Dr.  H.  F. 
Easom,  chairman  of  the  planning  committee. 
The  meeting  will  be  held  at  the  Robert  E. 
Lee  Hotel  in  Winston-Salem,  April  18  and  19. 
Dr.  Kirby  S.  Howlett,  Jr.,  outstanding 
authority  on  streptomycin  and  president- 
elect of  the  American  Trudeau  Society,  will 
be  the  featured  speaker  at  the  medical  sec- 
tion meeting  on  April  18.  His  subject  will 
be  "Some  Clinical  Aspects  of  Streptomycin 
Resistance."  Dr.  Howlett  will  also  speak  at 
a  general  session  on  April  19.  Other  out- 
standing speakers  secured  for  the  meeting 
are  Dr.  Herbert  Edwards,  executive  director 
of  the  New  York  Tuberculosis  and  Health 
Association;  Dr.  J.  W.  R.  Norton,  North 
Carolina  State  Health  Officer;  Dr.  William 
A.  Smith,  chief  of  the  Tuberculosis  Control 
Division,  North  Carolina  Public  Health  Serv- 
ice; Dr.  E.  E.  Menefee,  Jr.,  associate  in  medi- 
cine, Duke  University  School  of  Medicine; 
Dr.  George  T.  Harrell,  professor  of  medicine, 
Bowman  Gi'ay  School  of  Medicine;  and  Dr. 
H.  H.  Bradshaw,  professor  of  surgery.  Bow- 
man Gray  School  of  Medicine. 

The  program  for  the  two-day  meet  is  as 
follows : 

Monday.  April  18,   1949 
11:00  a.m.     Registration 
1 :30  p.m.     General  Session — Ball  Room 

Business  Meeting  of  Association 
Greetings— Dr.  3.  W.  R.  Norton.  State 
Health     Officer,    North    Carolina 
State  Board  of  Health 
Case    Finding   and    Its    Implications — 
Dr.    Herbert    Edwards,    Executive 
Director,   New  York   Tubercidosis 
and  Health  Association 
Case   Finding  in   North   Carolina — Dr. 
William  Smith.  Director  of  Tuber- 
culosis   Control.    North    Carolina 
State  Board  of  Health 
Discussion 
3:.30p.m.     Public  Health   Section— Ball  Room 

Panel   Discussion  —  "What    Is    a    Good 
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Tuberculosis  Association" 
Discussants:    Ruth   Harris,   Chairman, 
'  Executive     Secretary,     Mecklenburg 

County  Tuberculosis  and  Health  As- 
sociation; Eleanor  Smith,  Executive 
Secretary,  Lenoir  County  Tubercu- 
losis Association;  Dr.  Derwin  Coop- 
er, Medical  Director,  Durham  County 
Sanatorium;  Archie  Dalton,  Asso- 
ciate, Program  Development,  Na- 
tional Tuberculosis  Association;  J. 
A.  Staton,  Health  Education  Direc- 
tor, North  Carolina  Tuberculosis 
Association. 
Discussion 
.'?:.'?Op.m.     Medical  Section — State  Room 

Some   Clinical   Aspects   of   Streptomy- 
cin Resistance — Dr.   Kirby   S.  How- 
lett,  Jr.,  Associate  Clinical  Professor 
of  Medicine,  Yale  University  School 
of  Medicine 
Common     Pulmonary     Emergencies  — ■ 
Di-.  E.  E.  Menefee,  Jr.,  Associate  in 
Medicine,  Duke  University  School  of 
Medicine 
Nontuberculous     Pneumonias    —    Dr. 
George     T.     Harrell,     Professor     of 
Medicine,   Bowman   Gray   School   of 
Medicine 
Discussion 
6:00  p.m.     Dinner  Meetings 

N.  C.  Tuberculosis  Board  of  Directors — 

Salem  Room 
N.  C.  Conference  of  Tuberculosis  Secre- 
taries— Winston  Room 
8:00  p.m.     Public  Health  Section— State  Room 

Seal  Sale— Walter  S.  Page,  Jr.,  Exec- 
utive Secretary,  Passaic  County  Tu- 
berculosis   and    Health    Association, 
Paterson,  New  Jei'sey 
Publicity  —  Worth     Bacon,    Managing 
Editor,    Winston-Salem    Journal- 
Sentinel 
Utilization    of   Agencies  —  Lula    Belle 
Highsmith,    Health   Educator,   Divi- 
sion of  Tuberculosis  Control,  North 
CaVolina  State  Board  of  Health 
Discussion 
8:00  p.m.     Medical  Section— Ball  Room 

Medical    students   of   the    three    medical 
colleges  will  be  invited  and  the  meet- 
ing  will   be   held   in   conjunction   with 
the   Forsyth  County  Medical   Society 
Streptomycin    in    Tuberculosis;    Its 
Uses    and    Abuses — Dr.    Kirby    S. 
Howlett,  Jr. 
The    Role    of    Streptomycin    in    the 
Surgery   of    Pulmonary    Tubercu- 
losis— Dr.   H.   H.   Bradshaw,   Pro- 
fessor of  Surgery,  Bowman  Gray 
School  of  Medicine 
Discussion 

Tuesday  —  April   19 

9:30-12:;50  p.m.     General  Session 

9:.30-ll:00  a.m.     Symposium   on   Rehabilitation 

Discussants:  Mrs.  C.  0.  Delaney, 
Chairman,  Executive  Secretary, 
Forsyth  County  Tuberculosis  ^nd 
Health  Association;  Frances 
Jackson,  Rehabilitation  Secre- 
tary, Forsyth  County  Tuberculo- 
sis and  Health  Association;  Eva 
Reid,  Director,  Department  of 
Occupational  Therapy,  Guilford 
County  Sanatorium;  Dr.  Stuart 
Willis,  Superintendent  and  Med- 


11:00-1 1:30  a.m. 
11:30-12:30  p.m. 


1 :00  p.m. 


ical  Director,  North  Carolina 
Sanatorium,  McCain,  North  Car- 
olina; W.  H.  Brown,  Rehabilita- 
tion Counselor,  Department  of 
Public  Instruction,  North  Caro- 
lina; Mrs.  Madge  Gunnell,  pa- 
tient. Western  North  Carolina 
Sanatorium;  Mrs.  Ellen  Booth 
Bartlett,  Superintendent  of 
Nurses,  North  Carolina  Sana- 
torium, McCain,  N.  C. 
Discussion 

Skit — Duties   of   Board   Members 
Treatment    of    Tuberculosis    with 
Streptomycin — An  Example  of  Co- 
operative Clinical  Research — Dr. 
Kirby  S.  Howlett,  Jr. 
Discussion 

Luncheon  Meeting  of  Association 
Presidential   Address  —  Dr.   M.  D. 
Bonner,  F.A.C.P.,  Superintendent 
and    Medical    Director,    Guilford 
County  Sanatorium,  President  of 
the  North  Carolina  Tuberculosis 
Association 
1948   Seal   Sale— Dr.   C.   S.   Green, 
Editor  of  Durham  Morning  Her- 
ald, State  Seal  Sale  Chairman 
Address  —  Kemp    D.    Battle,     out- 
standing attorney.  Rocky  Mount, 
North  Carolina,  vice  president  of 
the  North  Carolina  Tuberculosis 
Association 


Triideau  Society  to  Sponsor  Course 

The  American  Trudeau  Society,  in  cooper- 
ation with  the  Emory  University  School  of 
Medicine,  will  sponsor  a  postgraduate  course 
in  pulmonaiy  diseases  for  Region  III,  April 
4-9,  in  Atlanta,  Georgia.  Region  III  includes 
the  states  of  Maryland,  Virginia,  West  Vir- 
ginia, Kentucky  Tennessee,  North  Carolina, 
South  Carolina,  Georgia,  Florida,  and  the 
District  of  Columbia. 

The  course,  similar  to  the  one  held  at  Duke 
University  and  the  University  of  North  Car- 
olina in  March,  1948,  is  designed  primarily 
for  general  internists  interested  in  chronic 
chest  diseases,  thoracic  internists  and  sur- 
geons, sanatorium  physicians,  public  health 
officers,  and  recent  medical  school  graduates 
who  expect  to  specialize  in  pulmonary  dis- 
eases. 

Dr.  Rufus  F.  Payne,  superintendent  of 
Battey  State  Hospital  in  Rome,  Georgia,  is 
chairman  of  the  Regional  Planning  Commit- 
tee, and  Dr.  J.  Stuart  Willis,  superintendent 
of  the  North  Carolina  State  Sanatoria,  is  co- 
chairman.  Mr.  L.  L.  Young,  executive  secre- 
tary of  the  Georgia  Tuberculosis  Association, 
will  represent  the  National  Conference  of 
Tuberculosis  Secretaries.  Lectures  will  be 
given  bj'  outstanding  authorities  on  pulmo- 
nary disease  from  throughout  the  nation. 

Application  blanks  may  be  obtained  from 
the  American  Trudeau  Societv,  1790  Broad- 
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way,  New  York,  New  York. 

^  ^  ^ 

Protective  Masks  Undergohig  Test 

Protection  against  breathing  in  tuberculo- 
sis germs  floating  in  the  air  appears  to  be 
provided  by  gauze  masks  which  have  been 
tested  at  the  Henry  Phipps  Institute,  Phila- 
delphia, according  to  a  scientific  paper  in  the 
January  issue  of  the  American  Review  of 
Tuberculosis,  official  publication  of  the  Am- 
erican Trudeau  Society,  medical  section  of 
the  National  Tuberculosis  Association. 

Dr.  Max  Lurie  of  the  Institute  and  Dr. 
Samuel  Abramson  of  the  Tuberculosis  Con- 
trol Division,  U.  S.  Public  Health  Service, 
report  on  experiments  carried  out  with  rab- 
bits wearing  masks  specially  prepared  by 
Miss  Esta  H.  McNett  of  the  Veterans  Admin- 
istration. 

Miss  McNett  made  the  masks  in  an  effort 
to  find  a  means  of  protecting  nurses  caring 
for  tuberculous  patients  and  exposed  to  in- 
fection from  invisible  droplets  containing 
germs.  Made  of  six  layers  of  gauze,  the 
masks  are  designed  to  filter  out  the  germs 
without  interfering  with  breathing. 

Testing  the  masks  with  rabbits  exposed, 
in  a  specially  constructed  closed  apparatus, 
to  an  atmosphere  heavily  injected  with  tu- 
berculosis germs,  Drs.  Lurie  and  Abramson, 
according  to  the  article,  found  the  masks 
from  90  to  95  per  cent  effective.  Unmasked 
rabbits  exposed  in  the  apparatus  simultane- 
ously to  the  same  infected  air  were  found 
to  be  grossly  infected. 

Although  the  masks  used  in  the  experi- 
ments covered  the  entire  heads  of  the  rab- 
bits, unlike  masks  as  ordinarily  worn  by  hos- 
pital personnel,  the  article  points  out  that 
masks  could  be  adapted  to  human  beings  if 
fitted  into  a  frame  "constructed  of  pliable 
material  which  could  be  accurately  applied 
to  the  contour  of  the  individual's  face  around 
the  nose  and  mouth." 

"If  this  contact  could  be  airtight,"  it  con- 
tinues, "there  is  no  reason  to  believe  that 
the  mask  could  not  effectively  filter  out  the 
dangerous  invisible  particles  that  are  con- 
cerned with  the  inception  of  pulmonary  tu- 
berculosis." 

Individuals  w-earing  the  masks,  however, 
should  be  warned,  according  to  the  paper, 
to  "refrain  from  deep  inspiration  as  much 
as  possible  as  it  is  not  unlikely  that  forceful 
suction  produced  by  deep  inhalation  may 
diminish  the  filtering  efficiency  of  the 
masks." 
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38  Tibbetts  Road 
Yonkers  5,  N.  Y. 
February  22,   1949 
To  the  editor : 

Knowing  of  your  interest  and  energetic 
efforts  in  fighting  governmental  control  of 
medicine,  I  take  pleasure  in  setting  forth 
my  ideas  on  this  subject. 

First  of  all,  may  I  give  a  brief  account  of 
myself  for  the  past  several  years.  Upon  com- 
pletion of  my  medical  training  I  became  as- 
sociated with  the  North  Carolina  State 
Board  of  Health,  for  twenty-one  months  do- 
ing maternal  and  child  health  work  over 
North  Carolina.  After  that  I  did  general 
practice  in  Graham,  North  Carolina,  for 
nearly  seven  years.  On  July  1,  1948,  I  came 
to  New  York  City  to  take  specialty  training 
in  dermatology. 

1.  The  majority  of  the  leaders  of  the  med- 
ical profession  come  from  a  minority 
within  our  ranks.  They  are  the  special- 
ists who  write  the  journals  and  the 
books.  For  the  most  part  they  live  in  the 
large  metropolitan  areas,  and  many  are 
doing  some  sort  of  group  practice  or  are 
on  salaries.  Most  of  them  spend  a  good 
part  of  their  time  in  charity  clinics,  as 
this  is  demanded  of  medical  school  staff 
members.  Therefore,  these  few  men  who 
formulate  the  policies  of  our  medical 
profession  are  men  who  represent  a 
minority  of  our  profession  and  the 
American  public.  They  see  the  problem 
as  it  aflfects  them  and  the  patients  from 
the  slums  who  attend  the  charity  clinics. 
Therefore,  I  maintain  that  they  see  the 
most  extreme  condition  of  medical  prac- 
tice and  do  not  see  a  true  picture  of  the 
medical  problems  as  a  whole  in  this 
country. 

2.  I  believe  I  am  right  when  I  say  that 
Medical  Ecouoniics  states  that  the  gen- 
eral practitioner  renders  75  to  80  per 
cent  of  the  medical  care  to  the  public. 
It  is  furthermore  a  fact  that  the  aver- 
age American  city  is  less  than  18,000  in 
population. 

3.  It  is  also  a  fact  that  hospitals  and  medi- 
cal services  are  more  scarce  in  the  small- 
er towns  and  communities. 

4.  Three  fourths  of  the  population  of 
America  live  in  rural  areas  and  small 
towns. 
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5.  There  are  many  small  towns  and  large 
rural  areas  in  America  without  a  doctor, 
and  there  is  no  hope  of  their  ever  having 
a  doctor  under  our  present  system  of 
training  doctors.  10. 

6.  Therefore,  is  it  not  a  fact  that  our  med- 
ical leaders  and  teaching  institutions, 
who  represent  the  metropolitan  areas 
and  about  25  per  cent  of  our  population, 
are  at  fault  by  their  continued  efforts 
and  shortsightedness  in  gearing  our 
medical  schools  and  hospitals  to  turn  out 
specialists?  The  specialists  settle  in  the 
larger  cities,  and  as  our  old  time  gen- 
eral practitioners  die  off  the  American 
public  is  being  left  without  a  family 
doctor.  Also  John  Q.  Public  is  being  re- 
ferred from  one  specialist  to  another  at 
an  increasing  drain  on  his  pocketbook. 

7.  Under  such  a  set-up,  what  sane  voter 
wouldn't  vote  for  a  change?  A  change 
always  holds  hope  for  the  better. 

8.  When  America  answers  the  question  of 
socialized  medicine,  it  must  answer  one 
thing:  Do  the  people  want  a  socialistic 
government  or  do  they  want  freedom 
and  democracy  such  as  their  country 
has  known  and  prospered  under  during 
the  last  300  years?  If  the  government 
can  take  part  of  your  pay  check  and  give 
you  medical  care,  is  it  far-fetched  to 
think  that  it  can  take  all  of  your  pay 
check  and  in  addition  give  you  food, 
clothes,  and  shelter? 

9.  This  government  was  founded  and  has 
been  built  by  people  who  did  things  for 
the  government.  Now  the  prevailing 
thoughts  are  "Why  isn't  the  government 
doing  more  for  me?";  "Why  don't  I  get 
more  unemployment  compensation?"; 
"Why  can't  I  work  only  30  hours  a  week 
and  not  40  hours?"  As  General  Eisen- 
hower has  said  (N.  Y.  Times,  Feb.  13, 
1949)  : 

"A  sweeping  paralysis  of  thought,  an  accept- 
ance of  paternalistic  measures  from  the  gov- 
ernment and  the  surrender  of  the  individual 
citizen's  o^\^^  responsibilities  could  lead  to  a  dic- 
tatorship in  this  country  ...  If  we  allow  this 
constant  drift  toward  centralized  bureaucratic  1.3. 
government  to  continue,  it  vAW  be  expressed 
not  only  in  the  practice  of  laying  down  the 
rules  and  laws  of  governing  each  of  us — our 
daily  actions — to  insure  that  we  do  not  take  un- 
fair advantage  of  our  comrades  and  other  citi- 
zens, but  finally  it  will  be  the  actual  field  of 
operation.  .  .  .  There  will  be  a  swarming  of 
bureaucrats  over  the  land.  Ownership  of  prop- 
erty will  gradually  drift  into  that  central  gov- 
ernment and  finally  you  have  a  dictatorship  as 
the  only  means  of  operating  such  a  huge  and 
great  organization." 


These  words  come  from  one  of  Ameri- 
ca's greatest  leaders,  and  the  American 
public  should  take  warning  in  giving  its 
answer  on  government  medicine. 
In  the  same  issue  of  the  xV.  Y.  Times,  I 
read  that  136  leading  doctors  have 
spoken  out  against  the  A.  M.  A.'s  efforts 
to  combat  government  medicine.  The 
136  doctors  are  leading  physicians  asso- 
ciated with  our  great  medical  schools. 
These  men  are  the  kind  I  mentioned 
earlier;  they  are  all  metropolitan  doc- 
tors who  do  some  form  of  group  prac- 
tice, are  on  salaries,  and  are  w^arped  in 
their  thinking  by  seeing  the  worst  con- 
ditions that  affect  a  minority.  These 
doctors  don't  get  up  at  3  a.m.  and  go 
down  a  muddy  road  to  see  some  child 
with  a  fever,  or  do  a  home  delivery. 
Should  their  opinions  be  accepted  with- 
out an  analysis  of  the  men  who  render 
them? 

It  is  evident  that  we  have  a  divided 
medical  profession  with  "the  tail  wag- 
ging the  dog."  I  wonder  if  we  have  a 
fifth  column  in  our  profession. 
Before  I  offer  a  remedy  for  our  medical 
dilemma,  I  want  to  accuse  the  same  doc- 
tors and  their  type  who  are  now  fight- 
ing the  policies  of  the  A.  M.  A.  as  being 
directly  responsible  for  creating  this 
dilemma.  They  are  the  ones  who  have 
geared  our  training  centers  to  turn  out 
specialists  in  numbers  out  of  all  pro- 
portion to  the  requirements  of  the  Am- 
erican public.  If  75  per  cent  of  medical 
care  is  rendered  by  general  practition- 
ers, w^hy  don't  our  institutions  turn  out 
75  per  cent  of  their  doctors  as  general 
practitioners?  Then,  too,  these  same 
"braintrusters"  have  been  members  of 
the  A.  M.  A.  all  along ;  why  haven't  they 
used  some  of  their  efforts  and  thoughts 
in  guiding  A.  M.  A.  policies  for  the  bet- 
terment of  all?  Now  that  we  are  in  a 
squeeze  play,  they  are  the  first  to  ciiti- 
cize. 

I  have  been  struck  by  the  fact  that  we 
have  three  types  of  doctors  associated 
with  our  large  medical  centers :  (a)  The 
type  that  wants  Uncle  Sam  to  give  him 
his  salary  and  an  old  age  pension,  and 
(b)  the  kind  that  is  indifferent  or  apa- 
thetic or  scared  to  voice  an  opinion  that 
is  contrary  to  his  "chief's,"  and  (c)  the 
type  that  is  more  discreet  than  myself. 
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14.    What  can  we  do? 

a.  The  doctors  must  let  the  American  public 
know  what  the  real  question  is  they  are 
voting-  on  when  they  vote  on  the  matter  of 
government  medicine — namely,  do  you  want 
a  socialistic  or  dictatorship  type  of  govern- 
ment or  do  you  want  the  kind  which  has 
made  this  the  greatest  country  on  earth  ? 
(The  A.M. A.  is  trying  to  do  this  job  with  a 
divided  profession  half-heartedly  backing 
them.) 

b.  It  is  high  time  that  our  teaching  institu- 
tions and  hospitals  geared  their  training- 
program  for  doctors  to  meet  the  needs  of 
the  American  public.  The  A.JVI.A.  should  call 
all  the  deans  of  all  the  medical  schools  to- 
gether in  this  country  and  ask,  plead,  and 
demand  this  action.  We  need  more  general 
practitioners  1  Limit  75  per  cent  of  our  hos- 
pital appointments  to  rotating  internships. 
Make  it  mandatory  that  a  doctor  do  three  to 
five  years  general  practice  before  he  can 
enter  specialty  training. 

c.  The  medical  profession  should  continue  its 
eft'orts  to  encourage  voluntary  medical  in- 
surance. 

d.  The  medical  profession  should  do  some 
housecleaning  in  cei-tain  leading-  medical 
schools  and  training  centers,  for  many  of 
our  young-  doctors  are  being  filled  with  "so- 
cial poison"  from  their  teachers. 

e.  The  government  should  be  encouiaged  to 
build  hospitals  just  as  they  do  courthouses, 
but  the  hospitals  should  be  operated  and 
controlled  100  per  cent  locally,  without 
strings  attached. 

f.  The  government  could  do  far  more  for  its 
people  by  encouraging  them  to  do  things 
for  themselves,  at  a  much  cheaper  cost, 
than  by  encouraging  them  to  lean  on  kind 
old  Uncle  Sam. 

I  sincerely  believe  that  the  medical  profes- 
sion and  the  American  public  are  big  enough 
to  arrive  at  a  sane  and  just  conclusion  when 
all  are  acquainted  with  the  truth. 
With  best  wishes,  I  am 

Yours  sincerely, 
Emmett  S.  Lupton,  M.D. 
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"The  more  we  own,  the  less  Tve  got." — Intriguing, 
indeed,  is  the  story  told  about  the  woman  of  the 
British  Isles  who,  when  questioned  about  England's 
nationalization  program,  offered  the  following-  obser- 
vations: 

"This  nationalization  is  a  queer  thing.  We  own 
the  Bank  of  England  now,  but  I  am  no  better  off. 
We  own  the  coal  mines,  and  I  have  less  coal  than 
I  used  to  have.  We  own  the  railways,  yet  I  cannot 
get  a  seat  in  a  train.  This  socialism!  The  more  we 
own,  the  less  I've  got." 

Now  that  Britishers  have  a  nationalized  health 
plan,  1948  model,  she  probably  could  add:  "We  own 
medical  services  and  the  doctors,  but  I  get  second- 
rate  medical  care  because  my  doctor  just  can't  give 
much  time  to  anyone  of  us  since  he  has  to  see  every- 
body on  his  panel  as  often  as  possible  to  keep  from 
starving  to  death,  God  bless  him." 

An  investment  without  dividends,  we  call  it! — 
Ohio  State  M.  J.  44:942  (Sept.)  1948. 


Resolution  Adopted  by  the  Executive 

Committee  of  the  Medical  Society  of 

OF  the  State  of  North  Carolina 

Raleigh,   February  27 
Rebates 

WHEREAS  investigation  and  discussion  seem  to 
show  that,  so  far  as  the  medical  profession  of  North 
Carolina  is  concerned,  the  practice  of  accepting  re- 
bates has  been  almost  if  not  entirely  discontinued; 
and 

WHEREAS  the  giving  and  accepting  of  rebates 
by  physicians  has  been  prohibited  by  certain  actions 
determined  under  federal  statutes;  and 

WHEREAS  it  is,  therefore,  not  deemed  necessary 
to  secure  the  enactment  of  prohibitions  under  a  state 
law  which  would  be  no  stronger  than  the  prohibition 
now  possible  under  federal  statutes;  and 

WHEREAS  the  practice  of  accepting  rebates  on 
medical  devices  is  a  question  of  ethics  and  proper 
professional  conduct,  the  protection  of  which  should 
be  enforced  by  the  medical  profession  itself  rather 
than  by  the  mere  enactment  of  a  statute; 

NOW,  THEREFORE,  BE  IT  RESOLVED  by  the 
Executive  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina,  in  session  assembled  in  Ra- 
leigh, North  Carolina,  this  February  27,  1949,  that 
the  proposed  bill  forbidding-  rebates  be  not  presented 
to  the  General  Assembly  of  Noi-th  Carolina  for  en- 
actment; and 

BE  IT  FURTHER  RESOLVED  that  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
North  Carolina  be  asked  to  set  up  due  procedures 
within  the  said  Society  to  punish  any  doctor  who 
participates  in  the  practice  of  rebating;  and 

BE  IT  FURTHER  RESOLVED  that  a  committee 
be  now  appointed  to  work  out  such  procedures  for 
trial  and  punishment  and  to  report  thereon  to  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  North  Carolina  at  the  annual  meeting  in 
May,  1949. 


Hotel  Reservation  Policy  Explained 

For  two  years  the  Executive  Committee  of  the 
State  Society  has  established  the  policy  of  contract- 
ing for  hotel  accommodations  to  be  allocated  to 
member  doctors  only  on  the  basis  of  "Uniform  Res- 
ervation Application  Blanks."  Such  blanks  have  been 
mailed  to  the  entire  membership  on  the  same  date 
each  year,  and  the  hotel  management  has  been  in- 
structed to  allocate  all  accommodations  in  line  with 
uniform  application  requests  in  the  order  of  the 
date  received. 

It  is  the  sense  of  the  Society  that  this  is  the  only 
feasible  policy  and  that  it  is  democratic  and  fair  to 
all. 


The  North  Carolina  League  for  Crippled 
Children 

For  the  fourteenth  year,  the  North  Carolina 
League  for  Crippled  Children  invites  all  those  in- 
terested in  the  welfare  of  the  handicapped  to  share 
in  financing-  the  work  of  the  Lea'gue.  The  Annual 
Easter  Seal  Campaign  will  be  conducted  between 
the  dates  of  March  17  and  April  17. 

The  services  of  the  North  Carolina  League  for 
Crippled  Children  are  planned  so  that  they  supple- 
ment but  do  not  duplicate  those  of  any  other  social 
agency,  thus  broadening-  the  scope  of  services  avail- 
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able  for  handicapped  children. 

Among-  the  crippled  children  of  North  Carolina, 
more  than  85  per  cent  must  now  depend  on  the  North 
Carolina  League  for  certain  types  of  services  which 
are  extiemelv  valuable  aids  toward  their  rehabili- 
tation. Many'children  with  other  handicapping  con- 
ditions also  look  to  the  League  for  services  they  need 
but  which  are  not  yet  available  elsewhere. 

During  the  past  vear  (1948)  alone,  the  county 
chapters  of  the  North  Carolina  League  for  Crippled 
Children  provided  services  for  5,129  handicapped 
children  of  the  state  at  a  cost  of  $45,361.78. 

News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  annual  meeting  of  the  North  Carolina  Tuber- 
culosis Association  will  be  held  in  Winston-Salem 
at  the  Robert  E.  Lee  Hotel,  April  18  and  19.  The 
complete  program  appears  on  page  141. 

News  Notes  from  the  State  Board 
OF  Health 

All  vital  statistics  for  1948  have  now  been  com- 
piled, in  a  provisional  report.  During  the  year,  there 
were  111,963  live  births  and  30,560  deaths  from  all 
causes  in  North  Carolina.  Of  this  total,  17,052,  or 
considerably  more  than  one  half,  resulted  from  just 
four  causes — diseases  of  the  heart,  8,202;  intra- 
cranial vascular  lesions,  3,449;  cancer,  2,898;  and 
nephritis,  2,503. 

There  was  not  a  single  death  from  malaria  in 
North  Carolina  last  year.  Diphtheria  wa.^  respon- 
sible for  26  deaths,  as  compared  with  33  in  1947. 
Measles  claimed  only  five  lives  during  the  year, 
which  was  just  one  fifth  of  the  number  reported  in 
1947.  Infantile  paralysis  was  responsible  for  139 
deaths  during   1948,   as   compared  with   21   in   1947. 

Deaths  from  all  forms  of  tuberculosis  in  1948 
totaled  952.  This  was  a  decrease  under  1947,  when 
the  total  was  1,065.  Diabetes  took  a  heavy  toll  dur- 
ing the  year,  causing  556  deaths  for  the  period  under 
consideration.  This  was  a  slight  decrease  under  the 
571  reported  the  preceding  year.  In  spite  of  the  fact 
that  it  is  now  preventable,  typhoid  fever  continues 
to  claim  a  few  lives.  Last  year  there  were  only  six 
deaths. 

According  to  the  State  Board  of  Health's  method 
of  compilation,  automobile  accidents  were  respon- 
sible for  825  deaths  during  1948,  while  other  acci- 
dents resulted  in  1,455  deaths — a  total  of  2,280,  the 
majority  of  which  could  have  been  prevented. 

Increases  were  shown  in  both  suicides  and  homi- 
cides during  last  year.  The  nunil)er  of  suicides  re- 
ported to  the  State  Board  of  Health  was  320,  as 
compared  with  315  in  1947,  while  homicides  num- 
bered 415  against  409  the  preceding  year. 
*     *     *     * 

An  epidemic  of  measles  is  under  way  in  North 
Carolina,  according  to  Dr.  Charles  P.  Stevick,  direc- 
tor of  the  State  Board  of  Health's  Division  of  Epi- 
demiology. While  there  were  only  1,353  cases  re- 
ported for  the  entire  year  of  1948,  there  were  2,399 
cases  reported  during  January  and  February  of  this 
year.  The  1947  total  was  5,000  cases. 

"Epidemics,"  according  to  Dr.  Stevick,  "usually 
start  in  December  and  reach  their  peak  in  March, 
April,  and  May.  In  January,  1949,  there  were  802 
cases  reported,  and  in  February,  1,597." 

:;:  :;;  *  * 

Dr.  Leonard  A.  Scheele,  Surgeon  General  of  the 
United  States  Public  Health  Service,  addressed  the 
North  Carolina  Academy  of  Public  Health  at  Ra- 
leigh, and  the  Second  District  Medical  Society  at 
Kinston  during  the  week  of  February  14-19. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Postgraduate  medical  courses  sponsored  by  the 
University  School  of  Medicine  and  the  Extension 
Division  have  been  arranged  at  Raleigh  beginning 
.-^pril  7,  with  the  Wake  County  Medical  Society  as 
co-sponsor,  and  at  Salisbury  beginning  April  6,  with 
the  Rowan  County  Medical  Society  as  co-sponsor. 
The  programs  are  as  follows: 


April 


Raleigh 

7  4:00  p.m.)   Diagnosis 


8:00  p.m.) 


April  14  4:00  p.m. 


8:00  p.m. 


n  4:00  p.m. 
8:00  p.m. 


28  4:00  p.m.) 
8:00  p.m.) 


4:00  p.m.) 
8:00  p.m.) 


and  Treatment  of 
Neurological  Problems  Seen  in 
General  Medical  Practice — Dr. 
H.  Houston  Merritt,  Columbia 
University  College  of  Physi- 
cians and  Surgeons.  New  York 
City 

The   Management  of  Some  Un- 
usual   Complications    of    Preg- 
nancy 
Diagnosis     and     Treatment     of 

Ectopic   Pregnancy 
—Dr.    H.    Hudnall    Ware,    Jr., 
Medical    College   of   Virginia, 
Richmond. 
Clinic 

Endocrine  Disorders  in  Children 
— Dr.  Donovan  J.  McCune,  Co- 
lumbia University  College  of 
Physicians    and    Surgeons, 
New  York  City 
Methods     for     Decreasing     the 
Risk  of  Surgery  in  Older  Pa- 
tients —  Dr.    W.    E.    Burnett. 
Temple   University   School   of 
Medicine,  Philadelphia 
The  Use  of  Radioactive  Isotopes 
in     Medicine  —  Dr.     Shields 
Warren,      Harvard      Medical 
School,    Boston. 
Week  of  State   Medical   Society 

meeting. 
Treatment  of  Failing  Heart 
— Dr.  J.  Edwin  Wood,  Univers- 
ity    of     Virginia     School     of 
Medicine,    Charlottesville. 

Salisbury 

April     G  4:00  p.m.)   Diagnosis     and     Treatment     of 
8:00  p.m.)       Neurological    Problems    Seen 
in    General    Medical    Practice 
— Dr.   H.   Houston   Merritt,   Co- 
lumbia   University    College  of 
Physicians     and     Surgeons, 
New  York  City 
The  Management  of  Some  Un- 
usual Complications  of  Preg- 
nancy 
Diagnosis  and  Treatment  of  Ec- 
topic Pregnancy 
—Dr.     H.     Hudnall     Ware,    Jr. 
Medical    College   of   Virginia, 
Richmond. 
April  20  4:00  p.m.     Clinic 

8:00  p.m.     Endocrine  Disorders  in  Children 
— Dr.  Donovan  J.  McCune,  Co- 
lumbia University  College  of 
Physicians    and    Surgeons, 
New  York  City 
April  27  4:00  p.m.)   Methods     for     Decreasing     the 
8:00  p.m.)       Risk     of     Surgery     in     Older 
Patients — Dr.  W.  E.  Burnett, 
Temple  University   School   of 
Medicine,  Philadelphia. 


April 

April 

May 

May 
May 


12 


19 


4:00  p.m.) 
8:00  p.m.) 


April  13  4:00  p.m. 


8:00  p.m. 
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May     4     4:00  p.m.)   Recent   Advances   in   the   Diag- 
8:00  p.m.)       nosis  and  Treatment  of  Aller- 
gic  Diseases — Speaker   to   be 
announced   later. 

May  11     Week  of  State   Medical   Society 

meeting. 
May  18     4:00  p.m.)   Gastrointestinal   Problems 

8:00  p.m.)  —Dr.  L.  A.  M.  Krause,  Uni- 
versity of  Maryland  School  of 
Medicine,  Baltimore. 

Dr.  John  B.  Graham,  instructor  in  pathology,  has 
been  appointed  a  1949  Scholar  in  Medical  Science  by 
the  .John  and  Mary  R.  Markle  Foundation.  This 
scholarship  is  for  a  five-vear  period  and  carries  a 
grant  of  .?25,000. 


News  Notes  from  the  Bowman  Gray 
School  of  Medicine 

Dr.  A.  Alonso,  head  of  the  division  of  chest  sur- 
gery at  the  University  of  Chile  in  Santiago,  visited 
the  Baptist  Hospital  and  the  Bowman  Gray  School 
of  Medicine  recently. 

*  *     *     * 

Dr.  Thomas  T.  Mackie,  dii-ector  of  the  Institute 
of  Tropical  Medicine,  heads  a  group  of  five  staff 
members  who  left  March  1  to  establish  a  laboratory 
at  Boca  Chica  in  the  Dominican  Republic.  The  group 
includes  Dr.  .Janet  Mackie;  Miss  Bessie  Sonnenberg, 
parasitologist  of  the  Veterans  Administration's  trop- 
ical disease  clinic;  Herbert  Cox,  research  assistant; 
and  John  Booe  of  Winston-Salem.  They  will  study 
parasitic  intestinal  infections  and  malaria  control 
under  the  auspices  of  the  West  Indies  Sugar  Cor- 
poration. 

^;:         *         :{;         >;; 

Dr.  George  T.  Harrell,  Jr.,  head  of  the  depart- 
ment of  urology,  spoke  on  "Traumatic  Injuries  of 
the  Urinary  Tract"  at  a  meeting  of  Southern  Rail- 
way Association  Surgeons  in  Cincinnati,  Ohio,  the 
latter  part  of  March. 

^  :;;  :;:  .4: 

Dr.  George  T.  Harrell,  Jr.,  head  of  the  depart- 
ment of  internal  medicine,  will  speak  on  "Altera- 
tion of  Permeability  of  Membranes  in  Infection"  at 
the  meeting  of  the  Society  of  Internal  Medicine  at 
Houston,  Texas,  on  March  31. 

Dr.  Frank  P.  Lock,  head  of  the  department  of 
obstetrics  and  gynecology,  presented  a  paper  at  the 
meeting  of  the  Missouri  State  Medical  Association 
in  Kansas  City  the  latter  part  of  March. 

Dr.  Lloyd  J.  Thompson,  professor  of  neuropsychi- 
atry, attended  a  two-day  meeting  of  neuropsychi- 
atric  consultants  in  the  office  of  the  U.  S.  Surgeon- 
General  in  Washington  last  month. 

*  *     *     * 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  spoke  at  a  Symposium  on  Allergy  and 
Immunology  at  the  Medical  College  of  Virginia  in 
Richmond  on  March  17.  In  February  he  was  guest 
speaker  of  the  Buffalo  Academy  of  Medicine  in 
Buffalo,  New  York,  and  the  Medical  Society  of  St. 
Catharine's,  Ontario,  Canada. 


Dr.  William  Lennox,  assistant  professor  of  neu- 
rology at  Harvard  University,  spoke  on  "Psychiatric 
Aspects  of  Certain  Convulsive  Disorders"  at  the 
March  meeting  of  the  Bowman  Gray  Medical  So- 
ciety. 


Edgecombe-Nash  Counties  Medical 
Society 

At  the  February  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Rocky  Mount  on 
February  9,  Dr.  Wardell  Mills  presented  a  case  re- 
port of  "Bronchoscopic  Aspiration  of  Acute  Lung 
Abscess,"  and  Dr.  Newsome  Battle  gave  a  paper  on 
"Testicular  Tumors."  The  society  endorsed  the 
A.M.A.  assessment  of  $25  per  memlier. 

Officers  of  the  society  for  1949  are  Dr.  E.  L.  Rob- 
erson  of  Tarboro,  president;  Dr.  S.  E.  Way  of  Rocky 
Mount,  first  vice  president;  Dr.  J.  E.  Wright  of 
Macclesfield,  second  vice  president;  and  Dr.  P.  P. 
Poole  of  Rocky  Mount,  secretary-treasurer.  Dr.  K.  D. 
Weeks  of  Rocky  Mount  is  editor  of  the  Bulletin. 


Forsyth  County  Medical  Society 

Dr.  Kenneth  Pickrell  of  the  Duke  University 
School  of  Medicine  was  guest  speaker  at  the  March 
meeting  of  the  Forsyth  County  Medical  Society,  held 
in  Wmston-Salem  on  March  8.  His  subject  was 
"Plastic  Surgery  of  the  Nose." 


News  Notes 


Dr.  Alfred  Magee  has  become  associated  with  Dr. 
W.  G.  Byerly  in  the  practice  of  ophthalmology  and 
otolaryngology  at  Lenoir. 


Urologic  Postgraduate  Seminar 

The  American  Urological  Association,  through  its 
Southeastern  Section,  announces  a  Urologic  Post- 
graduate Seminar,  to  be  held  in  New  Orleans 
Louisiana,  April  18-21,  1949.  The  Seminar  will  be 
under  the  auspices  of  the  Division  of  Graduate  Med- 
icine, Tulane  University  School  of  Medicine.  William 
D.  Frye,  M.D.,  Dean  of  the  Graduate  School  of  Med- 
icine will  be  the  director  of  these  courses  in  collab- 
oration with  the  officers  and  Executive  Committee  of 
the  Southeastern  Section  and  with  the  representa- 
tive of  the  Central   Committee. 

The  courses  will  be  limited  to  150  registrants.  The 
cost  will  be  $50.00  except  for  urologic  residents.  Be- 
cause of  the  great  amount  of  interest  already  ex- 
pressed by  members  in  our  Section,  an  early  appli- 
cation is  recommended.  Address  inquiries  and  appli- 
cations to  Wm.  W.  Frye.  M.D.,  Dean,  Graduate 
School  of  Medicine,  Tulane  University;  New  Orleans, 
Lonisiana. 

Dr.  Hamilton  McKay  of  Charlotte  is  the  repre- 
sentative of  the  Central  Committee  of  Postgraduate 
Study  of  the  American  LTrological  Association  and  is 
chairman  of  the  Seminar  Committee  in  the  South- 
eastern Section.  Dr.  Sidney  Smith  of  Raleigh  is 
North  Carolina's  renresentative  on  the  Executive 
Committee  of  the  Postgraduate  Seminar  of  the 
Southeastern  Section  of  the  American  Urological 
Association,  and  he  will  be  glad  to  receive  communi- 
cations concerning  the  course. 


South  Atlantic  Association  of 
Obstetricians  and  Gynecologists 

The  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  announces  the  establishment  of 
"The  Foundation  Prize."  Authors  of  papers  on  ob- 
stetric or  gynecologic  subjects  desiring  to  compete 
for  the  prize  may  obtain  information  from  Dr.  E.  D. 
Colvin,  secretary-treasurer,  1259  Clifton  Road,  N.E., 
Atlanta,  Ga. 
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Markle  Foundation 

Thirteen  young  scientists  have  been  appointed  as 
the  second  "group  of  Scholars  in  Medical  Science, 
under  the  plan  begun  in  1948  by  the  John  and  Mary 
R.  Markle  Foundation  to  assist  qualified  men  and 
women  wishing  to  remain  in  academic  medicine.  The 
Scholars  were"  selected  from  candidates  nominated 
by  accredited  medical  schools  in  the  United  States 
and  Canada  and  interviewed  by  regional  committees 
appointed  by  the  Foundation.  The  sum  of  $325,000 
has  been  appropriated  for  their  support,  to  be  al- 
lotted in  grants  of  $25,000  each  at  the  rate  of  $5,000 
a  year,  to  the  medical  schools  in  which  they  now 
hold  faculty  appointments. 

Among  those  receiving  appointments  were  John 
B.  Graham.  M.D.,  of  the  University  of  North  Caro- 
lina School  of  Medicine,  and  George  W.  Schwert,  Jr., 
Ph.D.  of  the  Duke  University  School  of  Medicine. 


The  Southeastern  Surgical  Congress 

The  Seventeenth  Annual  Assembly  of  the  South- 
eastern Surgical  Congress  will  be  held  in  Biloxi, 
Mississippi,  The  Buena  Vista  Hotel,  May  2.3-26,  1949. 
There  will  be  forty-three  papers  presented  by  dis- 
tinguished surgeons  from  the  South  and  throughout 
the  country. 


American  Board  of  Preventive  Medicine 

The  American  Board  of  Preventive  Medicine  and 
Public  Health,  Incorporated,  was  approved  by  the 
Advisory  Board  for  Medical  Specialties  and  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  at  their  meeting  on 
February  6.  The  American  Board  of  Preventive 
Medicine  and  Public  Health,  Incorporated,  therefore 
is  prepared  to  accept  applications  for  examination 
for  certification  in  this  specialty. 

The  requirements  for  certification  include  general 
aualifications,  such  as  moral  and  ethical  standing  in 
the  profession,  adequate  training  in  medicine  and 
internship  in  an  approved  hospital,  and  licensure  to 
practice  medicine  in  the  United  States.  EligilMlity 
for  examination  also  requires  that  the  applicant 
have  special  training  and  experience  in  preventive 
medicine  and  public  health  of  at  least  six  years  fol- 
lowing internship.  This  must  include  special  aca- 
demic training,  or  its  equivalent,  and  field  training 
or  residency  meeting  the  standards  set  up  by  the 
Board. 

Applications  may  also  be  received  for  the  Found- 
ers Group  who  may  be  excused  from  examination. 
The  by-laws  authorize  a  Founders  Group  made  up 
of  practitioners  of  preventive  medicine  and  public 
health  who  have  attained  unquestioned  eminence  in 
the  field. 

Dr.  Ernest  L.  Stebbins.  fil5  North  Wolfe  Street, 
Baltimore  5,  is  secretary-treasurer  of  the  American 
Board  of  Preventive   Medicine  and  Public  Health. 


American  College  of  Chest  Physicians 

The  Board  of  Examiners  of  the  American  College 
of  Chest  Physicians  announces  that  the  next  oral 
and  wi-itten  examinations  for  Fellowship  will  be 
held  in  Atlantic  City.  June  2,  1949.  Candidates  for 
Fellowship  in  the  College,  who  would  like  to  take 
the  examinations,  should  contact  the  executive  sec- 
retary, American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois. 

The  Fifteenth  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Ambassador  Hotel,   Atlantic   City,  June  2-5,   1949. 


American  Red  Cross  National  Blood 
Program 

Dr.  Louis  K.  Diamond  of  Boston  recently  was 
appointed  full-time  medical  director  of  the  Red 
Cross  National  Blood  Program.  The  appointment 
was  announced  by  Dr.  Ross  T.  Mclntire,  the  pro- 
gram's  national   administrator. 

From  January,  1948,  when  the  Red  Cross  National 
Blood  Program  was  inaugurated,  to  February  14, 
1949.  nineteen  regional  centers  and  one  state-wide 
mobile  unit  service  were  activated.  By  June,  1949,  it 
is  anticipated  that  a  total  of  thirty  regional  pro- 
grams will  be  in  operation. 


Cooperative  Planning  on  Nursing  Needs 

The  nursing  profession,  through  the  Joint  Com- 
mittee on  Implementing  the  Brown  Report,  has 
taken  the  first  step  toward  comprehensive  improve- 
ment and  enlargement  of  the  nation's  nursing  re- 
soui'ces.  This  Joint  Committee  was  organized  to  im- 
plement the  broad  recommendations  presented  in 
Dr.  Esthei'  Lucile  Brown's  recently  published  report, 
"Nursing  for  the  Future."  The  report  is  an  attempt 
to  discover  how  education  for  an  essential  profes- 
sion can  be  molded  to  meet  present  needs  of  society. 


United  States  Atomic  Energy 
Commission 

The  U.  S.  Atomic  Energy  Commission  announced 
recently  that  it  will  make  available  to  qualified  can- 
cer research  workers  in  the  United  States  without 
charge  all  radioisotopes  now  being  sold. 

Tliree  radioisotopes — those  of  the  elements  iodine, 
phosphorus  and  sodium — were  previously  available 
free  of  production  costs  for  use  in  cancer  research. 
The  new  policy  will  make  available  on  a  free  basis 
the  I'adioisotopes  of  more  than  50  additional  ele- 
ments. Notable  among  these  is  the  radioisotope  of 
the  element  cobalt — knowm  as  Cobalt-60  —  which 
promises  to  become  an  effective  substitute  for  ra- 
dium, the  rare  and  expensive  naturally-radioactive 
substance  that  has  been  used  in  cancer  research 
and  treatment  for  many  years.  Two  other  important 
cancer  lesearch  materials  that  will  now  be  available 
without  charge  are  the  radioisotopes  of  the  elements 
gold  and  carbon. 

niri.i.Kiix  BoAKn  contintkd  ox  paof,  i.is) 


Color   Television   for   Teaching   of   Surgery   and 
Medicine 

Television  in  natural  color  for  the  teaching  of 
surgery  and  medicine  to  medical  students  will  have 
a  pioneering  demonstration  at  the  annual  meeting 
of  the  American  Medical  Association  at  Atlantic 
City  in  June.  This  revolutionary  method  of  teach- 
ing will  enable  large  groups  of  medical  students  to 
study  close  up  in  full  color  detail  surgical  techniques 
and  medical  procedures  which  now  can  be  so  viewed 
bv  only  a  few  at  a  time.  The  pro.iect  is  sponsored  by 
Smith,"  Kline  &  French  Laboratories,  who  arranged 
for  the  development  and  manufacture  of  the  color 
television  equipment  as  a  contribution  to  the  ad- 
vancement of  medical  teaching. 

Continuously  for  four  days  at  the  AMA  Conven- 
tion, actual  surgery  and  diagnostic  and  other  medi- 
cal procedures  will  be  televised  in  natural  color  while 
being  performed  by  the  faculty  of  the  Medical 
School  of  the  University  of  Pennsylvania  and  by  the 
staff  of  the  Atlantic  City  Hospital.  The  color  tele- 
vision picture  will  be  picked  up  at  the  Atlantic  City 
Hospital  and  beamed  on  a  closed  circuit  directly  to 
Convention  Hall  for  the  benefit  of  the  12,000  physi- 
cians expected  to  attend  the  convention. 
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One  of  the  objects  of  the  Auxiliary  is : 
"To  interpret  the  aims  of  the  Medical  Pro- 
fession to  other  organizations  interested  in 
the  promotion  of  health  education."  The  first 
step  in  complying  with  this  object  is  to  be 
informed  ourselves,  so  that  we  may  intelli- 
gently interpret  these  aims. 

The  Eighty-First  Congress  is  now  in  ses- 
sion, and  many  bills  pertaining  to  health 
have  been  introduced.  Most  of  these  are  not 
of  particular  importance.  So  far,  the  one 
which  arouses  our  greatest  interest  is  the  so- 
called  "socialized  medicine"  bill,  S.  5.  This 
bill  is  identical  with  our  old  friend  of  last 
year,  S.  1320.  I  would  suggest  that  every 
one  get  a  copy  of  this  bill,  study  it  carefully, 
discuss  it  in  small  groups,  get  your  legislator 
or  some  one  familiar  with  the  bill  to  talk 
to  your  auxiliary  chapter  and  explain  it  to 
you,  and  familiarize  yourself  with  the  facts 
so  that  you  will  be  able  to  answer  questions 
that  will  be  asked  you. 

The  twenty-third  annual  meeting  of  the 
Women's  Patriotic  Conference  on  National 
Defense,  held  in  Washington  in  January, 
passed  the  following  resolution : 

"WHEREAS,  great  pressure  is  being  ex- 
erted on  Congress  to  pass  legislation  which 
would  place  under  government  control  the 
health  and  medical  care  of  the  people  of  the 
United  States,  and 

■"WHEREAS,  such  action  would  impair  or 
destroy  the  personal  interest,  initiative  and 
private  research  on  the  part  of  the  medical 
profession  and  put  that  profession  under  the 
control  of  a  paternalistic  bureaucracy  with 
direct  socialization  as  a  result ;  therefore  be 
it 

"RESOLVED,  That  the  Twenty-Third 
Women's  Patriotic  Conference  on  National 
Defense  express  its  emphatic  opposition  to 
the  establishment  of  socialized  medicine  and 
thereby  the  expansion  of  bureaucracy  in  the 
United  States." 

The  Arkansas  State  Legislature  on  Janu- 
ary 21  passed  a  resolution  asking  Congress 
to  refrain  from  enacting  "socialized  medi- 
cine." This  is  the  second  state  to  send  such 
a  petition  to  Congress.  A  speaker  made  the 
statement  that  socialized  medicine  would  "re- 
duce our  doctors  to  government  servitude." 
So  we  see  that  the  public  is  obviously  taking 
a  greater  interest  in  this  threat  of  socialized 
medicine,  and  we  should  be  able  to  lead  any 
discussions. 


The  Legislative  Committee  of  the  North 
Carolina  State  Medical  Society  has  worked 
out  a  health  insurance  plan  to  take  the  place 
of  the  national  plan.  When  this  comes  before 
our  State  Legislature,  we  should  study  it 
carefully  and  be  able  to  explain  to  others 
how  it  will  work  to  better  advantage  than 
the  national  plan.  Watch  the  papers  for  any 
new  bills  that  will  be  introduced,  either  in 
Congress  or  in  our  State  Legislature. 

We.  individually  as  doctors'  wives  and 
collectively  as  members  of  the  Auxiliary, 
could  be  of  great  influence  in  our  communi- 
ties. We  should  remember,  though,  that  as 
members  of  the  Auxiliary  we  are  ambas- 
sadors, and  as  such  should  voice  the  opinions, 
not  of  individuals,  but  of  our  State  Medical 
Society. 

Mrs.  C.  p.  Eldridge, 
Legislative  Chairman 
Raleigh 


Classified  Advertisements 


POSITION  WANTED 

SURGEON,  aged  33,  married,  finishing  five- 
year  surgical  residency  in  large  teaching 
southeastern  hospital  which  is  connected  with 
a  medical  school  desires  a  permanent  associa- 
tion with  an  individual  or  a  clinic. 
Addre^  replies  to  "T" 

P.   O.   Box  456 
Winston-Salem,  N.  C. 


DOCTOR  WANTED 

Doctor  wanted  to  take  over  well  equipped, 
eight-room  doctor's  office,  with  well  estab- 
lished practice  in  eastern  North  Carolina  town 
of  3000  population.  Eighteen  miles  distant 
from  modern  hospitals  on  route  301,  south. 

If  interested,  write 

Harrison  Drug  Company 
Enfield,  N.  C. 
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Parathyroid    Glands    and    Metabolic     Bone 
Disease.    By   Fuller   Albright,    M.D.,   Asso- 
ciate Professor  of  Medicine,  Harvard  Med- 
ical  School,  Boston,  Mass.,  and   Edward   C. 
Reifenstein,  Jr.,  M.D.,  F.A.C.P.,  Consultant- 
in-Charg-e,  Department  of  Clinical   Investi- 
gation, Sloan-Kettering  Institute  of  Cancer 
Research,  Memorial  Hospital  Cancer  Center, 
New    York:    Clinical    Research    Consultant, 
Averst,  McKenna  and  Harrison,  Ltd.,  New 
York.    Price:    $8.00.    393   pages.    Baltimore: 
The  Williams  and  Wilkins  Company,  1948. 
This  volume   represents  the  long  awaited  summary 
of  the  studies  performed  over  a  period  of  twenty- 
four  years  on  the  metabolic  ward  of  the  Massachu- 
setts General  Hospital.  The  authors  have  taken  up 
many  aspects  of  calcium  metabolism,  by  presenting 
case   summaries  with  discussions   of  the  laboratoi-y 
findings  and  their  interpretations.  The  diffei-ent  sec- 
tions are  profusely  illustrated  with  photographs  of 
patients,    photomicrographs    of    pathologic    sections, 
graphs,  and  the  unique  diagrams  of  the  mechanisms 
of  disease  which  one  has  come  to  expect  from  Dr. 
Albright.    Certain    chapters    deal    with    normal    and 
pathologic  physiology  of  the  parathyroid  gland,  and 
the  modes  of  action  of  vitamin  D  and  dihydrotachy- 
sterol;  others,  %\'ith  clinical  syndromes  such  as  hypo- 
and   hyper-parathyi-oidism,   osteoporosis,   osteomala- 
cia, and  Paget's  disease. 

The  illustrations  are  excellently  reproduced.  A 
very  complete  bibliography  of  the  original  studies 
and  reports  is  appended. 

The  book  is  a  valuable  source  of  iirformation  for 
differential  diagnosis  and  reference  on  disturbances 
involving  calcium  metabolism. 


The   Chemistry    of    Penicillin.      Edited      by 
Hans  T.  Clai-ke,  John  R.  Johnson,  and  Sir 
Robert  Robinson.  Price:  $36.00.  1094  pages. 
Princeton,      N.     J.:      Princeton     University 
Press,  1949. 
The  publication  of  this  book  was  a  truly  monu- 
mental task.  The  subject  matter  illustrates  the  po- 
tential military  importance  of  basic  scientific  inves- 
tigation. The  eventual  benefit  to  mankind  from  an 
understanding  of  the  chemistry  of  penicillin  is   in- 
calculable. Once  the  structure  of  the  drug  is  known, 
its   synthesis   can   be   accomplished,   and   the   poten- 
tiality of  synthesizing  new  related  compounds  with 
slightly    different   antibiotic    and    clinical    capacities 
is  opened  up. 

A  phenomenal  amount  of  work  and  thought  went 
into  the  experiment  compiled  here.  The  results  illus- 
trate what  can  be  accomplished  by  industrial  and 
university  laboratories  when  they  are  given  support 
by  government  and  are  left  alone.  Innumerable  ex- 
amples of  the  application  to  biologic  problems  of 
new  techniques  in  the  physical  sciences  are  given. 
Excellent  demonstrations  of  electron  density  and 
detraction  patterns  are  reproduced. 

The  publisher  has  done  an  invaluable  service  to 
the  scientific  public.  The  release  of  the  data  from 
security  restrictions  made  available  much  informa- 
tion which  would  have  swamped  the  journals  in 
which  it  normally  would  have  appeared,  so  that  pub- 
lication would  have  been  impossible  in  any  other 
fashion.  As  a  service  to  science,  the  publisher  has 
waived  his  rights  under  copyright  after  five  years 
from  the  date  of  publication. 

It  is  amazing  to  think  how  the  imagination  of 
man  can,  in  a  short  space  of  years,  translate  a 
chance  observation  on  a  stray  colony  in  a  single 
Petri  dish  to  this  mass  of  scientific  detailed  data. 


Essentials  of  Pathologv.  By  LawTence  W. 
Smith,  M.D.,  formerly  Professor  of  Pathol- 
ogy, Temple  University  School  of  Medicine; 
and  Edwin  S.  Gault,  M.D.,  Associate  Profes- 
sor of  Pathology  and  Bacteriology,  Temple 
University  School  of  Medicine.  Ed.  3.  Price: 
$12.00.  763  pages.  Philadelphia:  The  Blakis- 
ton  Company,  1948. 

This  book  is  an  interesting  departure  in  the  teach- 
ing of  pathology.  It  is  divided  into  the  two  tradi- 
tional sections  of  general  and  systemic  pathology, 
with  individual  chapters  on  such  subjects  as  disturb- 
ances of  circulation,  inflammation,  diseases  of  the 
liver  and  the  pancreas,  and  so  forth.  The  book  pre- 
sents disease  from  the  standpoint  of  individual  case 
summaries.  This  emphasis  is  that  encountered  in  the 
practice  of  medicine.  Short  clinical  histories  are 
given  along  with  the  pathologic  findings.  The  illus- 
trations are  chiefly  photomicrographs,  which  are 
well  chosen  and  reproduced.  Illustrations  of  specific 
lesions  in  patients  are  likewise  included. 

The  book  should  serve  not  only  as  a  useful  text- 
book for  undergraduate  medical  students,  but  would 
be  unusually  useful  as  a  review  in  basic  science  for 
practicing  physicians.  A  well  chosen  bibliography 
is  appended. 


The  Therapeutic  Value  of  Streptomycin.  By 

Chester  S.  Keefer,  M.D.,  Professor  of  Medi- 
cine, Boston  LTniversity  School  of  IMedicine, 
and  William  L.  Hewitt,  M.D.,  Instructor  in 
Medicine,  Boston  University  School  of  Med- 
icine. Price:  $7.00.  289  pages.  Ann  Arbor, 
Michigan:  J.  W.  Edwards,  1948. 

This  volume  reviews  and  summarizes  the  results 
obtained  in  the  first  3000  cases  treated  with  strep- 
tomycin. The  Committee  on  Chemotherapy  of  the 
Division  of  Medical  Sciences  of  the  National  Re- 
search Council  has  done  an  excellent  job  of  analyz- 
ing the  case  reports  of  the  many  individual  physi- 
cians and  scattered  investigators  in  medical  centers 
who  followed  the  patients  and  prepared  the  case 
summaries  for  analysis.  The  results  are  grouped  in 
twenty-two  chapters  according  to  types  of  infec- 
tions or  etiologic  agents.  The  toxic  reactions  are 
summarized  in  a  series  of  tables  correlating  dura- 
tion of  treatment,  dosage,  and  other  factors.  The 
work  of  individual  investigators  is  occasionally  re- 
ferred to,  but  no  attempt  is  made  to  supply  a  bibli- 
ography. 

As  is  often  the  case  in  a  field  where  knowledge 
is  very  rapidly  advancing,  the  book  now  has  chiefly 
historical  value.  It  serves  as  a  monument  to  well 
planned  cooperative  clinical  investigation  on  a  very 
useful  new  drug. 


Physician's  Handbook.  By  John  Warkentin, 
PhlD.,  M.D.,  and  Jack  D.  Lange,  M.D.  Ed.  5. 
Price:    $2.00.    293    pages.    Palo    Alto,    Cali- 
fornia: University  Medical  Publishers,  1948. 
Judged  by  the  number  of  editions  this  small  vol- 
ume has  gone  through,  it  is  serving  a  very  useful 
purpose.  The  book  summarizes  diagnostic  procedures 
and  factual  data  needed  in  day-to-day  hospital  care 
of  patients.  It  is  written  primarily  from  the  point 
of  view  of  house  oflrcers   and   students,   but  should 
be  very  useful  for  the  offices  of  all  practicing  physi- 
cians. The  book  has  been  reproduced  by  a  technique 
which  allows  the  inclusion  of  illustrations   such  as 
the  structure  of  yeasts  and  fungi,  round  woi-ms,  and 
various  graphs  and  simple  line  drawings.  The  paper 
cover   and   spiral    metal    binding   help    to    keep    the 
cost  down  and  make  it  easy  to  use  on  a  laboratory 
bench. 
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Essentials  of  Fevers.  By  Gerald  E.  Breen, 
M.D..  B.Ch.  (N.U.I.  Dub.);D.P.H.,  D.O.M.S. 
(R.C.P.,  Lond.,  R.C.S.  Eng.);  Tempy.  Divi- 
sional Medical  Officer,  Hospitals  Division, 
The  London  County  Council;  Examiner  in 
Fevers  to  the  General  Nursing  Council  of 
England  and  Wales.  Ed.  2.  Price:  $3.75.  351 
pages.  Baltimore:  The  Williams  and  Wil- 
kins  Company,  1948. 

This  small,  pocket  sized  volume  has  been  pre- 
pared as  an  elementary  textbook  for  medical  stu- 
dents. The  introductory  material  in  the  first  two 
chapters  is  concerned  with  the  types  of  infecting 
organisms,  their  portal  of  entry,  and  antigens,  the 
development  of  antibodies,  and  immunity.  The  next 
section,  dealing  with  elementary  epidemiology,  is 
followed  by  a  section  on  the  examination  and  sup- 
portive treatment  of  the  febrile  patient.  Specific 
infections  such  as  scarlet  fever,  diphtheria,  and  ty- 
phus are  then  taken  up. 

The  discussions  of  treatment  are  inadequate.  Sul- 
fonamides or  penicillin  is  mentioned  as  a  possible 
means  of  attack  in  scarlet  fever,  as  is  para-amino- 
benzoic  acid  in  typhus;  but  no  evaluation  of  their 
usefulness  is  attempted. 

There  are  sixteen  colored  plates  reproducing  the 
author's  drawings  of  the  various  rashes.  The  charac- 
teristics of  each  rash  have  been  accentuated  to  bring 
out  the  specific  points. 


A  Brief  Historj-  of  the  South  Carolina 
Medical  Association  to  which  are  added 
short  historical  sketches  of  various  medical 
institutions  and  societies  of  South  Carolina. 
197  pages.  Charleston:  South  Carolina  Med- 
ical Association,  1948. 

Brief  is  the  word  for  this  book.  Modestly  the  edi- 
torial committee  "does  not"  pretend  to  cover  the 
broad  subject  of  "modern  medicine  in  South  Caro- 
lina; .  .  .  but  only  a  sketch  of  medicine  in  the  State 
...  in  its  organized  form  ...  a  brief  story  of  those 
agreements  and  disagreements  [sic!]  between  physi- 
cians themselves,  between  physicians  and  the  public, 
or  its  legislatures." 

Only  eighty-two  of  the  total  of  197  pages  consti- 
tute the  main- narrative  of  the  history.  The  fifteen 
chapters  begin  ^vith  "Medicine  in  Colonial  South 
Carolina,"  and  include  such  important  titles  as  "The 
First  Medical  College,"  "Beginning  of  the  State 
Medical  Association,"  "Medicine  in  1848,"  "The  Civil 
War — Reorganization,"  "The  Journal,"  "Growth  of 
Hospitals,"  and  others.  The  remaining  115  pages 
■  are  made  up  of  short  sketches  of  the  county  socie- 
ties, accounts  of  special  groups,  state  institutions, 
and  the  Woman's  Auxiliary,  and  finally  lists  of 
officers  and  committees. 

The  story  of  the  early  days,  which  especially  con- 
cerns the  city  of  Charleston,  is  written  in  a  vigor- 
ous, entertaining  style  and  makes  interesting  read- 
ing. It  must  be  remembered  that  the  first  medical 
organization  in  the  state  was  purely  local,  since  vir- 
tually all  the  doctors  were  concentrated  in  Charles- 
ton. The  original  organization,  the  Medical  Society 
of  South  Carolina,  was  chartered  in  1794  and  re- 
mains today  under  the  same  name,  though  entirely 
confined  to  the  city  of  Charleston;  consequently, 
when  a  state-wide  organization  was  formed  in  1848, 
it  had  to  have  another  name,  The  South  Carolina 
Medical  Association. 

Illustrations,  excellent  for  the  most  part,  are 
scattered  throughout  the  book.  They  add  much  to  the 
understanding  of  the  text  and  to  the  historic  per- 
spective of  the  times. 


A.M. A.  Interns'  Manual.  201  pages.  Price, 
$2.25.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1948. 
This  pocket  sized  book  is  divided  into  sections 
dealing  with  general  information  on  internships  and 
residencies,  clinical  and  laboratory  data,  drug  ad- 
ministration, diet  and  nutrition,  and  other  subjects. 
An  attempt  is  made  to  summarize  accepted  emer- 
gency procedures  as  they  would  be  used  in  an  acci- 
dent ward.  The  methods  of  performing  common  lab- 
oratory tests  and  their  interpretation  are  included. 
One  chapter  utilizing  larger  type  quotes  the  dosage 
of  commonly  prescribed  medication  as  taken  from 
Useful  Drugs.  The  section  on  diet  and  nutrition  is 
well  organized  and  contains  a  short  bibliography. 
The  chapter  on  la\\'ful  scope  of  intern  practice 
should  be  illuminating  to  most  house  officers.  The 
book  will  prove  useful  to  interns  and  medical  stu- 
dents. 


Reports   of   the   Council  on   Pharmacy   and 
Chemistry  of  the  American  Medical  Asso- 
ciation for  1947.  126  pages.  Chicago:  Ameri- 
can Medical  Association,  1948. 
The  American  Medical  Association  at  intervals  re- 
views the  evidence  on  the  efficacy  of  various  thera- 
peutic agents.  This  small  volume  is  compiled  from 
individual  reports   published   in   the   Journal  of  the 
American   Medical   Association.   The   current   status 
of  streptomycin  in  tuberculosis,  of  gold  therapy  in 
arthritis,   and  of  methionine  in  the  prevention  and 
treatment  of  liver  injury  is  discussed.    The  reasons 
for   the   omission   of   certain   drugs   from   New   and 
Nonofficial  Remedies  are  given.  In  some  instances,  as 
with  sulfapyridine,  superior  drugs  have  been  devel- 
oped which  limit  the  usefulness  of  the  drug.  In  other 
cases,    as   with    sulfonamides   for   local    application, 
promiscuous  use  of  the  drug  has  resulted  in  an  in- 
crease in  sensitization  phenomena. 

These  reports  serve  a  very  useful  purpose  to  the 
profession. 


New  and  Nonofficial  Remedies.  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical    Association.    799    pages.    Philadel- 
phia: J.  B.  Lippincott  Company,  1948. 
New  and  Nonofficial  Remedies  is  a  compilation  of 
succinct   statements   on   the   actions,   uses,   dosages, 
tests,   and  standards   of  preparation   of  new  drugs. 
In  addition  to  making  available  scientific  infomiation 
which  is  difficult  to  find  elsewhere,  the  Council  re- 
views the  advertising  to  the  public  and  the  thera- 
peutic   claims     of   the   manufacturer.     The     various 
agents  are  listed  in  twenty-four  separate  chapters, 
such    as    "Analgesics,"    "Contraceptives,"    "Serums 
and   Vaccines,"    "Vitamins    and    Vitamin    Prepara- 
tions." References  to  original  articles  or  reports  in 
the  literature  are  given  in  a  bibliographic  index. 

This  book  serves  a  very  useful  purpose  for  all 
practicing  physicians  and  should  be  on  every  doctor's 
desk. 


"New  Products" 
To  help  the  business  community  keep  a  practical 
eye  on  the  flood  of  new  products  now  rolling  off 
production  lines,  more  than  a  thousand  new  products 
and  services  now  ready  for  marketing  have  just 
been  compiled  into  a  compact  80-page  1949  "New 
Products"  booklet  by  The  N.  Y.  Journal  of  Commerce. 
Copies  of  this  1949  edition  of  "New  Products"  may 
be  had  at  50  cents  each  from  the  N.  Y.  Journal  of 
Commerce.  63  Park  Row,  New  York. 
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National  Military  Establishment 

Reorganization  of  Army  Hospitals  to  Conserve 
Medical  Personnel 

Major  General  Raymond  W.  Bliss,  The  Surgeon 
General  of  the  Army,  has  announced  the  proposed 
streamlining  of  wartime  military  hospitals  in  over- 
seas theaters,  to  effect  greater  economy  in  the  use 
of  personnel  in  scarce  professional  categories. 

Final  details  are  being  completed  and  will  be 
field-tested  in  the  near  future.  It  is  expected  that 
there  will  be  more  units  consisting  of  equipment  and 
administrative  personnel  than  there  will  be  profes- 
sional complements.  It  is  planned  that  the  profes- 
sional complements,  once  their  duties  in  a  hospital 
have  been  completed  and  the  patients  evacuated,  will 
move  as  a  team  to  another  hospital  unit  which  has 
been  made  ready  in  a  more  forward  area  of  the 
combat  zone.  Professional  complements  will  be  fur- 
ther augmented  by  specialist  teams  as  required.  This 
will  likewise  contribute  to  greater  utilization  of 
specialists. 

Secretary    Forrestal   Names    Campaign    Committee 
To   Obtain   Physician  and   Dentist   Volunteers 

A  national  campaign  seeking  physician  and  dentist 
volunteers  for  the  Armed  Forces  began  in  February. 

The  National  Military  Establishment  estimates 
that  aproximately  18,000  young  men  received,  in 
whole  or  in  part,  their  professional  educations  at 
governmeni:  expense  under  the  ASTP  and  V-12  pro- 
grams. Of  these,  some  10,000  have  served  in  the 
Armed  Forces.  The  8,000  of  this  group,  and  around 
7,000  more  who  were  deferred  to  continue  their  pro- 
fessional educations  at  their  own  expense,  did  not 
see  combat.  They  will  now  be  asked  to  volunteer  for 
a  period  of  one  or  tw-o  years  of  service. 

The  drive  was  proposed  to  Secretary  Forrestal  by 
his  recently  appointed  Armed  Forces  Medical  Ad- 
visory Committee  as  a  prerequisite  to  any  resort  to 
compulse  ry  induction  of  such  personnel. 

The  program  proposed  by  the  committee  would 
be  a  cooperative  effort  by  the  medical  and  dental 
professions  and  the  medical  services  of  the  Armed 
Forces.  The  committee  pointed  out  that  estimated 
shortages  in  the  Armed  F'orces  by  the  end  of  July, 
1949  will  be  about  1,600  physicians  and  about  1,160 
dentists.  By  next  December  this  shortage  will  total 
approximately  2,200  physicians  and  1,400  dentists. 

Physicians  and  dentists  who  volunteer  for  service 
will  be  used,  as  far  as  possible  and  feasible,  in 
assignments  commensurate  with  their  professional 
skills  and  abilities.  Arrangements  would  be  made  by 
the  services  to  allow  individuals  who  volunteer  at 
this  time  to  finish  their  training  periods  before  be- 
ing called  to  active  duty.  Calls  to  active  service 
would  be  staggered  so  as  to  cause  minimum  disrup- 
tion to  civilian  hospital  training  programs. 


Examinations    for    Appointment    in    Navy    Medical 

Corps  to  Be  Held  April  4-8,  1949,  at 

Naval   Hospitals 

Examinations  for  the  selection  of  candidates  for 
appointment  to  the  grade  of  lieutenant  (junior 
grade)  in  the  Medical  Corps  of  the  Navy  will  be 
conducted  at  all  Naval  Hospitals  in  continental 
United  States  during  the  period  April  4-8,  1949. 

Graduates  of  approved  medical  schools  in  the 
United  States  or  Canada  who  have  completed  intern 
training   in   accredited   hospitals   or   who   will    com- 


plete such  training  within  four  months  of  the  date 
of  the  examination,  and  who  are  physically  and 
otherwise  qualified,  may  be  examined  for  appoint- 
ment as  lieutenant  (junior  grade)  in  the  Navy  Med- 
ical Corps.  Candidates  must  be  less  than  32  years 
of  age  at  the  time  of  appointment. 

Detailed  information  concerning  the  form  and  pro- 
cedure of  application  may  be  obtained  from  the 
nearest  Naval  Officer  Procurement  office  or  from  the 
Bureau  of  Medicine  and  Surgery,  Navy  Department, 
Washing-ton  25,  D.  C. 


Federal  Security  Agency 

Today  there  are  nearly  sixteen  million  youngsters 
between  6  and  12  years  old — more  than  ever  before. 
They  account  for  more  than  a  third  of  all  the  na- 
tion's children.  Yet  very  little  has  been  written  for 
parents  on  the  care  of  these  millions  of  6  to  12  year 
olds.  To  help  meet  this  need,  the  Children's  Bureau, 
of  the  Federal  Security  Agency,  has  published  "Your 
Child  from  Six  to  Twelve."  The  booklet  completes 
the  Bureau's  series  of  five  bulletins  for  parents  on 
child  care,  from  the  prenatal  period  through  adoles- 
cence. 

Written  in  informal  style,  "Your  Child  from  Six  to 
Twelve"'  has  many  common  sense  suggestions  in 
dealing  with  the  various  aspects  of  childhood  at  this 
age. 

Single  copies  of  "Your  Child  from  Six  to  Twelve" 
are  available  to  parents  without  charge  from  the 
Children's  Bureau,  Federal  Security  Agency,  Wash- 
ington 25,  D.  C.  Copies  may  also  be  purchased  from 
the  Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.  C,  at  20  cents 
each,  with  the  usual  10  per  cent  discount  on  100  or 
more  copies. 

Infant    Mortality,    1947 

The  irifant  mortality  rate  in  1947  was  the  lowest 
on  record,  according  to  figures  released  recently  by 
the  National  Office  of  Vital  Statistics  of  the  Public 
Health   Service,  Federal   Security  Agency. 

The  five  leading  causes  of  infant  deaths  in  1947 
and  the  infant  mortality  rates  for  each  are:  pre- 
mature birth,  11.1;  congenital  malformations,  4.6; 
pneumonia  and  influenza,  3.6;  injury  at  birth,  3.5; 
and  asphyxia  and  atelectasis,  1.6.  These  leading 
causes  accounted  for  75.7  per  cent  of  all  the  infant 
deaths  in  1947.  This  was  the  first  year  that  asphyxia 
and  atelectasis  ranked  among  the  five  leading  causes 
of  infant  deaths  and  that  diarrhea,  enteritis,  and 
ulceration  of  the  intestines  has  not  been  in  this 
group. 

Births   Remain  High   in   1948 

The  second  largest  number  of  births  in  the  his- 
tory of  this  country  occurred  during  1948.  This  in- 
formation, released'  by  Federal  Security  Adminis- 
trator Oscar  R.  Ewing.  summarized  data  prepared 
by  the  National  Office  of  Vital  Statistics  of  the  Pub- 
lic Health  Service.  The  number  of  live  births  regis- 
tered during  1948  was  estimated  at  3,559,000  or  only 
about  4  per  cent  below  the  all-time  high  of  3,699,940 
for  1947. 


Veterans  Administration 

Dr.  Roy  A.  Wolford  of  Washington,  D.  C.  (5929 
Nebraska  Avenue,  N.W.)  has  been  appointed  assist- 
ant medical  director  for  Professional  Service  in  the 
Veterans  Administration  Department  of  Medicine 
and  Surgery. 
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Duke  University,  the  medical  profession, 
and  the  public  at  large  suffered  a  great  loss 
in  the  death  of  Josiah  Charles  Trent  on 
December  10,  1948.  Born  in  Okmulgee, 
Oklahoma,  on  August  7,  l'.)14,  the  son  of 
Josiah  Charles  and  Mary  Simpson  Trent,  he 
was  the  youngest  of  four  children.  At  an 
early  age  he  lost  through  death  the  guiding 
hand  of  his  father.  However,  in  the  words 
of  his  wife,  "there  stemmed  from  his  early 
training  by  his  mother  and  developed  in 
strength  throughout  the  years  a  deep  and 
abiding  faith  in  God,  which  was  steadfast 
to  the  last.  He  knew  that  there  was  some- 
thing beyond  science — and  that  the  order 
in  the  universe  was  proof  of  God's  plan." 

Dr.  Trent  received  his  A.B.  degree  from 
Duke  University  in  1934  and  graduated  in 
medicine  from  the  University  of  Pennsyl- 
vania in  1938.  Immediately  thereafter,  on 
June  24,  he  married  Mary  Duke  Biddle,  be- 
ginning ten  and  a  half  years  of  ideally  happy 
married  life  with  one  who  understood  the 
problems  and  hardship  of  a  surgical  train- 
ing, and  who  ever  encouraged  him  in  his 
effoi'ts.  Enthusiastically  she  exemplified  the 
words  of  Ruth  to  Naomi :  "Whither  thou 
goest  I  will  go."  Working  under  such  stim- 
ulating conditions  and  with  an  already  es- 
tablished interest  in  the  scholarly  side  of 
medicine,  he  crowded  into  the  short  time 
allotted  him  far  more  than  many  accomplish 
in  a  full  lifetime.  This  is  all  the  more  note- 
worthy when  it  is  realized  that,  for  the  last 
eight  years  of  his  life,  he  carried  on  in  the 
shadow  of  an  incurable  condition,  with  in- 
creasingly frequent  interruptions  by  oper- 
ations or  treatments. 

In  order  to  build  on  a  firm  foundation,  he 
began  his  surgical  training  with  an  intern- 
ship in  medicine,  which  was  taken  at  the 
Henry  Ford  Hospital.    During  the  next  six 


years  of  intensive  training  in  surgery  at 
Duke  University  Hospital,  he  found  time  to 
put  in  many  hours  in  organizing  and  run- 
ning a  blood  bank,  and  was  greatly  inter- 
ested in  the  starting  of  a  Division  of  Anes- 
thesiology. After  the  completion  of  his  resi- 
dency training,  he  was  offered  at  Duke  the 
choice  of  an  appointment  as  a  junior  member 
of  the  department  in  general  surgery,  or  the 
opportunity  of  taking  over  and  developing 
the  Division  of  Thoracic  Surgery.  His  deci- 
sion was  to  assume  the  more  exacting  respon- 
sibilities in  thoracic  surgery,  provided  he 
could  have  two  additional  years  in  which  to 
develop  further  his  abilities  in  this  field.  He 
was  given  the  opportunity,  and  accepted  an 
appointment  as  instructor  in  thoracic  sur- 
gery at  the  University  of  Michigan  under 
Dr.  John  Alexander. 

Approximately  one  and  a 
the  relentless  progress  of 
lymphosarcoma,  heretofore 
gave  signs  of  intracranial  involvement. 
Within  a  few  days  after  a  craniotomy,  which 
he  knew  only  relieved  the  intracranial  pres- 
sure, he  was  released  at  his  request  from  the 
University  of  Michigan  appointment  in  order 
to  begin  at  once  the  organization  of  the  Divi- 
sion of  Thoracic  Surgery  at  Duke  Hospital. 

During  the  two  years  remaining.  Dr. 
Trent  made  rapid  progress  in  the  develop- 
ment of  this  division — frequently  at  his  own 
expense,  when  otherwise  there  would  be  un- 
avoidable delay.  It  was  closely  correlated 
with  the  medical  division  on  chest  diseases, 
b>'  joint  conferences  and  outpatient  clinics. 
Bronchoscopic  clinics  and  conferences  in  the 
neighboring  tuberculosis  sanatoria  were  also 
arranged.  His  greatest  interest  was  the  devel- 
opment of  a  service  rendering  the  best  care 
to  the  patient  and  at  the  same  time  permit- 
ting the  highest  type  of  teaching  of  under- 


half  years  later 
his  disease,  a 
held  in    check, 
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graduate  and  graduate  students  of  medicine. 
Throughout  this  period  he  missed  no  oppor- 
tunity to  pass  on  his  knowledge  to  colleagues 
who  would  later  have  to  carry  on,  and  he  en- 
couraged them  to  take  a  large  part  of  the 
operative  work.  He  made  repeated  efforts  to 
establish  a  research  laboratory  in  respiratory 
physiology,  but  space  could  not  be  obtained. 
However,  research  was  encouraged  success- 
fully, under  the  prevailing  inadequate  con- 
ditions. His  efforts  bore  fruit,  and  it  now 
seems  certain  that  the  research  laboratory 
will  soon  become  a  reality. 

During  these  years  of  intensive  training 
and  organizational  work,  his  scholarly,  cul- 
tural, and  humanitarian  activities  kept  pace 
with  the  scientific.  Having  become  inter- 
ested, early  in  his  career,  in  the  history  of 
medicine,  he  has  assembled  one  of  the  most 
outstanding  medical  historical  libraries  in 
this  country  in  private  hands.  It  contains 
about  5,000  volumes  and  2,000  manuscripts, 
with  special  collections  of  Benjamin  Rush, 
S.  Weir  Mitchell,  and  Benjamin  Waterhouse. 
There  are  outstanding  collections  of  manu- 
scripts on  anesthesia,  on  insect  transmission 
of  yellow  fever,  and  on  vaccination.  There 
are  also  special  collections  of  pharmacy  jars, 
medical  portraits,  old  surgical  instruments, 
and  the  largest  collection  of  ivory  anatomical 
manikins  in  this  country.  Inscribed  over  the 
fireplace  in  his  library  is  his  favorite  quota- 
tion from  George  Santayana :  "Those  who 
cannot  remember  the  past  are  condemned  to 
repeat  it." 

The  interest  of  Dr.  and  Mrs.  Trent  as  col- 
lector.s  also  extended  to  Walt  Whitman,  and 
the  Trent  Whitman  collection  (one  of  the 
outstanding  collections  of  Whitman  books 
and  manuscripts  in  the  United  States)  was 
presented  to  Duke  University  in  honor  of 
their  four  daughters — Mary,  Sarah,  Rebecca, 
and  Barbara.  In  1945  the  University  pub- 
lished a  catalogue  of  this  collection  compiled 
by  Mrs.  Ellen  Frey  Limouze.  One  of  Dr. 
Trent's  last  papers  was  the  original  publica- 
tion of  a  medical  case  history  of  Vvalt  Whit- 
man. 

During  these  years  he  published  more  than 
fifty  articles,  edited  in  the  North  Carolina 
Medical  Journal  the  "Thumbnail  Sketches 
of  Eminent  Physicians,"  including  series  of 
articlet.  on  "Eminent  Physicians,"  "The  Evo- 
lution of  the  Aseptic  Principle  in  Surgery." 
"The  Story  of  Yellow  Fever,"  "Obstetrics 
and  Gynecology  in  America,"  and  "Chapters 


in  the  Hi.stcry  of  Thoracic  Surgery." 

During  1947  and  1948  he  conducted  at 
Duke  a  series  of  lectures  on  the  history  of 
medicine.  As  late  as  June,  1948,  he  planned 
and  conducted  the  historical  section  at  the 
meeting  of  the  American  Medical  Associa- 
tion in  Chicago,  at  which  time  he  had  pio- 
neers in  various  fields  present  papers  on  their 
discoveries,  his  concept  being  to  present 
"Living  Medical  History."  At  the  time  of  his 
death  he  was  working  on  two  books,  which 
are  to  be  published :  "The  Life  of  Benjamin 
Waterhouse"  (Henry  Schuman,  publishers) 
and  "Surgical  Classics"  (Charles  Thomas, 
publishers).  He  served  on  the  editorial  board 
of  the  North  Carolina  Medical  Journal 
for  1947  and  1948,  had  been  chairman  of  the 
Libraiy  Committee  of  the  Duke  University 
School  of  Medicine  since  1947,  was  a  mem- 
ber of  the  editorial  board  and  one  of  the 
Founders  of  the  Journal  of  the  Hhtorn  of 
Medicine  and  Allied  Sciences,  and  was  an 
Honorary  Consultant  of  the  Army  Medical 
Library. 

From  January,  1948,  until  his  death  he 
gave  much  of  his  time  and  effort  as  a  trustee 
of  the  Lincoln  Hospital,  which  was  originally 
given  by  the  Duke  family  for  the  Negroes  of 
Durham.  His  thoughts  were  ever  on  the  side 
of  tolerance,  fairness,  and  better  understand- 
ing as  the  essentials  in  dealing  with  matters 
involving  racial  relationships.  He  believed 
that  the  solution  was  Christianity  and 
Chrisfs  teachings. 

On  the  side  of  scientific  medicine  he  was 
a  member  of  his  local,  state,  and  national 
medical  societies,  the  Society  of  University 
Surgeons,  the  American  Trudeau  Society,  the 
American  Board  of  Surgery,  was  an  associ- 
ate member  of  the  American  Association 
for  Thoracic  Surgery,  and  was  a  member  of 
the  Founders  Group  of  the  American  Board 
of  Thoracic  Surgery.  In  1947  and  again  in 
1048  he  was  elected  secretary-treasurer  of 
his  local  medical  society. 

In  connection  with  his  cultural  and  his- 
torical activities  he  was  a  member  of  the 
American  Association  of  the  History  of  Med- 
icine, of  the  Charaka  Club  of  New  York  (or- 
ganized in  November,  1898,  by  a  number  of 
medical  men  of  New  York  City  with  Dr. 
Osier  as  an  honorary  member,  to  promote 
interest  in  the  literary,  artistic  and  historical 
aspects  of  medicine) ,  and  of  the  Grolier  Club 
of  New  York  City,  one  of  the  oldest  clubs  in 
America  for  book  collectors. 
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Much  space  has  been  necessary  merely  to 
recount  the  scientific  and  literary  accom- 
plishments of  Dr.  Trent.  The  greater  em- 
phasis, however,  should  be  placed  on  the 
character  of  the  man  which  enabled  him  to 
carry  on  under  conditions  of  health  that 
would  have  broken  the  spirit  of  most.  With 
his  miiny  and  varied  interests,  he  found  the 
time  for  a  happy  and  stimulating  home  life 
with  his  wife  and  four  daughters.  During 
the  years  of  residency  training,  in  view  of 
the  connection  between  his  wife  and  the  fam- 
ily which  had  supported  Trinity  College  and 
founded  Duke  University,  he  lived  much  of 
the  time  in  a  rented  house,  lest  the  acquisi- 
tion of  a  home  suitable  for  his  family  needs 
be  interpreted  by  some  as  an  indication  that 
he  expected  to  be  given  a  permanent  place 
on  the  staff.  It  can  be  emphatically  stated 
that  every  appointment  he  received  at  Duke 
was  made  on  the  basis  of  his  ability  and  ac- 
complishments. 

My  first  knowledge  of  his  illness  came 
when  he  asked  me  to  explore  his  abdomen  for 
a  mass  which  he  had  known  to  be  present 
for  a  number  of  months.  In  reply  to  the  ques- 
tion about  the  delay,  he  stated,  "I  have  con- 
sidered all  the  possibilities  and  they  are  all 
bad,  so  I  waited  for  the  birth  of  my  baby  and 
then  for  another  Christmas  for  the  family 
unmarred  by  my  illness."  After  learning 
the  nature  of  the  mass  and  the  fact  that 
there  was  involvement  of  all  the  mesenteric 
and  retroperitoneal  lymph  nodes,  he  never 
discussed  his  condition  with  either  colleagues 
or  fam.ily,  except  insofar  as  was  necessary 
for  his  subsequent  treatment.  He  did  tell  his 
mother  shortly  before  his  death  that  he  had 
been  very  fortunate  in  having  been  given  so 
many  years  after  he  had  developed  an  incur- 
able condition. 

In  summary,  I  would  say  that  Joe  Trent 
knew  early  in  his  medical  career  what  he 
wanted  and  what  was  necessary  to  get  it. 
Under  the  shadow  of  an  incurable,  but  slowly 
progressive,  malignancy  he  did  not  waver  in 
his  course,  but  accelerated  his  pace  to 
counteract  the  limiting  factor  of  time.  Fol- 
lowing his  operations  he  returned  early  to  his 
professional  activities  rather  than  take  long 
periods  for  convalescence.  He  carried  on  up 
to  the  end,  even  though  he  was  easily 
fatigued,  ran  an  intermittent  fever,  had  to 
take  afternoon  rest  periods,  and  had  his 
activities  interrupted  at  increasingly  fre- 
quent intervals  by  roentgen  therapy,  or  ni- 
trogen mustard  therapy  and  blood  transfu- 


sions, given  in  an  attempt  to  control  a  con- 
dition that  gradually  became  more  widely 
disseminated  and  recurred  more  rapidly 
after  each  treatment. 

Here  truly  was  a  man  of  character  and  de- 
termination, cut  down  .early  in  life,  but  ac- 
complishing much  scientifically,  culturally, 
and  in  the  art  of  living.  Working  in  the 
shadow  of  an  illness  which  he  knew  could 
not  be  conquered,  he  outdistanced  it  in  ac- 
complishments, ignored  it  in  spirit,  and 
never  surrendered  to  its  physical  inroads. 
As  one  of  his  colleagues  said,  "His  life  was 
a  combination  of  courage  and  achievement 
which  was  an  inspiration  to  all  who  knew 
him.  He  combined  a  rare  balance  of  char- 
acter, fortitude,  scholarship,  professional 
ability  and  personal  charm." 

Deryl  Hart,  M.D. 

Durham 
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THE  DEVELOPMENT  OF  MODERN 
THORACIC  DIAGNOSIS 

Warner  Lee  Wells,  M.D.,  F.A.C.S. 
Raleigh 

Improved  methods  of  treatment,  whether 
they  be  medical  or  surgical,  inevitably  follow 
greater  accuracy  in  diagnosis.  Only  in  pro- 
portion to  our  understanding  of  disease  can 
we  reckon  our  success  in  treatment. 

Percussion 

The  story  of  modern  thoracic  diagnosis 
began  in  the  year  1761,  when  Leopold  Auen- 
brugger,  physician-in-chief  to  the  Hospital 
of  The  Holy  Trinity  in  Vienna,  published 
his  little  volume,  "Inventum  Novum,"  in 
which  he  set  down  his  simple  and  concise 
observations  on  the  art  of  percussion.  De- 
spite Rosiere  de  la  Chassagne's  translation 
in  1770'",  this  great  discovery  was  slighted 
and  remained  practically  unnoticed  until  it 
was  reintroduced  by  Corvisart,  the  court 
physician  of  Napoleon  I,  in  1808 — a  year 
before  Auenbrugger's  death. 

The  life  of  one  genius  touched  the  life  of 

another,  and  we  find  Laennec,  in  a  day  when 

professional  jealousy  was  even  greater  than 

it  is  today,  saying  of  Auenbrugger : 

"I  feel  confident  that  physicians  who  have  been 
regularly,  and  for  some  time,  engaged  in  opening- 
dead  bodies,  will  agree  with  me  when  I  assert  that, 
before  the  discovery  of  Auenbrugger,  one  half  of 
the  peri-pneumonies  and  acute  pleurisies  and  almost 
all  the  chronic  pleurisies  must  have  necessarily  been 
overlooked;  and  that,  even  in  the  case  where  the 
tact  of  an  experienced  practitioner  led  him  to 
suspect  one  or  other  of  these  affections,  it  was  rrirely 
capable  of  inspiring  him  with  sufficient  confidence 
to  pursue  a  decided  course  of  practice."'-) 

Ausciiltatio)i 

We  quite  naturally  think  of  Laennec  as 
the  next  important  contributor  in  the  field  of 
thoracic  diagnosis,  and  in  this  generation 
we  glibly  and  patently  dismiss  him  after 
noting  that  he  introduced  the  stethoscope. 
This  he  did — and  this  discovery  is  one  of 
the  most  significant  in  the  history  of  diag- 
nosis. It  was,  however,  the  man  and  his  mind 
that  brought  greatness  to  his  discovery. 
Laennec's  stethoscope — at  first  a  roll  of 
paper  and  later  a  wooden  tube — was  intro- 
duced in  1817'"'.  Within  the  short  space  of 
two  years,  so  diligently  did  he  employ  this 
aid  to  his  senses,  he  was  able  to  publish  his 

1.  Garrison.  F.  H. ;  Introduction  to  the  History  of  Medicine, 
ed.  4,  Philadelphia.  W.  B.  Saunders  Company,  1920,  p.  414. 

2.  Brown,  L. :  The  Story  of  Clinical  Pulmonary  Tubereulosis, 
Baltimore.  Williams  and  Wilkins,  1!14I.  p.  113. 

3.  Garrison.   F.   H.(l),   pp.  411-413. 


immortal  work,  "De  I'auscultation  mediate," 
the  foundation  of  modern  knowledge  on  dis- 
eases of  the  chest.  Laennec's  second  edition, 
"Traite  de  maladies  des  poumons  et  du 
coeur,"  published  in  1826,  presented  disease 
with  respect  to  diagnosis,  pathology  (he  was 
an  expert  pathologist),  and  treatment.  Never 
before  had  the  diagnostic  signs  of  heart  and 
lung  disease  been  put  on  so  reliable  a  basis. 
Osier  considered  Laennec's  description  of 
pneumonia  so  excellent  that  he  recommended 
it  to  his  students  for  study,  and  Thomas 
Addison  remarked  that  "Laennec  contrib- 
uted more  toward  the  advancement  of  the 
medical  art  than  any  other  single  individ- 
ual." 

Laennec  was  the  first  to  describe  and  dif- 
ferentiate bronchiectasis,  pneumothorax, 
hemorrhagic  pleurisy,  pulmonary  gangrene, 
infarct,  emphysema,  pulmonary  carcinoma, 
and  esophagitis.  He  defined  the  anatomic 
tubercle,  or  postmortem  wart,  of  tuberculo- 
sis. The  terms  egophony,  pectoriloquy,  me- 
tallic tinkle,  and  rales — crepitant,  mucous, 
sonorous,  and  sibilant — began  with  Laennec. 
His  awareness  of  the  importance  of  patho- 
logic anatomy  in  clinical  medicine  prompted 
him  to  introduce  it  as  a  course  in  1803.  Yet, 
as  Castiglioni'"  points  out  ironically,  Laen- 
nec's name  in  medical  terminology  is  not 
attached  to  any  of  his  great  achievements, 
but  to  a  description  of  the  hobnail  liver, 
recognized  since  the  days  of  Hippocrates! 

Laennec's  discoveries  imparted  a  degree 
of  accuracy  to  physical  diagnosis  of  the  chest 
that  was  to  remain  unamplified  until  the  dis- 
covery of  x-ray,  seventy  years  later.  He 
died  in  1826  at  the  age  of  45 — a  victim  of 
tuberculosis.  His  logical  successor,  Louis, 
had  just  finished  his  apprenticeship  at  La 
Charite. 

History  Taking 

Today  we  have  become  so  hasty  in  our 
questioning  and  examining  of  patients,  and 
so  ready  to  rely  on  mechanical  aids  to  diag- 
nosis that  we  lose  sight  of  the  importance 
of  accurate  history  taking,  and  forget  that 
this  simple  means  of  examination  yielded 
some  of  the  most  important  discoveries  in 
diagnosis.  It  is  perhaps  coincidental  that 
the  great  men  back  of  these  discoveries  were 
particularly  interested  in  diseases  of  the 
chest. 

Paris  was  the  medical  center  of  the  world 

4.  Castiglioni,  A.:  A  History  of  Medicine,  translated  and 
edited  by  E.  B.  Krumbhaar,  Xe\v  York,  Alfred  A.  Knopf, 
1941,    p.    701      . 
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for  the  first  four  decades  of  the  nineteenth 
century.  Its  great  hospitals,  Hotel  Dieu,  La 
Charite,  La  Pitie,  were  crowded  with  pa- 
tients, so  classified  and  directed  through  a 
central  agency  that  like  diseases  could  be 
assembled  for  special  study;  and  when  death 
intervened,  autopsies  were  performed  on  all 
bodies.  Students  not  infrequently  outnum- 
bered the  patients,  assembling  before  day- 
light to  make  rounds  with  the  brilliant 
teachers  who  vied  with  one  another  for  pa- 
tients, students,  and  clinical  i-enown. 

In  such  an  atmosphere  worked  one  of  the 
great  figures  of  the  day,  Pierre  Charles 
Alexandre  Louis''",  introducer  of  the  numei'- 
ical  method  into  medicine.  Born  in  Ai  in 
1787,  a  student  in  Rheims  and  a  graduate  in 
Paris,  Louis  practiced  in  Russia  for  six 
years.  Frustrated  and  dissatisfied  with  the 
uncertainties  he  faced  in  practice  and  eager 
for  more  exact  knowledge,  he  returned  to 
Paris  in  1819  and  began  an  apprenticeship 
at  La  Charite  that  lasted  seven  years.  His 
entire  time  was  concentrated  on  rigorous, 
impartial  observation.  It  was  here  that  he 
formed  the  habit  of  carefully  questioning 
patients,  making  exact  notes,  and  correlating 
the  symptoms,  physical  signs,  and  autopsy 
findings  that  became  the  numerical  method, 
the  understructure  of  modern  diagnosis.  He 
continued  his  work  at  La  Pitie. 

"I  trust  that  I  shall  never  forget,"  wrote  James 
Jackson,  Jr."'',  "the  importance  which  Louis  gives 
to  his  first  two  questions,  and  the  untiring  patience 
with  which  he  repeats  them,  until  he  has  settled,  so 
far  as  possible,  the  truth.  'Depiiis  quand  etes  vous 
malade?'  Perhaps  the  answer  is  three  days  or  three 
weeks;  whatever  be  this  answer,  however,  the  first 
question  is  invariably  followed  by  a  second;  'Avant 
ce  temps-la  etiez  vous  tout  a  fait  bien  portent,  tout 
a  fait,  tout  a  fait  7'  Then  follows  a  most  exact  in- 
vestigation of  the  symptoms,  from  the  first  depart- 
ure fi-om  health  to  the  present  moment." 

With  the  use  of  a  diagnostic  tool  of  such 
value,  is  it  any  wonder  that  Louis  was  the 
first  to  diagnose  early  tuberculosis,  or  that 
his  pupil,  Jules  Fournet,  in  his  book  on  tu- 
berculosis in  1838'"',  should  be  the  first  to 
appreciate  the  significance  of  the  night- 
sweat,  the  diurnal  temperature  rise,  anor- 
exia, and  the  loss  of  a  little  weight?  On  this 
side  of  the  Atlantic,  Gerhard'*',  Louis'  most 
brilliant  American  student,  published  a 
treatise  in  1836  on  diseases  of  the  chest  that 

.■;.    Brown.  L. (•-■■).  p.  lin. 

(i.    Bro'.vn.   L.(2).  p.    121, 

7.  Fournet.  J.:  Quelqnes  Rwultats  iles  Reclierclies  Cliiiiqueji 
sur  L'.-Vuscnltntinn  rtes  Or^jines  Respiratoire:?  et  sur  le 
Premiere  Period   de   In  Phtliisic   Pulmonaire,   Paris',   1R3!). 

s.  Gerliard.  W.  V,'.:  On  tlie  Diasnosis  of  Diseases  of  tlie 
Cli?st,   Pliiladelpliia.   Key  and   Biddle,   1836. 


was  the  most  authoritative  work  on  the  sub- 
ject before  the  time  of  Flint. 

Bacferiologic  Methods 

The  next  step  in  the  refinement  of  thoracic 
diagnosis  was  introduced  with  the  founda- 
tion of  bacteriology.  Koch''",  applying  Pas- 
teur's principles,  developed  the  theory  of 
specific  infectious  disease,  and  his  master- 
piece, "The  Etiology  of  Tuberculosis,"  ap- 
pearing in  1882,  not  only  proved  the  specific 
etiology  of  this  disease,  but  for  the  first  time 
set  forth  the  "postulates"  for  establishing 
the  pathogenic  character  of  a  given  micro- 
organism. 

Edward  Trudeau''"'  was  one  of  the  first 
to  emphasize  the  importance  of  sputum  ex- 
amination in  clinical  tuberculosis.  He  was 
already  at  work  in  his  cottage  sanatorium 
at  Saranac  Lake,  when  he  received  a  trans- 
lation of  Koch's  paper  as  a  Christmas  pres- 
ent. After  reading  it  he  was  convinced  of 
the  necessity  of  learning  to  stain  and  cul- 
ture the  tubercle  bacillus,  because  this  knowl- 
edge would  help  him  to  clarify  certain  doubt- 
ful cases  that  were  troubling  him  and  might 
give  him  a  clue  to  the  possible  cure  of  tuber- 
culosis. 

Trudeau  learned  to  recognize  and  grow 
the  organism  under  the  tutelage  of  Dr.  T. 
Mitchell  Prudden,  who  had  worked  in  Koch's 
laboratory  and  was  then  teaching  pathology 
at  The  College  of  Physicians  and  Surgeons 
in  New  York.  Summarizing  his  early  exper- 
ience, Trudeau  remarked : 

"Like  the  pilot  who,  when  asked  if  he  knew  the 
harbor,  said  to  the  captain  he  certainly  did,  for  he 
had  been  on  every  rock,  my  knowledge  had  not  been 
acquii'ed  easily, — and  now  I  could  return  to  Saranac 
Lake,  study  some  of  my  doubtful  cases  by  this  test, 
and  begin  to  repeat  Koch's  work  in  growing  and 
inoculating  the  germ." 

These  "doubtful  cases"  became  early  cases 

when  sptum  examination   revealed  tubercle 

bacilli,  even  though  the  physical  signs  were 

equivocal  or  non-existent. 

Radiologic  Exami)iation 

Throughout  the  nineteenth  century  the 
pioneer  work  of  Auenbrugger,  Laennec, 
Louis,  Pasteur,  and  Koch  had  its  effect.  The 
art  of  observation,  physical  examination,  and 
deductive  analysis  reached  its  highest  peak. 
Little  but  the  rare  and  the  unique  was  left 
to  describe,  and  emphasis  shifted  from  diag- 
nosis to  ('(()■///  diagnosis. 

!),    Knell.     K.:      Die    .\etiolos:ie    der    Tubereulose,      Berl.    klin. 

Welinselir.    HI  ::i21-2:)(i.    Iksl'. 
HI.    Trudoan.    K,    L. :    An    .\utol)ioKrapliy.    Ganlen    City.    N.    1  .. 
Donl)lci]av  Pafre.   liilG.  pp.  173-180. 
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Having  so  thoroughly  exploited  these  in- 
novations of  the  preceding  century,  physi- 
cians had  in  a  sense  earned  a  right  to  the 
x-ray  when  Rontgen""  presented  his  paper, 
"Eine  neue  Art  von  Strahlen,"  to  the  Wiirz- 
burg  Physical  Medical  Society  on  December 
28,  1895.  The  experiment  which  had  begun 
on  November  8,  1895,  "at  a  late  hour  when 
assistants  were  no  longer  to  be  found,"  was 
soon  in  the  hands  of  eager  experimenters  on 
both  sides  of  the  Atlantic.  The  press,  quick 
as  alwaj's,  published  the  news  in  the  capitals 
of  Europe  and  America  before  it  appeared 
locally. 

Roentgenology  has  today  become  so  in- 
dispensable an  aid  to  diagnosis  that  one  is 
startled  to  recall  that  fifty  years  ago  it  was 
a  physical  curiosity.  Its  detractors  were  as 
hard  at  work  as  the  visionary  enthusiasts. 
When  Rontgen  made  his  only  formal  presen- 
tation of  his  discovei'y  on  January  23,  1896, 
Professor  C.  Schonbrun  warned  against  too 
much  optimism,  since  the  method  scarcely 
promised  to  be  of  much,  if  any,  value  in  the 
diagnosis  of  internal  disturbances.  By  con- 
trast v>'as  the  attitude  of  Kolliker,  who,  on 
the  spot,  suggested  that  the  ray  Rontgen  had 
modestly  designated  with  the  letter  "x"  be 
named  for  its  discoverer,  and  predicted  its 
usefulness  in  medicine  and  surgery. 

The  fluoroscope,  perfected  by  Edison"-' 
in  April,  1896,  proved  more  practical  in  the 
early  days  than  the  roentgen  plate.  Grad- 
ually, however,  improvements  in  films  and 
exposure  control  made  roentgenography 
practical,  and  consistently  good  results  were 
assured  when  Coolidge"-"  introduced  the  hot- 
cathode  tube  in  1913.  Advance  in  ^thoracic 
diagnosis  was,  of  course,  hastened  by  these 
technical  improvements. 

Within  the  specialized  field  of  thoracic 
roentgenology,  imaginative  students  were 
seeking  for  even  more  intimate  glimpses  of 
the  lungs  and  heart  than  the  plain  roent- 
genogram afforded.  The  stereoscope  began 
with  Elihu  Thomson's"-"  invention  in  March, 
1896 ;  the  bronchogram  with  Chevalier  Jack- 
son's""" suggestion  in  1918  that  dry  bismuth 
subcarbonate  might  be  insufflated  through 
the    bronchoscope;    body    section    technique 

11.  Rontgen,  W.  C:  Ueber  neue  Art  von  Stralilen,  Sitzungsb. 
d.   phys.-med.    Gesellseli.    zu   Wiirzb.,    mii:>,    132-141. 

12.  Edison,  T.  A.:  The  Edison  Fluoroscope.  Elect.  World 
27:3ci0,    1896. 

I.l.  t'oolidse,  W.  D.:  .V  Powerful  Roentj-'en  Ray  Tube  with  a 
Pure  Electron  Discharge.   Pliys.   Rev.   2:10!i.    191:). 

11.  Thomson.  E. :  Stereoscopic  Roentjren  Pictures,  Elect. 
\Vorld  27:2S0,   lS9ii. 

1:1.  .lackson,  C. :  The  Bronchial  Tree;  Its  Study  by  Insuffla- 
tion of  Opaf-iue  Substance  in  the  Living,  Am.  J.  Roent- 
genol. 3:134,  1918. 


(planography,  laminagraphy,  tomography), 
with  Zeide  des  Plantes'"'"  investigations  at 
the  turn  of  the  century;  and  angiocardi- 
ography, with  the  application  of  intravenous 
contrast  media  by  Robb  and  Steinberg  in 
1938""'. 

Broiichoscopij.  Cytologic  Studies,  a)id 
Radiocardiogra'phy 

The  precise  diagnosis  of  lesions  within  the 
esophagus  and  bronchi  had  its  beginning  in 
1869,  when  Kussmaul"*"  attempted  to  inspect 
the  esophagus  through  a  hollow  tube.  After 
O'Dwyer  (1885)  reaffirmed  Green's  concept 
(1828)  that  the  respiratory  passage  could 
tolerate  a  foreign  body,  this  viscus  was  sub- 
jected to  visual  exploration.  Killian's 
straight,  inrtexible,  unlighted  bronchoscope 
of  1897  and  Einhorn's  lighted  esophago- 
scope  (1909)  were  combined  by  Chevalier 
Jackson  in  1904"'"  to  create  the  broncho- 
scope that  we  use  today.  Thus  lesions  sus- 
pected from  symptoms,  physical  signs,  and 
roentgen  shadow  were  made  to  yield  to  in- 
spection i)i  sit}',  and  tissue  under  suspicion 
could  be  removed  and  studied  at  leisure 
under  the  microscope. 

Today  one  notes  an  increasing  interest  in 
the  cytology  of  sputum.  This  diagnostic  aid 
was  first  described  by  Hampeln  in  1887'-'", 
when  he  found  large,  atypical  epithelial  cells 
in  the  sputum  of  a  patient  with  broncho- 
genic carcinoma.  Thirty  years  later  he 
stressed  the  diagnostic  importance  of  isolated 
neoplastic  cells,  in  contrast  to  those  who 
demanded  actual  fragments  of  tumor  to 
make  a  diagnosis. 

Even  the  atomic  age  has  brought  its  con- 
tribution to  thoracic  diagnosis.  At  the  meet- 
ing of  the  American  Medical  Association  in 
Chicago  on  June  24,  1948,  Prinzmetal'-"  and 
his  associates  read  a  paper  entitled  "Radio- 
cardiography :  A  New  Method  for  Studying 
the  Blood  Flow  Through  the  Chambei's  of 
the  Heart."  Utilizing  radioactive  blood  and 
a  specially  constructed,  ink-writing  Geiger- 
Mueller  counter,  "it  permits  the  study  of  cer- 
tain hemodynamic  functions  heretofore  not 
possible."  The  initiation  of  this  diagnostic 


18. 
19. 


Worth,    T.    C. :    Personal  communication, 
Robb,   G.  P.  and  Steinberg,  I.  A.:   A   Practical   Method   of 
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tool  for  the  study  of  heart  disease  is  no  more 
startling  than  was  the  presentation  of  Ein- 
thoven's  string  galvanometer  in  1902. 

Conclusion 

When  Louis  gave  Henry  Ingersoll  Bow- 
ditch  his  portrait  and  bade  him  farewell, 
he  said : 

"There  is  something-  rarer  than  the  spirit  of  dis- 
cernment; it  is  the  need  of  truth;  that  state  of  the 
soul  which  does  not  allow  us  to  stop  in  any  scien- 
tific labors  at  what  is  only  probable,  but  compels  us 
to  continue  our  researches  until  we  have  arrived  at 
evidence."(22) 

Diagnosis  is,  after  all,  only  a  search  for 

the  truth — the  truth  about  an  illness. 

22.    Bowditch,    V.    Y. :    Life    and    Correspondence    of    Henrj- 
Ingersoll  Bowditch,   Boston,   1902.  v.   2,   p.  273. 


SURGICAL  TREATMENT  OF  CERTAIN 

CONGENITAL  MALFORMATIONS  OF 

THE  HEART  AND  GREAT  VESSELS 

W.  C.  Sealy,  M.D. 
Durham 

The  surgical  treatment  of  congenital  mal- 
formations of  the  heart  and  great  vessels 
began  in  1939,  when  Gross'"  reported  the 
first  successful  ligation  of  a  patent  ductus 
arteriosus.  It  was  not  until  six  years  later 
that  the  next  procedure — resection  of  the 
aorta  for  coarctation — was  performed  by 
Crafoord'-'  in  Sweden.  The  next  important 
step  in  this  field  of  surgery  soon  followed, 
when  Blalock  and  Taussig'"'  reported  a  suc- 
cessful operation  for  pulmonic  stenosis,  of- 
fering palliation  for  the  first  time  to  one  of 
the  cyanotic  groups  of  congenital  heart  dis- 
eases. Other  procedures,  such  as  closure  of 
intra-auricular  septal  defects,  are  now  being 
attempted,  but  are  not  beyond  the  experi- 
mental stage. 

Our  experience  in  the  treatment  of  anom- 
alies of  the  heart  and  great  vessels  has  been 
confined  to  15  cases  of  patent  ductus  arterio- 
sus'^', 6  cases  of  coarctation  of  the  aorta,  and 
3  cases  of  the  tetralogy  of  Fallot.  There  has 
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been  only  one  death  in  the  entire  group,  this 
occurring  in  a  patient  with  the  tetralogy  of 
Fallot.  When  it  has  been  possible  to  com- 
plete operation,  there  have  been  no  compli- 
cations, and  the  results  have  been  satisfac- 
tory. 

Puteiit  Ductus  Arteriosus 

Patent  ductus  arteriosus  is  persistence  of 
the  shunt  between  the  aorta  and  the  pulmo- 
nary artery  that  is  normally  present  in  intra- 
uterine life.  The  persistence  of  this  fistula 
has  an  eff'ect  on  the  physiology  of  the  circu- 
lation similar  in  many  ways  to  that  of  a 
peripheral  arteriovenous  fistula.  The  shunt 
increases  greatly  the  work  of  the  left  ven- 
tricle, an  estimated  20-70  per  cent  of  the  left 
ventricular  output  going  through  the  fistula. 
Large  fistulas  of  long  duration  may  cause 
enlargement  of  the  left  ventricle  and  in- 
creased pressure  in  the  pulmonary  circula- 
tion, with  eventual  enlargement  of  the  right 
ventricle.  There  is  usually  a  wide  pulse  pres- 
sure. In  many  of  the  cases  evidence  of  in- 
creased pulmonary  arterial  pressure  can  be 
seen  on  the  roentgenogram  as  an  increase  in 
the  vascular  marking  of  the  lung,  while 
fluoroscopy  may  show  pulsation  of  the  ves- 
sels in  the  hilum  of  the  lung.  The  turbulence 
caused  by  the  blood  coursing  through  the 
duct  produces  a  continuous  murmur  through 
diastole  and  systole,  characteristic  of  any 
arteriovenous  communication.  The  turbu- 
lence also  causes  certain  changes  in  the  ves- 
sels that  predispose  to  the  development  of 
subacute  bacterial  endocarditis  or  endarter- 
itis. 

Diaynusis 

In  patent  ductus  arteriosus,  the  most  im- 
portant diagnostic  point  is  the  presence  of  a 
machinery-like  murmur  heard  best  in  the 
second  or  third  interspace,  and  without  this 
murmur  it  is  impossible  to  be  sure  of  the 
diagnosis.  Other  signs  may  be  an  increase 
in  the  shadow  of  the  pulmonary  artery  on  the 
roentgenogram,  hilar  dance  on  fluoroscopy, 
high  pulse  pressure,  and  enlargement  of  the 
heart  (fig.  1-B). 

Indications  for  operation 

Opei-ation  is  indicated  in  most  cases  of  this 
anomaly,  even  though  some  people  with  this 
condition  live  out  their  normal  life  span.  The 
average  age  of  death  is  40  years.  Bullock  and 
his  colleagues'"''  have  estimated  that  53  per 

3.  Bullock,  L.  T..  Jones.  J.  C,  and  Dolley.  F.  S. :  The  Di.ag- 
nosis  and  the  Effects  of  Ligation  of  the  Patent  Ductus 
Arteriosus,   J.   Pediat.   13:786-801    (Dec.)    1939. 
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Fig.  1.  Roentgenograms  demojistrating  the  findings  in  the  three  surgical  anomalies  of  the  heart 
and  great  vessels.  A.  Tetralogy  of  Fallot,  probably  the  extreme  type,  showing  enlargement  of  the 
heart,  faint  vascular  markings,  and  small  or  absent  pulmonary  artery.  B.  Patent  ductus  arterio- 
sus, demonstrating  the  very  large  pulmonary  artery,  increase  in  vascular  marking  in  the  lung  fields, 
and  striking  enlargement  of  the  heart.  C.  Coarctation  of  the  aorta,  illustrating  marked  notching  of 
the  ribs,  and  absence  of  the  aortic  knob.  The  enlarged  heart  is  unusual  in  this  anomaly.  The  patient 
had  aortic  insufficiency  and  cardiac  failure. 

cent  of  the  patients  die  from  endocarditis, 
2.3  per  cent  from  congestive  failure,  and  6 
per  cent  from  rupture  of  the  ductus  or  left 
ventricular  failure.  With  the  use  of  the  anti- 
biotics, the  danger  of  subacute  bacterial 
endocarditis  has  been  greatly  decreased,  but 
is  still  great  enough  to  warrant  preventive 
measures.  Some  patients  above  20-25  years 
of  age,  who  are  asymptomatic,  should  not  be 
operated  upon ;  but  most  patients  below  the 
age  of  20  deserve  the  benefit  of  interruption 
of  the  patent  ductus. 

Technique  of  operation 

The  operative  procedure  is  simple  to  per- 
form. At  this  clinic  a  high  posterolateral 
thoracotomy  incision  is  used,  as  this  gives 
better  exposure  and  more  room  in  which  to 
work.  Gross""  now  advocates  complete  divi- 
sion of  the  ductus,  but  in  our  experience 
simple  ligation  (fig.  2)  has  proven  adequate. 
The  latter  procedure  is  performed  according 
to  Gross's  original  communication'".  The 
use  of  cellophane  or  polythene  around  the 
duct  to  stimulate  fibrosis  has  been  abandoned 
becau.se  of  the  confusion  about  the  biological 
properties  of  these  various  substances. 
Results 

Fourteen  of  the  15  patients  in  this  group 
had  simple  ligation  of  the  duct  with  no  seri- 
ous postoperative  difficulties  and  no  appar- 
ent recanalization  of  the  duct.  In  one  case 
complete  interruption  of  the  ductus  was  not 

6.  Gros's,  R.  E.:  Complete  Surgical  Division  of  the  Patent 
Ductus  Arteriosus:  A  Report  of  U  Successful  Cases,  Surg., 
fiynec,   and  Obst.   73:36-43    (Jan.)    liitl. 


Fig.  2.  Drawing  of  a  patent  ductus  arteriosus, 
demonstrating  the  relationship  of  the  recurrent 
nerve  and  the  ductus.  The  figure  on  the  right 
shows  the  ductus  ligafed   in  continuity. 

performed,  because  the  duct  was  torn  during 
its  isolation ;  in  subsequent  follow-up  exami- 
nations, however,  the  diastolic  phase  of  the 
murmur  had  disappeared.  In  one  case  the 
murmur  was  present  immediately  after  oper- 
ation, and  persisted  throughout  the  eight 
months  that  the  patient  was  followed;  the 
size  of  the  left  ventricle  has  decreased,  how- 
ever. In  only  one  instance  has  complete  divi- 
sion been  accomplished ;  in  this  case,  during 
the  isolation  according  to  the  technique  de- 
scribed by  Gross,  the  attachment  of  the  duc- 
tus to  the  aorta  was  torn.  Hemostasis  was 
possible  only  after  doubly  clamping  the  aorta 
for  twenty-one  minutes.  Since  the  results  in 
our  other  cases  have  been  good  with  simple 
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Fig.  3.    Drawing  of  the  adult  type  of  coarctation 
of  the  aorta. 

ligation,  and  since  division  unquestionably 
carries  much  greater  risk,  we  can  see  no  rea- 
son for  continuing  with  complete  division. 

Three  patients  with  subacute  bacterial 
endocarditis  have  been  cured  by  ligation  and 
have  not  had  a  recurrence  of  their  shunt. 

Coarctation  of  the  Aorta 

Coarctation  of  the  aorta  is  a  stenosis  of 
the  first  portion  of  the  descending  aorta  that 
occurs  at  or  about  the  junction  of  the  liga- 
mentum  arteriosum  with  the  aorta.  The  eti- 
ology is  unknown.  The  condition  may  vary 


from  a  simple  stricture,  as  shown  in  figure  3, 
to  a  long  segment  of  narrowing,  as  in  figure 
4.  Most  descriptions  of  this  anomaly'"'  sepa- 
rate the  types  into  the  adult  (fig.  3)  and  in- 
fantile (fig.  4).  It  has  been  noted  that  the 
infantile  type  is  not  compatible  with  long 
life,  usually  because  of  other  associated 
anomalies.  From  the  surgical  standpoint,  the 
two  types  present  the  same  clinical  picture, 
and  the  differentiation  is  important  only  in 
that  the  length  of  the  narrowed  segment  de- 
termines the  size  of  the  restored  aorta. 

The  symptoms  produced  by  coarctation 
are  due  to  the  hypertension  that  is  nearly 
always  associated  with  this  anomaly,  and  to 
the  decreased  blood  flow  to  the  lower  half  of 
the  body.  The  hypertension  is  always  pres- 
ent in  the  upper  extremity,  and  the  blood 
pressure  can  seldom  be  obtained  by  man- 
ometer in  the  lower  extremity.  An  interest- 
ing observation  by  Steele'*'  of  the  direct  ar- 
terial pressures  showed  that  the  femoral 
diastolic  was  equal  to  the  brachial  diastolic. 
In  figure  5  is  shown  an  intra-arterial  record- 
ing of  the  blood  pressure  in  a  patient  with 
coarctation  of  the  aorta.  As  a  result  of  the 
hypertension  above  the  stricture,  headaches, 
palpitation,  and  nose  bleed  may  occur  on 
exertion.  These  symptoms  may  progress  and 
other  manifestations  similar  to  those  of  es- 
sential hypertension  may  ensue.  The  de- 
creased blood  supply  to  the  lower  extremity 
may  cause  easy  fatigability,  or,  in  extreme 

7.  T:i-i<sis.  H.  B.;  CoiiL'enital  MiilforiiKitions  of  tlie  Heart, 
New   York.   Tile   ('(iTiiinuTiwenltli    Fund.    lf>17. 

M.  .'Steele,  .1.  M.,  rind  Ciihii.  A.  K. :  Tlie  N.iture  of  Hyper- 
teiisioii  in  CoMivt.itiori  of  the  Aorta.  I'rcx'.  Am.  Soe.  for 
CliMical    InvestiL-ation,    .1.    Clin.    Invest.    ITl.'ilt    (.Inly)     1!i:1n. 


Fig.  4.    Drawing  of  the  infantile  type  of  coarctation.  The  lower  drawings  show  the  use  of  the  left 
subclavian  artcrv  to  re-establish  aortic  continuity   in  this  anomaly. 


April,  1949 


CONGENITAL  MALFORMATIONS— SEALY 


165 


BRACHIAL  ARTERY 
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Pre-operative     Moy  22 
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FEMORAL  ARTERY 
S/D-II4/89 
PP=25,MP  =  102,H.R=I08 

Pre-operolive     May  22 
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BRACHIAL  ARTERY 
S/D- 154/98 
PR-56.M.P  =  122,HR.=I23 

Post-operotive     June  21 


FEMORAL  ARTERY 

S/D-153/99 

RP=54,M.P"I2I,H.R.''I29 

Post-operotive     June  21 


Fig.  5.  Intia-arterial  blood  pressure  recordings 
in  a  patient  with  coarctation  of  the  aorta.  The 
upper  two  graphs  show  the  preoperative  tracing, 
while  the  lower  two  show  a  tracing  ten  days 
after  operation  (courtesy  Dr.  ,Jack  Myers,  De- 
partment of  Medicine,  Duke  Hospital). 

S  ^  systolic:  D  =  diastolic;  PP  =  pulse  pres- 
sure;  M.P.  :=  mean   pressure;   HR  ;=  heart    rate. 

cases,  intermittent  claudication. 
Diagnosis 

The  diagnosis  of  coarctation  of  the  aorta 
is  simple.  Any  young  person  with  hyper- 
tension should  be  suspected  of  having  this 
condition.  There  is  usually  an  increase  in 
blood  pressure  in  the  upper  extremities, 
while  the  pressure  in  the  lower  extremities 
is  always  absent  or  decreased.  Arterial  pul- 
sations are  usually  absent  below  the  abdomi- 
nal aorta.  There  is  a  systolic  murmur  over 
the  base  of  the  heart,  usually  heard  best,  or 
as  well,  in  the  interscapular  region.  Evidence 
of  an  extreme  degree  of  collateral  circulation 
may  be  observed  in  the  axilla  and  about  the 
tip  of  the  scapula,  and  accentuated  by  having 
the  patient  flex  the  trunk.  X-rays  may  show 
notching  of  the  ribs,  and  absence  or  diminu- 
tion of  the  aortic  knob. 

Indications  for  operation 

Surgical  intervention  for  coarctation  of 
the  aorta  is  indicated  in  any  patient  under 
the  age  of  20  years  who  has  hypertension. 
The  operation,  unless  symptoms  warrant, 
should  not  be  done  in  children  under  7  years 
of  age,  because  of  the  small  size  of  the  ves- 
sels. In  patients  over  20,  there  tend  to  occur 
changes  in  the  vessel  walls  that  make  sur- 
gery more  hazardous.  As  experience  in- 
creases, patients  in  the  older  age  group  who 


have  severe  symptoms  are  undergoing  suc- 
cessful resection  of  the  strictured  aorta. 
Coarctation  of  the  aorta  is  always  a  poten- 
tial hazard.  Abbott""  and  Reifenstein  and  his 
collaborators""'  have  shown  that  the  life  ex- 
pectancy is  only  35  years,  and  that  about 
75  per  cent  of  the  patients  die  from  some 
cause  either  precipitated  or  aggravated  by 
the  anomaly. 

Technique  of  operation 

The  operation  was  first  performed  by 
Crafoord'-',  and  then  a  little  later  by 
Gross"".  It  consists  in  excision  of  the  aortic 
stricture  and  end-to-end  anastomosis  of  the 
two  ends  of  the  aorta,  after  exposure  through 
a  left  posterolateral  incision  in  the  bed  of 
the  fourth  rib.  In  the  long  strictures  it  is 
frequently  necessary  to  use  the  left  sub- 
clavian artery  for  re-establishment  of  the 
aortic  lumen,  as  shown  in  figure  4.  The  pro- 
cedure is  a  formidable  one,  and  carries  a  10 
per  cent  mortality. 

Results 

The  details  of  this  series  will  be  published 
elsewhere.  In  the  6  cases  operated  on  in  this 
clinic  there  were  no  serious  postoperative 
complications,  and  there  have  been  no 
deaths.  The  systolic  blood  pressure  has  been 
reduced  in  all,  but  in  the  4  cases  where  a  full 
lumen  has  not  been  established  the  systolic 
pressure  in  the  arm  has  not  returned  to  nor- 
mal. In  all,  the  diastolic  pressure  in  both  the 
arm  and  leg  has  reverted  to  normal. 

Symptomaticaliy,  all  patients  have  been 
greatly  improved  after  operation.  Of  un- 
usual interest  is  a  patient  who  had  been  in 
the  hospital  on  two  occasions  in  severe  car- 
diac failure  associated  with  aortic  insuffi- 
ciency from  a  bicuspid  valve  and  coarctation 
of  the  aorta.  There  was  only  a  moderate 
postoperative  decrease  in  the  systolic  blood 
pressure,  but  the  diastolic  pressure  returned 
to  normal.  His  condition  is  greatly  im- 
proved ;  the  heart  has  markedly  decreased 
in  size,  and  he  is  doing  light  work. 

Pulmonic  Stenosis 

Blalock  and  Taussig''^',  in  1945,  reported 
the  first  successful  operation  for  pulmonic 
stenosis,  consisting  in  the  construction  of  an 

•I.  H.itnilton.  W.  V.  and  .\bbott,  M.  E.:  Coarctation  of  the 
Aorta  of  tlie  Adult  Tj-pe.  U  Statistical  Study  and  His- 
torical Ketrospect  of  200  Recorded  Cases.  Report  of  Three 
Cases,    Am.    Heart  J.    3::iSl-421    (April)    1028. 

10.  Reifenstein.  G.  H.,  Levine,  S.  A.,  and  Gross,  R.  E.:  Co- 
arctation of  the  Aorta,  Am.  Heart  .1.  33:146-108  (Feh.) 
IP  IT. 

11.  Gross,  R.  E. :  Surgical  Gorrection  for  Coarctation  of  the 
Aorta,  Surserv  IS  :673-r.7.s    (Dec.)    101.'!. 
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artificial  patent  ductus  arteriosus.  The  con- 
genital anomaly  with  which  pulmonic  steno- 
sis is  most  often  associated  is  the  tetralogy 
of  Fallot  (fig.  6).  In  anomalies  of  this  type 
there  are,  in  addition  to  the  right  ventricular 
hypertrophy,  a  ventricular  septal  defect, 
stenosis  of  the  pulmonary  artery  in  the  re- 
gion of  the  conus,  and  a  dexter  position  of 
the  aorta,  which  means  that  the  aorta  is  in 
communication  with  the  right  and  left  ven- 
tricles. All  of  the  latter  defects  tend  to  mix 
arterial  with  venous  blood,  and  this  condi- 
tion, combined  with  the  decrease  in  blood 
flow  to  the  lungs,  leads  to  severe  cyanosis. 
It  is  interesting  that  the  cyanosis  may  not 
appear  in  the  first  few  months  of  life  because 
of  the  persistence  of  a  patent  ductus  arterio- 
sus. With  the  poor  oxygenation,  there  is  a 
compensatory  elevation  in  the  red  cell  count 
and  hemoglobin,  and  subsequent  danger  of 
thrombotic  phenomena.  The  patients  usually 
show  retarded  development,  easy  fatig- 
ability, and  the  typical  squat  after  exertion 


Fig.  6.  A  diagrammatic  drawing  of  tlie  heart  in 
the  tetralogy  of  Fallot  that  shows  the  four  anom- 
alies. Anastomosis  of  the  right  subclavian  artery 
to  the  right  pulmonary  artery,  resulting  in  an 
artificial  patent  ductus  arteriosus,  is  shown. 


characteristic  of  cyanotic  heart  disease. 
Clubbing  of  fingers  and  toes  is  nearly  always 
present. 

Diagnosis 

The  diagnosis  is  dependent  upon  cyanosis, 
an  elevated  red  cell  count  and  hemoglobin, 
absence  or  diminution  of  the  pulmonary 
artery  on  anteroposterior  and  oblique  films 
of  the  chest,  right  ventricular  enlargement 
demoi.istrable  by  x-ray,  and  right  axis  devia- 
tion on  the  electrocardiogram.  The  murmurs 
in  this  anomaly  are  not  significant.  There 
are  certain  points  of  importance  in  the  differ- 
entiation of  sui'gical  and  nonsurgical  types. 
If  fluoroscopy  shows  active  pulsations  in  the 
pulmonary  vessels  or  pulmonary  conge.stion, 
the  patient  has  either  a  patent  ductus  or 
some  other  type  of  cyanotic  heart  disease. 
It  is  of  practical  surgical  importance  to  de- 
termine the  position  of  the  aorta,  as  it  may 
descend  either  on  the  right  or  on  the  left. 
The  position  of  this  vessel  determines  the 
side  upon  which  the  anastomosis  is  to  be 
done. 
Indications  for  operation 

Surgical  intervention  in  the  tetralogy  of 
Fallot  is  indicated  in  any  patient  who  has 
marked  restriction  of  activity  because  of  the 
decreased  blood  flow  to  the  lungs.  The  opti- 
mum age  for  the  procedure  is  from  4  to  6 
years  and  above.  Before  this  time,  the  ves- 
sels are  too  small  for  a  satisfactory  anasto- 
mosis. As  the  operation  does  not  correct  any 
of  the  malformations  of  the  heart,  but  adds 
another,  it  should  not  be  performed  in  pa- 
tients able  to  do  moderate  activity.  One 
should  expect  a  reduction  in  the  polycythe- 
mia, thus  removing  the  threat  of  thrombotic 
l)henomena ;  but  this  does  not  free  the  pa- 
tient of  the  hazard  of  subacute  bacterial 
endocarditis.  It  should  be  remembered  that 
the  procedure  increases  the  load  on  the  left 
ventricle.  For  obvious  reasons,  pure  pul- 
monic stenosis  is  not  an  indication  for  the 
operation. 

Techniqne  of  operation 

In  this  clinic  cyclopropane  and  oxygen  are 
used  as  the  anesthetic  agent  for  this  opera- 
tion. Correct  administration  of  the  anes- 
thetic is  mandatory,  though  patients  with 
cyanotic  heart  disease  tolerate  an  expertly 
administered  anesthesia  surprisingly  well. 
If,  during  the  operation,  technical  diflficulties 
or  the  anatomic  arrangement  makes  estab- 
lishment of  the  shunt  impossible,  the  mor- 
tality from  the  operation — and  particularly 
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from  the  anesthesia — is  very  high,  approach- 
ing 50  per  cent. 

The  technique  of  the  operation  is  subject 
to  many  variations,  dependent  upon  the  ar- 
rangement of  the  great  vessels.  The  best  pro- 
cedure is  to  anastomose  the  subclavian  artery 
to  the  pulmonary  artery.  The  approach  is 
through  the  anterior  chest  on  the  side  oppo- 
site the  descending  aorta.  The  anastomosis 
is  performed  in  one  layer  with  three  evert- 
ing continuous  sutures,  uniting  the  end  of 
the  subclavian  to  the  side  of  the  pulmonary 
artery.  On  occasions  the  shortness  of  the 
subclavian  makes  it  necessary  to  use  the  in- 
nominate artery,  but  this  procedure  is  to  be 
avoided  if  possible,  because  of  the  high  inci- 
dence of  cerebral  complications.  The  small 
size  of  the  pulmonary  artery  may  make  it 
necessary  to  divide  this  vessel  and  anasto- 
mose its  end  to  the  end  of  the  subclavian 
artery. 

Potts'^-'  has  devised  a  different  procedure 
for  the  creation  of  a  patent  ductus  arterio- 
sus, whereby  the  side  of  the  aorta  is  sutured 
to  the  side  of  the  pulmonary  artery.  The 
hazard  of  completely  clamping  the  aorta  is 
avoided  by  an  ingenious  clamp  that  only 
partially  occludes  the  lumen.  The  technique 
of  Potts  is  particularly  suited  for  children 
under  2  years  of  age;  and  it  has  been  sug- 
gested that  the  chest  approach  always  be 
done  on  the  aortic  side,  so  that  the  Potts  op- 
eration can  be  done  if  the  anatomic  ar- 
rangement makes  it  impossible  to  use  the 
subclavian  artery. 

Reaults 

Three  patients  have  been  operated  upon 
in  this  clinic  for  pulmonic  stenosis.  An  ex- 
ploratory operation  was  performed  in  one 
case,  but  the  patient  could  not  tolerate  an 
open  chest,  and  the  procedure  could  not  be 
completed.  This  patient  survived  the  opera- 
tion. In  the  second  case  the  pulmonary  ar- 
tery was  too  small  to  permit  a  satisfactory 
anastomosis,  and  the  patient  died  immedi- 
ately after  operation.  The  third  patient  had 
only  moderately  severe  disability,  but  post- 
operatively there  has  been  striking  improve- 
ment. The  red  cell  count  has  fallen  to  nor- 
mal, and  three  months  after  operation  the 
patient  is  normally  active.  There  has  been 
a  slight  increase  in  the  size  of  the  left 
ventricle. 

12.  Potts,  W.  J..  Smith,  S.,  Gibson,  S.:  Anastomosis.-  of  the 
Aorta  to  the  PulmonaiT  ArteiT,  J.A.M..\.  l.'!2:627-632 
(Nov.  16)    1946. 


SiniinifO'lj  (Did  Conclusions 

Three  types  of  congenital  anomalies  of 
the  heart  are  amenable  to  surgical  treat- 
ment. In  patent  ductus  arteriosus  and  coarc- 
tation of  the  aorta,  the  abnormality  of  the 
circulatory  system  can  be  reverted  to  normal 
by  surgery.  In  pulmonic  stenosis  the  blood 
supply  to  the  lungs  can  be  increased  only 
by  adding  another  abnormality.  Surgery 
in  the  latter  condition,  in  spite  of  the  added 
abnormality,  produces  striking  improve- 
ment, with  increase  in  the  patient's  activity 
and  decrease  in  the  polycythemia. 

There  have  been  no  deaths  or  serious  com- 
plications in  15  operations  for  patent  ductus 
arteriosus,  or  in  6  operations  for  coarctation 
of  the  aorta.  In  3  cases  of  the  tetralogy  of 
Fallot  for  which  surgery  was  performed, 
there  was  one  postoperative  death  and  one 
unsuccessful  exploration. 


MYCOTIC   INFECTIONS   IN 
NORTH  CAROLINA 

David  T.  Smith,  M.D. 
Durham 

With  the  exception  of  South  American 
blastomycosis,  which  has  not  yet  appeared 
in  the  United  States,  two  or  more  examples 
of  each  of  the  various  types  of  fungus  infec- 
tions have  been  encountered  in  the  Duke 
Clinic  among  patients  residing  in  North 
Carolina.  The  fungi  themselves  appear  to 
be  indigenous  to  the  state,  with  the  single 
exception  of  Coccidioides  u)imitis,  which 
must  either  be  imported  from  the  arid  re- 
gions of  the  Southwest  or  disseminated  from 
laboratory  cultures'^'. 

The  dermatophytes,  which  infect  the  skin, 
hair  and  nails  but  do  not  invade  the  deeper 
structures,  are  well  known  to  every  practic- 
ing physician  and  will  not  be  discussed  in 
this  review. 

Among  the  rarer,  localized  types  of  fungus 
infections  we  have  seen  two  examples  of 
rhinosporidiosis  of  the  conjunctivae  of  the 
eye'-',  2  cases  of  maduromycosis  of  the  foot, 
and  one  instance  of  chromoblastomycosis  of 
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the  hand''^'  and  one  of  the  leg. 

The  other  mycoses  are  encountered  with 
greater  frequency,  and  their  diagnosis  and 
treatment  will  be  discussed  in  more  detail. 

Actinomycosis 

Actinomycosis  is  probably  the  most  com- 
mon type  of  severe  mycotic  infection  en- 
countered in  this  state  and  in  the  nation. 
The  source  of  the  infection  is  not  the  cow, 
as  was  formerly  taught,  and  the  disease  is 
not  acquired  by  chewing  a  straw  or  a  stick. 
Recent  studies  have  shown  that  man  himself 
harbors  the  causative  organism,  Actinomyces 
bovis,  in  the  gums,  about  carious  teeth,  and 
in  the  tonsillar  crypts. 
Cervicofacial  actiiiODiycosis 

The  characteristic  picture  of  "lumpy  jaw" 
in  man  develops  when  the  organism  invades 
the  deeper  tissues  of  the  face  and  neck.  In 
many  instances  the  infection  follows  the  ex- 
traction of  an  infected  tooth,  but  it  may 
develop  independently  of  any  local  trauma 
to  the  mouth. 
Pulmonary  actinomycosis 

If  the  organisms  are  aspirated  from  the 
mouth  into  the  lungs,  a  non-specific  type  of 
pneumonitis  results.  The  lesions  may  be 
unilateral  or  bilateral,  and  may  be  located 
in  any  part  of  the  lung,  but  they  have  a 
slight  predilection  for  the  bases.  The  shad- 
ows of  the  lesions  on  chest  films  are  usually 
smooth  and  dense,  with  hazy,  irregular  out- 
lines. Cavity  formation  is  not  characteristic 
of  the  lesion,  and  when  cavities  are  present 
they  are  usually  small,  with  indistinct,  hazy 
outlines.  The  symptoms  are  usually  mild  in 
the  early  stages  of  the  disease,  and  the  na- 
ture of  the  infection  is  seldom  suspected 
until  the  patient  develops  multiple  draining 
sinuses  in  the  chest  wall. 

Abdominal  actinomycosis 

When  the  organism,  Acti)iomycosis  bovis, 
is  swallowed  and  passes  through  the  intes- 
tinal canal,  infection  occurs  most  frequently 
in  the  cecum  and  appendix,  although  any 
part  of  the  intestinal  tract  can  be  invaded. 
The  patient  may  present  the  clinical  picture 
of  a  subacute  appendicitis  or  a  carcinoma  of 
the  cecum.  If  an  operation  is  performed, 
not  infrequently  the  wound  fails  to  heal  and 
the  patient  is  left  with  draining  sinuses.  In 
abdominal  actinomycosis    with    or    without 

3.  Martin,  D.  S.,  B.iker.  R.  D.  and  Conant,  X.  F.:  A  Case 
of  Verrucous  Dermatitis  Caused  by  Homiodendnim 
Pedrosoi  (Chromoblastomvcosis)  in  North  Carolina,  Am. 
J.  Trop  Med.   I(i:.i03-U19    (Sept.)    1931). 


operative  interference,  the  infection  grad- 
ually spreads  to  the  liver  and  spleen,  and 
finally  by  metastasis  to  the  other  organs, 
including  the  brain.  In  some  instances  the 
intestinal  lesion  is  insignificant  and  asymp- 
tomatic, and  the  patient  presents  him.self 
with  what  appears  to  be  a  primary  infection 
of  the  liver  or  spleen. 

Diagnosis 

The  diagnosis  is  suggested  by  the  presence 
of  hard,  brawny,  induration  of  the  tissues 
of  the  face  and  neck,  or  by  the  presence  of 
multiple  draining  sinuses  in  the  chest  or  ab- 
dominal wall,  but  final  diagnosis  depends 
upon  the  demonstration  of  A.  bovis  in  tissue 
biopsy,  or  the  finding  of  the  characteristic 
"sulfur  granule"  in  the  sputum  or  in  pus 
from  di-aining  sinuses.  The  so-called  sulfur 
granule  is  not  really  as  yellow  as  sulfur,  but 
is  greyish  in  color  with  a  faint  tint  of  yellow. 
The  granule  is  composed  in  part  of  the  fun- 
gus and  in  part  of  the  host's  reaction  to  the 
fungus.  The  granule  contains  the  thin,  fila- 
mentous, branching,  gram-positive  organism 
in  the  central  portion,  and  at  the  periphery 
the  "clubbed  ends"  which  are  in  part  the 
host's  reaction  to  the  fungus. 

Dr.  Norman  Conant'^'  has  devised  a  simple 
procedure  which  facilitates  the  finding  of 
sulfur  granules  in  the  pus  from  draining 
sinuses.  A  thick  pad  of  sterile  gauze  is  ap- 
plied to  the  draining  area,  and  the  pus  is 
drained  for  twenty-four  to  forty-eight  hours 
in  the  gauze.  The  dressing  is  then  removed, 
and  several  layers  of  the  gauze  which  lay 
directly  in  contact  with  the  skin  are  trans- 
ferred to  a  sterile  Petri  dish  and  turned  so 
that  the  layers  originally  in  contact  with  the 
lesion  are  directly  exposed  to  the  air.  The 
gauze  is  examined  with  the  low  power  of  the 
microscope,  and  the  granules  are  seen  where 
they  have  been  caught  in  the  meshes  of  the 
gauze  in  a  manner  analogous  to  fish  being 
caught  in  a  fish  net.  The  granules  are  trans- 
ferred with  a  needle  to  a  clean  slide,  crushed, 
examined  unstained,  and  then  re-examined 
after  staining. 

The  methods  for  finding  and  identifying 
the  sulfur  granules  have  been  presented  in 
detail  because  the  diagnosis  of  actinomycosis 
is  usually  established  by  the  direct  examina- 
tion and  not  by  culture.  When  the  material 
can  be  collected  from  an  unopened,  uncon- 
taminated  lesion,  A.  bovis  can  be  grown  in 

I.  Conant,  X.  F.,  Martin.  D.  S.,  Smitli,  D.  T.,  Bal;er.  R.  D. 
and  Callawav,  J.  L.:  Manual  of  Clinical  Mycology,  Plnla- 
delphia,   W.   B.  Saunders  Co.,   IQU. 
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tubes  of  Brewer's  thioglycollate  broth  or  in 
semi-solid  veal  agar,  but  it  is  almost  impos- 
sible to  isolate  the  organism  from  sputum  or 
from  a  draining  sinus  because  of  the  rapid 
overgrowth  of  the  colonies  by  secondary 
contaminating  bacteria. 

P)'nfjnos7s 

The  mortality  in  untreated  cases  is  very 
high,  probably  approaching  100  per  cent, 
although  some  patients  survive  for  several 
years.  With  iodide  therapy  and  surgical 
drainage,  most  cases  of  cervicofacial  actino- 
mycosis can  be  cured  in  six  to  twelve  months. 
Some  patients  with  pulmonary  actinomyco- 
sis recover  with  iodide  therapy  but  most 
succumb  to  the  disease,  and  practically  all 
of  those  with  cecal  and  abdominal  infection 
die. 

Treatinent 

The  introduction  of  sulfonamides  and 
penicillin  has  improved  the  prognosis  ma- 
terially''". Besides  having  a  direct  fungistatic 
and  fungicidal  effect  on  the  organisms,  the 
administration  of  these  drugs  enables  the 
surgeon  to  do  much  more  extensive  resection 
of  diseased  tissues  \yithout  the  concomitant 
danger  of  secondary  bacterial  infection  or 
of  metastatic  infection  induced  at  the  time 
of  operation.  Sulfadiazine  or  sulfamerazine 
is  the  sulfonamide  of  choice,  and  a  suffi- 
cient amount  should  be  given  to  maintain  a 
blood  level  of  5  to  10  mg.  per  100  cc.  The 
sulfonamides  should  be  continued  as  long  as 
there  is  clinical  evidence  of  infection — in 
some  cases,  six  months  or  even  longer.  The 
optimal  daily  dose  of  penicillin  is  between 
100,000  and  1,000,000  units,  depending  upon 
the  extent  of  the  disease  and  the  response 
of  the  patient. 

Both  penicillin  and  sulfonamides  should 
be  used  during  the  first  two  or  three  weeks 
of  the  disease.  Occasionally  the  response 
will  be  so  satisfactory  that  surgery  will  not 
be  required,  but  in  most  instances  sui"gical 
drainage  with  excision  of  damaged  tissues  is 
necessary.  Sulfadiazine  and  penicillin  should 
be  used  before,  during,  and  after  surgical 
treatment.  After  discharge  from  the  hos- 
pital the  penicillin  may  be  omitted  if  the 
sulfonamides  are  continued. 

In  all  cases  iodides  should  be  employed 
as  a  supplementary  treatment.  We  use  a 
saturated  solution  of  potassium  iodide  and 

■i.  Benbow,  E.  P.,  Jr.,  Smith,  D.  T.  and  Crimson,  K.  S. :  Sul- 
fonamide Therapy  in  Actinomycosis,  Am,  Rev.  Tuberc. 
40:395-407    (J!ay)    1944. 


measure  the  dose  in  drops,  which  are  ad- 
ministered in  20  to  30  cc.  of  water.  The 
initial  dose  is  3  drops  after  each  meal,  and 
the  dose  is  increased  by  one  drop  for  each 
of  the  three  daily  doses — a  total  increase  of 
3  drops  each  day.  If  the  iodides  are  well 
tolerated,  the  increase  is  continued  until  the 
patient  is  taking  20  to  30  drops  three  times 
a  day;  the  dose  is  then  reduced  to  3  drops 
after  each  meal,  and  again  increased  to  the 
maximum  amount.  This  type  of  treatment 
should  continue  as  long  as  there  is  clinical 
evidence  of  disease,  and  probably  for  three 
to  six  months  after  apparent  recovery. 

The  patient  should  be  re-examined  every 
month  for  at  least  one  year,  because  there 
is  a  tendency  for  the  disease  to  recur.  Pa- 
tients with  abdominal  infections  frequently 
have  relapses,  and  a  prolonged  period  of 
treatment,  including  a  series  of  operations, 
maj'  be  necessary  to  effect  a  cure. 

Nocardiosis 

Certain  species  of  Nocardia,  particularly 
Nocardia  osteroides,  produce  a  clinical  pic- 
ture which  is  indistinguishable  from  that 
caused  by  A.  bovis.  The  Nocardia  organisms 
occur  in  nature  and  are  not  carried  by  man. 
They  most  often  infect  the  feet  and  lungs — 
the  cervicofacial  region  and  abdomen  less 
frequently.  Certainly  less  than  10  per  cent 
of  the  clinical  cases  of  actinomycosis  are 
caused  by  the  Nocardia. 

Nocardia  asteroides  is  a  gram-positive, 
branching  organism  which  is  partially  acid- 
fast  and  may  be  mistaken  for  Mycobacterium 
tifbo-ciilosis  if  the  pi'esence  of  branching 
forms  is  not  observed.  It  appears  in  biopsy 
and  necropsy  specimens  as  tangled  masses 
of  branching  filaments,  and  only  in  rare  in- 
stances produces  true  sulfur  granules. 

The  prognosis  is  very  poor  without  treat- 
ment, but  many  patients  recover  with  sul- 
fonamide and  iodide  therapy'"".  There  is 
some  indication  that  sulfadiazine  is  more  ef- 
fective than  penicillin'^*. 

North  American  Blastomycosis 

Blastomycosis  is  found  throughout  the 
United  States  and  Canada,  but  there  are  two 
endemic  areas  where  it  occurs  with  greater 
frequency.  One  area  covers  the  entire  Miss- 
issippi Valley,  and  the  other  the  Southeastern 
states.  In  the  past  eighteen  years  we  have 
seen  50  cases  of  blastomycosis   in   patients 

K.  Jacobson.  J.  R.  and  Cloward.  R.  B. :  Actinomycosis  of  the 
Central  Xervous  System,  J.A.M.A.  137:769-771  (June  20) 
1948. 
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from  North  Carolina  and  the  surrounding 
states.  The  cases  have  been  evenly  divided 
between  those  with  lesions  limited  to  the  skin 
and  those  with  a  primary  lesion  in  the  lungs 
or  with  a  generalized  involvement  of  various 
organs  when  first  seen. 

Cutaneous  blastomycosis 

Local  infection  begins  usually  as  a  small 
inmple  located  on  the  exposed  surface  of  the 
body — the  face,  hands,  arms,  or  legs.  The 
lesions  spread  slowly,  cause  few  symptoms, 
and  may  persist  for  eight  to  ten  years  before 
spreading  to  the  internal  organs. 
Pulmonary  and  systemic  blastomycosis 

In  many  cases  there  is  a  primary  infection 
of  the  lungs.  The  onset  is  insidious  with 
few  symptoms,  and  the  roentgenogram  us- 
ually shows  dense,  smooth  masses  without 
cavitation  or  with  small,  irregular,  poorly 
defined  cavities.  The  lesions  often  have 
sharp,  irregular  edges,  and  are  frequently 
diagnosed  as  a  primary  carcinoma  of  the 
lung.  We  know  of  4  cases  in  which  a  pneu- 
monectomy was  performed  before  the  correct 
diagnosis  of  blastomycosis  was  established. 
The  pulmonary  infection  may  extend  through 
the  chest  wall  and  produce  multiple  draining 
sinuses,  although  this  complication  is  seen 
somewhat  less  frequently  than  with  actino- 
mycosis. 

In  some  patients  the  disease  is  systemic 
in  type,  involving  the  lungs,  liver,  spleen, 
heart,  prostate,  bones,  and  brain. 

Diagnosis 

The  diagnosis  is  established  by  finding  the 
double-contoured,  budding,  yeast-like  cells  in 
scrapings  from  the  edge  of  the  spreading 
skin  lesion  or  in  sputum,  pus,  or  other  dis- 
charges. Blastomyces  dermatitidis  grows 
readily  in  seven  to  fourteen  days  when 
planted  on  blood  agar  and  incubated  at  37  C. 
The  colony  is  grayish,  rather  small  in  size, 
yellow,  and  waxy;  and  a  fresh  unstained 
preparation  shows  the  typical  budding, 
yeast-like  forms  found  in  the  tissues.  When 
grown  on  Sabouraud's  medium  at  room  tem- 
perature, the  organism  is  not  yeast-like  but 
appears  as  a  white,  cotton-like  mold  growth. 
Fortunately  for  the  amateur  mycologist,  if 
the  mold-like  growth  is  subcultured  on  blood 
agar  the  organism  reverts  immediately  to 
the  yeast-like  stage. 

Prognosis 

The  prognosis  is  good  in  cutaneous  blasto- 
mycosis,  if  properly  treated,  but  grave  in 


pulmonary  and  systemic  cases  even  with  the 
best  treatment. 

Treatment 

Before  treatment  can  be  applied  effective- 
ly, the  immunologic  status  of  the  patient 
must  be  determined.  The  presence  or  absence 
of  immune  bodies  in  the  blood  is  determined 
by  the  complement  fixation  test,  using  an  ex- 
tract of  the  fungus  for  the  antigen.  The 
presence  or  absence  of  hypersensitivity  is 
established  by  the  intracutaneous  injection 
of  a  0.1  cc.  dose  of  a  standard  heat-killed 
vaccine,  or  of  blastomycin  in  a  1:1000  dilu- 
tion. The  patient  falls  into  one  of  the  fol- 
lowing four  groups:  (1)  skin  test  positive, 
complement  fixation  negative;  (2)  skin  test 
positive,  complement  fixation  positive;  (3) 
skin  test  negative,  complement  fixation  posi- 
tive; (4)  skin  test  negative,  complement 
fixation  negative. 

Dr.  Donald  S.  Martin  reported  in  1941'"' 
that  the  prognosis  was  best  in  group  1  and 
worst  in  group  3,  and  subsequent  studies 
have  confirmed  his  original  observations. 
The  patients  in  group  4  have  a  recently  ac- 
quired infection,  and  will  eventually  fall  into 
one  of  the  other  three  groups. 

The  patients  in  groups  1  and  2,  where  the 
.skin  test  is  positive,  should  be  desensitized 
with  a  Blastomyces  vaccine  before  receiving 
roentgen  or  iodide  therapy.  The  vaccine  is 
administered  in  a  dilution  of  1:10,  1:100, 
or  1:1000,  depending  upon  the  size  of  the 
skin  reaction.  The  initial  dose  is  0.1  cc.  of 
the  chosen  dilution,  and  the  dose  is  increased 
every  other  day  by  increments  of  0.1  cc.  until 
the  patient  has  reached  the  maximum  dose 
of  1  cc.  of  the  1 :10  dilution. 

Patients  in  group  4,  who  show  neither 
hypersensitivity  nor  immune  bodies,  should 
be  actively  immunized  before  iodides  are  ad- 
ministered. The  undiluted  vaccine  is  used  in 
doses  of  0.2,  0.4,  0.8  and  1  cc,  and  given  at 
intervals  of  forty-eight  hours.  One  week 
after  the  last  dose  the  blood  is  tested  for  the 
presence  of  complement  fixing  antibodies. 
If  antibodies  are  present,  iodides  are  admin- 
istered by  the  method  described  for  the  treat- 
ment of  actinomycosis,  but  if  they  are  ab- 
sent the  series  of  immunizing  doses  is  con- 
tinued until  antibodies  can  be  detected. 

Roentgen  therapy  is  a  desirable  supple- 
mentary treatment,  but  is  most  effective 
after  desensitization  and  while  iodides  are 

T.  Martin,  D.  S. :  The  Practical  Application  of  Some  Inimuno- 
lofric  Principles  to  the  Diacnosis  and  Treatment  of  Certain 
Fungus  Infections,  J.  Invest.  Dennat.  1:171-1S1  (Dec.) 
1941. 
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being  administered. 

Histoplasmosis 

Histoplasmosis  occurs  throughout  the 
United  States  and  in  scattered  areas  over  the 
world,  but  seems  to  reach  the  greatest  con- 
centration in  the  central  and  lower  Missis- 
sippi Valley  and  in  the  valley  of  the  Ohio 
River.  The  endemic  area  extends  over  the 
mountains  and  into  western  North  Carolina. 
We  have  seen  one  case  at  necropsy,  and  one 
case  has  been  reported  from  the  Bowman 
Gray  School  of  Medicine  in  Winston-Salem"". 

Prima) y  histoplasm^osis 

The  usual  form  of  the  disease  is  a  benign, 
asymptomatic  pulmonary  infection  which 
leaves  as  a  residue  multiple  small,  calcified 
spots  ill  the  parenchyma  of  the  lungs  and  in 
the  hilar  lymph  nodes.  Patients  with  this 
form  of  the  disease  almost  invariably  have  a 
markedly  positive  skin  test  to  0.1  cc.  of  a 
1:1000  dilution  of  a  standard  histoplasmin. 
Healed  lesions  of  this  type  are  frequently 
seen  in  our  medical  students  and  in  patients 
from  Tennessee,  Ohio,  and  Missouri. 

P)-ogressive  histoplasmosis 

The  progressive  form  of  the  disease  for- 
tunately is  relatively  rare,  and  probably  oc- 
curs only  in  those  individuals  who  lack  suffi- 
cient resistance  to  localize  and  eliminate  the 
primary  infection.  These  cases  occur  at  all 
ages,  even  in  children  from  1  to  .3  months  of 
age.  The  primary  infection  may  begin  in 
the  ears,  nose,  pharynx,  tongue,  lungs,  intes- 
tinal tract,  or  skin.  There  is  usually  glandu- 
lar enlargement,  and  splenomegaly,  hepato- 
megaly, anemia,  and  neutropenia  are  often 
obsei'ved.  The  disease  regularly  runs  its 
course  in  three  to  nine  months,  but  some  pa- 
tients survive  for  several  years. 

Diagnosif< 

The  diagnosis  is  made  by  demonstrating 
the  presence  of  the  small,  budding,  yeast-like 
organisms  in  biopsy  material  or  in  smears 
of  sputum,  pus,  or  blood.  Unlike  most  other 
fungi,  these  organisms  live  intracellularly 
and  are  found  most  often  in  mononuclear 
and  endothelial  cells.  The  yeast-like  form 
can  be  grown  with  some  difficulty  on  blood 
agar  at  37  C.  The  white,  cottony,  mold-like 
form  grows  readily  on  Sabouraud's  medium 
at  room  temperature,  but  may  require  twenty 
to  thirty  days  for  full  development. 

s.  Tlioma.<!,  W.  C.  and  Moreliead.  R,  P.:  Histoplasmosis:  Re- 
port of  a  Case  in  \orl1i  Carolina,  North  Carolina  M.  J. 
1:3TS-.SS2    rSept.)    1948. 


The  presence  of  a  positive  skin  test  to  0.1 
cc.  of  a  1:1000  dilution  of  a  standard  histo- 
plasmin should  be  interpreted  as  indicative 
of  a  present  or  past  infection  with  the  or- 
ganism, in  exactly  the  same  manner  as  one 
interprets  the  presence  of  a  positive  tuber- 
culin test.  A  negative  skin  test  does  not  rule 
out  the  disease,  however.  A  patient  may 
have  a  primary  infection  progressing  to  gen- 
eralized disease  and  death,  without  the  de- 
velopment of  a  positive  skin  test.  Others 
have  a  positive  skin  test  early  and  become 
anergic  as  the  disease  progresses. 

Recent  studies  on  a  small  series  of  cases'"' 
indicate  that  the  presence  of  a  positive  com- 
plement fixation  test,  with  histoplasmin  used 
as  the  antigen,  establishes  the  diagnosis  of 
an  active  infection. 

Prognosis 

Obviously  the  asymptomatic  cases  have 
an  excellent  prognosis,  but  a  large  percent- 
age of  those  who  develop  clinical  symptoms 
and  physical  signs  succumb  to  the  disease'^"'. 

Treatment 

There  is  no  specific  treatment  for  histo- 
plasmosis. Neostam  has  been  used  with  vary- 
ing results'' ''.  Possibly  patients  having  a 
positive  skin  test  and  a  positive  complement 
fixation  test  would  be  improved  by  desensi- 
tization  with  histoplasmin,  followed  by 
iodide  therapy. 

Coccidioidomycosis 

Coccidioidomycosis  is  limited  to  the  dry, 
sandy  areas  of  the  Southwest  and  to  a  small 
area  in  Argentina.  This  disease  resembles 
histoplasmosis  in  having  a  benign  primary, 
asymptomatic  form  which  is  very  common 
in  the  endemic  areas.  The  patients  are  left 
with  a  positive  skin  test  to  coccidioidin,  and 
occasionally  with  a  small  number  of  calcified 
spots  in  the  lungs  and  hilar  nodes. 

Primary  coccidioidomycosis 

Apparently,  a  primary  infection  with 
Coccidioides  immitis  produces  sjonptoms  in  a 
higher  percentage  of  cases  than  does  infec- 
tion with  Histoplasma  capsiilatnm.  The  acute 
form  of  the  disease  lasts  for  a  few  weeks  and 
simulates  various  types  of  respiratory  in- 
fections, such  as  bronchopneumonia,  influ- 

!).  Bunnell.  I.  L.  and  Furcolow,  M.  L. :  A  Report  on  Ten 
Proven  Cases  of  Histoplasmosis,  Pub.  Health  Rep.  63:2!is- 
31  (i    (March  5)    1S4S. 

10.  Johnson.  H.  E.  and  Batson.  R.:  Benign  Pulmonarj'  Histo- 
plasmosis.  Dis.   Chest   11:317524    fJuly-Aug.)    1948. 

11.  Palmer.  A.  E..  Amolsch,  A.  L.  and  Shaffer.  L.  W.:  Histo- 
plasmosis with  Mucocutaneous  Manifestations,  Arch. 
Derniat.  &  Srph.  45:912-916   (May)   1942. 
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enza,  tuberculosis,  and  viral  infections.  In 
most  instances,  recovery  is  complete,  with 
no  residue  left  except  the  presence  of  a  posi- 
tive coccidioidin  skin  test.  In  some  in.stances, 
however,  one  or  more  thin  walled  cavities 
are  left  in  the  lungs  and  the  patient  continues 
to  cough  up  clear  mucoid  sputum  that  fre- 
quently contains  blood,  although  the  general 
health  of  the  patient  is  not  affected. 

Progresftive  coccidioidoDnjcosis 

In  approximately  0.5  per  cent  of  the  pa- 
tients of  European  descent  and  in  5  to  10 
per  cent  of  Negroes,  Mexicans,  and  Filipinos 
the  primary  disease  progresses  to  the  gen- 
eralized form,  with  infection  in  the  lungs, 
liver,  spleen,  glands,  bones,  and  brain.  In 
the  progressive  cases  the  skin  test  either 
fails  to  become  positive  or  soon  becomes  neg- 
ative as  the  disease  progresses"-'. 

Both  forms  of  the  clinical  disease  may  be 
seen  in  North  Carolinians  who  have  visited 
the  endemic  area  in  the  Southwest. 

Diagnosis 

The  diagnosis  is  established  by  finding  the 
characteristic  spherules  in  the  sputum,  pus, 
or  other  materials.  The  spherule  is  a  thick 
walled  structure,  20  to  80  microns  in  diam- 
eter, which  contains  10  to  100  endospores. 
The  spherules  usually  are  found  in  the 
sputum  or  pus  from  draining  lesions  of  the 
progressive  case,  but  frequently  cannot  be 
seen  in  the  sputum  of  patients  with  the 
primary  form  of  the  disease,  or  with  residual 
cavities  from  primary  coccidioidomycosis, 
although  their  presence  can  be  demonstrated 
by  culture. 

The  spherules  are  not  reproduced  in  cul- 
ture. The  organi.sm  grows  on  Sabouraud's 
medium  at  room  temperature,  producing  a 
white,  cottony,  mold-like  growth  which  de- 
velops a  slight  tan  color  after  three  or  four 
weeks.  Typical  small,  rectangular  or  oval 
arthrospores  measuring  2.5-3  by  3-4  microns 
are  produced  by  fragmentation  of  the 
hyphae.  These  arthrospores  are  the  natural 
infective  form  of  the  organism,  and  cultures 
must  be  handled  with  great  care  in  the  lab- 
oratory to  prevent  infection  of  the  labora- 
tory personnel"'. 

Prognosis 

The  prognosis  of  the  primary  infection 
is  good  in  the  Mexican.  Negro  and  Filipino, 
and  excellent  in  the  Caucasian.    The  prog- 

12.    Smitli,    C.   E.,    and   otliers:    The    I'se   of   roceirlioidin.    Am. 
Rev.   Tuherc.   jir i.iso-.inn    fApril)    l!iis, 


nosis  is  exceedingly  grave  in  all  races  when 
the  progressive  form  of  the  disease  develops. 
A  few  patients  have  recovered  with  sup- 
portive treatment.  Patients  who  have  per- 
sistently positive  skin  tests  and  positive  com- 
plement fixation  tests  with  a  coccidioidin 
antigen  may  be  desensitized  with  coccidioi- 
din and  treated  cautiously  with  iodides. 

Cvjiptococcosis 

Cryptococcosis,  formerly  called  torulosis, 
is  an  endogenous  infection  presumably  car- 
ried by  man.  This  mycosis  occurs  in  all  parts 
of  the  world.  We  have  seen  one  primary 
infection  of  the  skin  and  bones,  two  primary 
infections  of  the  lungs,  and  three  acute  and 
one  chronic  infection  of  the  brain  and  men- 
inges. The  patient  with  the  chronic  infec- 
tion had  symptoms  for  more  than  four 
years. 

The  primary  infection  is  usually  acquired 
through  the  lungs  or  skin.  Often  the  primary 
lesion  is  insignificant,  and  the  patient  pre- 
sents the  symptoms  of  a  meningitis  which 
resembles  quite  closely  a  subacute  type  of 
tuberculous  meningitis. 

Diag)insis 

The  diagnosis  is  established  by  finding  in 
the  sputum,  pus,  or  spinal  fluid  a  budding, 
yeast-like  organism  which  is  surrounded  by 
a  large  gelatinous  capsule.  Fresh  prepara- 
tions made  in  a  drop  of  India  ink  offer  the 
best  method  for  demonstrating  the  presence 
of  the  capsule.  The  organism  grows  readily 
after  seven  to  fourteen  days  on  Sabouraud's 
medium  or  on  blood  agar  at  room  or  incuba- 
tor temperature.  The  colonies  are  medium 
in  size,  soft  in  consistency,  and  have  a  shiny 
appearance  and  a  faint  cream-like  color.  The 
cultured  organism  usually  shows  a  capsule, 
but  this  structure  is  much  smaller  than  the 
one  observed  in  the  original  material  exam- 
ined directly  from  the  patient. 

In  the  acute,  progressive  cases,  there  is  a 
complete  lack  of  immunologic  response  on 
the  part  of  the  patient.  The  skin  test,  agglu- 
tination test,  and  complement  fixation  test 
are  all  negative.  In  the  more  chronic  cases, 
particularly  those  with  destructive  lesions  of 
the  bones,  the  skin  test  with  a  heat  killed 
vaccine  may  be  positive  and  specific  agglu- 
tinins may  be  present  in  the  patient's  serum. 

Pi'ognosis 

Before  the  introduction  of  sulfonamide 
therapy  the  disease  was  usually  fatal. 
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Treatment 

Some  patients  with  primary  infections  of 
the  skin  and  lungs,  and  an  occasional  patient 
with  meningitis  recover  following  intensive 
therapy  with  sulfadiazine""'';  The  blood  level 
of  the  drug  should  be  maintained  at  10  mg. 
per  100  cc,  and  the  treatment  continued  for 
one  month  after  apparent  recovery.  Patients 
with  positive  skin  tests  should  be  desensi- 
tized with  a  heat  killed  vaccine  or  with  the 
vaccine  described  by  Benham" ",  in  which 
the  capsule  has  been  altered  if  not  complete- 
ly removed  by  treatment  with  normal  hydro- 
chloric acid.  If  the  patient  has  a  negative 
skin  test,  iodides  should  be  administered, 
by  the  method  described  for  actinomycosis, 
after  the  first  week  of  treatment  with  sulfa- 
diazine. The  hypersensitive  patient  should 
be  desensitized  before  iodides  are  prescribed. 

Sporotrichosis 

Sporotrichosis  is  caused  by  an  exogenous 
fungus,  Sporotriclnnn  schenckii,  which  is 
world  wide  in  its  distribution.  It  is  a  sapro- 
phyte or  parasite  of  plants,  and  man  is  an 
accidental  host.  Farmers,  laborers,  horticul- 
turists, and  children  are  not  infrequently  in- 
fected because  of  their  close  contact  with 
vegetable  materials. 

The  most  common  form  of  the  disease  is 
the  ulceroglandular  type  of  infection,  which, 
occurs  usually  on  the  hands  but  may  appear 
on  other  exposed  portions  of  the  body.  The 
primary  lesion,  or  "sporotrichotic  chancre," 
begins  as  a  small  pimple  but  slowly  increases 
in  size,  becoming  hard,  dry,  black  in  color, 
and  finally  ulcerating.  As  the  local  lesion 
evolves,  a  chain  of  nodules  appears  along  the 
arm,  and  the  axillary  lymph  nodes  become 
enlarged.  These  secondary  nodes  may  or 
may  not  become  open  ulcers. 

Other  rarer  clinical  forms  of  sporotricho- 
sis are  (1)  skin  lesions  which  simulate  epi- 
thelioma""", (2)  mucosal  sporotrichosis,  (3) 
generalized  sporotrichosis,  (4)  .skeletal  spor- 
otrichosis, and  (5)  primary  pulmonary 
sporotrichosis. 

Diagnosis 

It  is  obvious  from  the  clinical  description 
that  ulceroglandular  sporotrichosis  re- 
sembles very  closely  ulceroglandular  tular- 

l.'l.  Marshall,  M.  and  Teed,  R.  W.:  Torula  Histolytica  Men- 
ingoencephalitis: Recovery  Followins  Bilateral  Ma.stoidec- 
tomy  and  Sulfonamide  Therapy,  ,r..\.M..\.  12n:S27--iu'!) 
(Oct,    17)    1942. 

II.  Beiihani,  R.  \V. :  CiTPtococci — Their  Identification  by  Mor- 
oholosy  and  by  Sernloffv,  ,1.  Infect.  Dis.  .I"  :2.").i-2r4  (Xov,- 
Dec.)    193.1, 

1;T,  Smith,  L,  M. :  Sporotricliosis':  Report  of  Four  Clinically 
Atypical  Cases,   .Sonth.  M.  .T,   .Is  :.-i(i;-i-.-iiio    (Ans.)    I!it"i. 


emia.  With  rare  exceptions,  the  general  con- 
stitutional symptoms  are  much  more  severe 
with  tularemia  than  with  sporotrichosis. 

The  diagnosis  is  established  by  growing 
the  organism  from  an  open  or  unopened 
nodule  or  from  a  gland  removed  for  biopsy. 
The  biopsy  sections  show  giant  cells  and  in- 
creased mononuclear  cells,  but  the  fungus 
itself  is  rarely  seen ;  therefore,  it  is  essen- 
tial that  cultures  as  well  as  sections  be  pre- 
pared from  the  biopsy  material. 

The  organism  grows  slowly  on  Sabour- 
aud's  medium  at  room  or  incubator  temper- 
ature, forming  after  seven  to  twenty-one 
days  small,  elevated,  rough  colonies  with 
fine,  hair-like  processes  on  their  under  sur- 
face which  pro.iect  down  into  the  medium. 
When  material  from  the  colony  is  examined 
under  the  high  power  of  the  microscope,  it 
is  seen  to  consist  of  delicate  filamentous 
threads,  which  have  at  their  ends  and  along 
their  sides  small  pear  shaped  spores  measur- 
ing 2-4  by  2-6  microns  in  size. 

Prorjnosis 

Sporotrichosis  is  a  chronic  disease,  per- 
sisting for  many  months  if  not  treated,  but 
rarely  causing  death  except  in  the  general- 
ized and  visceral  types  of  infection. 

Treatment 

This  is  the  easiest  of  all  the  mycoses  to 
treat.  Iodides  regularly  produce  a  progres- 
sive if  not  a  rapid  recovery.  The  doses  are 
somewhat  larger  than  those  commonly  used 
for  the  other  mycoses.  The  initial  dose  is  5 
drops  of  a  saturated  solution  of  potassium 
iodide  three  times  a  day  after  meals,  and 
the  amount  is  increased  by  3  drops  each  day, 
up  to  30  or  more  drops  per  dose.  Compresses 
saturated  with  Lugol's  solution  may  speed 
the  healing  of  the  local  lesion.  Sodium 
iodide,  in  doses  of  1  Gm.  daily,  may  be  given 
intravenously  as  a  supplement  or  substitute 
for  the  iodides  by  mouth. 

If  healing  is  not  progressive,  the  patient 
should  be  tested  for  excess  sensitivity  with  a 
heat  killed  vaccine  made  from  the  patient's 
culture  or  from  a  stock  culture. 

The  iodide  should  be  continued  for  one 
month  after  apparent  recovery,  to  prevent 
relapse. 

Moniliams 

Moniliasis  is  an  endogenous  infection  car- 
ried by  man  and  is  found  in  all  parts  of  the 
world.  The  organism  infects  the  skin,  nails, 
tongue,  pharynx,  bronchi,  lungs,  vagina,  and 
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in  rare  instances  the  bones  and  brain.  Among 
the  several  species  of  Monilia,  or  Candida 
as  the  genera  is  now  called,  Candida  albicans 
is  the  only  one  with  a  primary  pathogenicity, 
and  even  this  species  is  not  nearly  as  patho- 
genic as  the  other  fungi  discussed  above. 
Candida  albicans  is  frequently  a  secondary 
invader  on  hands  which  have  been  macerated 
by  water,  in  the  mouths  of  infants  whose 
mucosa  has  been  traumatized  by  washing, 
or  in  the  vagina  of  patients  who  have  dia- 
betes or  are  pregnant. 
Bronchial  moniliasis 

The  most  frequent  type  of  clinical  infec- 
tion is  a  subacute  or  chronic  type  of  bronchi- 
tis, where  the  sputum  is  white,  mucoid  and 
gelatinous,  and  not  definitely  purulent. 
Medium  and  coarse  rales  are  usually  pres- 
ent, and  hemoptysis  infrequently  occurs. 

Pidm onarij   m on iliasis 

Less  frequently  a  more  severe  type  of  lobu- 
lar or  lobar  pneumonia  results  from  an  in- 
fection with  this  organism.  The  disease  is 
occasionally  fatal,  but  recovery  is  the  rule 
rather  than  the  exception. 

Diagnosis 

The  diagnosis  of  primary  bronchial  and 
pulmonary  moniliasis  is  difficult  to  establish, 
because  of  the  frequency  with  which  the  or- 
ganism occurs  as  a  secondary  invader  in 
cases  of  purulent  bronchitis,  bronchiectasis, 
pulmonary  abscess,  tuberculosis,  pulmonary 
neoplasms,  and  even  in  primary  blastomyco- 
sis and  cryptococcosis  of  the  lungs.  Approx- 
imately 30  per  cent  of  the  adult  population 
have  positive  skin  tests,  and  20  to  30  per  cent 
have  agglutinins  for  Monilia  in  their  serum, 
in  the  absence  of  clinical  evidence  of  infec- 
tion. The  individual  patient  may  have  a  posi- 
tive skin  test  and  no  agglutinins,  or  may 
have  agglutinins  and  a  negative  skin  test. 

Approximately  50  per  cent  of  patients 
with  bronchial  asthma  of  the  intrinsic  type 
have  Monilia  along  with  various  types  of 
bacteria  in  their  sputum.  Here  the  Monilia 
are  obviously  secondary  invaders,  but  they 
are  good  antigens,  contribute  to  the  patient's 
sensitivity,  and  should  be  included  in  the  de- 
sensitizing mixture.  Many  of  these  asthmat- 
ics will  give  a  delayed  tuberculin-like  reac- 
tion to  a  Monilia  vaccine,  but  some  also  give 
the  immediate  wheal  reaction. 

Because  Monilia  are  found  so  frequently 
as  secondary  invaders,  it  is  a  natural  temp- 
tation to  ignore  them  completely  and  thereby 
miss  the  authentic  cases  of  primary  monilia- 


sis which  should  be  recognized  and  treated. 
It  has  been  our  policy  to  eliminate,  so  far 
as  possible,  the  presence  of  tuberculosis,  neo- 
plasm, abscess,  bronchiectasis  and  more 
serious  pulmonary  mycoses,  and  then  pro- 
ceed to  treat  the  patient  for  moniliasis.  If 
the  symptoms,  physical  signs,'  and  I'oentgen 
shadows  disappear  under  treatment,  we  con- 
clude that  the  diagnosis  of  moniliasis  is  cor- 
rect. 

Candida  albicans  can  be  found  as  a  bud- 
ding, yeast-like  organism  in  fresh  prepara- 
tions of  sputum,  skin,  and  oral  and  vaginal 
secretions.  The  organisms  grow  readily  on 
Sabouraud's  medium  at  room  and  incubator 
temperatures,  forming  soft  white  colonies 
which  resemble  colonies  of  Stanhylococcus 
albiis  but  have  a  definite  yeast-like  odor. 
Candida  (db icons  is  differentiated  from  the 
nonpathogenic  Candida  or  monilia  by  the 
presence  of  characteristic  chlamydospores  on 
corn  meal  agar  and  by  its.  pathogenicity  for 
the  rabbit. 

P)'ognosis 

Moniliasis  is  a  chronic  type  of  mycosis, 
but  rarely  causes  death. 

Treatmejit 

Patients  with  bronchial  moniliasis  who 
have  negative  skin  tests  are  treated  imme- 
diately with  potassium  iodide,  but  those  with 
positive  skin  tests  should  be  desensitized  be- 
fore iodides  are  administered. 

Most  cases  of  pulmonary  moniliasis  re- 
spond to  iodides,  but  very  acute  ones  need 
additional  treatment  with  gentian  violet  ad- 
ministered intravenously.  One  may  either 
use  a  commercial  preparation  or  prepare  the 
dye  in  the  hospital  laboratory.  Gentian  violet 
or  crystal  violet  should  be  dissolved  in  suffi- 
cient physiologic  saline  to  make  a  0.5  per 
cent  solution.  The  solution  must  be  filtered 
through  a  Seitz  or  Berkefeld  filter  to  remove 
undissolved  particles  of  the  dye.  The  dose  is 
5  mg.  per  kilogram  of  body  weight,  and  may 
be  repeated  daily  for  three  to  five  days. 
There  are  no  systemic  reactions  to  the  fil- 
tered solutions,  but  frequently  the  arm  veins 
into  which  the  dye  has  been  in.iected  become 
thrombosed.  No  complications  have  been  ob- 
served from  the  thrombosed  veins. 

Geofrichosis,  Aspergillosis,  Mucormycosis, 
and  Penicilliosis 

These  mycoses  occasionally  produce  severe 
primary  infections,  and  in  rare  instances 
cause  death.  Thev  are  found  most  commonly. 


April,   1949 


INFECTIOUS  ASTHMA— HANSEN  AND  KING 


175 


however,  as  saprophytic  contaminants,  or  at 
best  secondarj"  invaders  like  the  Monilia,  and 
the  approach  to  the  diagnosis  is  the  same  as 
that  described  for  moniliasis.  The  causative 
organisms  grow  readily  on  Sabouraud's  me- 
dium, and  are  easily  identified  as  to  genera 
but  not  as  to  species'^"'. 

The  principles  of  treatment  are  the  same 
as  for  moniliasis,  with  iodides  being  used 
directly  if  the  skin  test  is  negative  but  only 
after  desensitization  if  the  skin  test  is  posi- 
tive"-'. 

Hi.  (uT>,ti,  1!.,  M'ridman,  W.  H.  and  Newman,  W.  H.:  I'ulmo- 
iiarv  Aspoif-'illiisis;  Report  of  Two  Cases,  Auu.  Int.  Med. 
■_>s;ii(i-.>-i;7i    (.March)    IDIk. 

IT.  Sntitli,  D.  '!.:  Functus  Diseases  of  the  Luny:s,  Spriny:liel(l. 
niinois,  Cliarles'  C.  Thomas,  19  n. 
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CHEMOTHERAPY  AND  THE  USE  OF 
VACCINE  IN  INFECTIOUS  ASTHMA 

Oscar  C.  Hansen-Pruss,  M.D. 

and 

Herbert  A.  King,  M.D. 

Durham 

Infectious  asthma  is  a  manifestation  of 
bacterial  allergy,  and  the  presence  of  infec- 
tious tissue,  mainly  in  the  respiratory  tract, 
is  an  essential  prerequisite  for  its  develop- 
ment. This  type  of  asthma  may  be  the  re- 
sult of  frequently  recurring  bouts  of  bron- 
chitis'"; it  may  be  marked  by  foci  of  infec- 
tion in  the  nose  and  throat,  paranasal 
sinuses,  or  bronchial  tree'^-';  it  may  be  due 
to  sensitization  to  toxins  formed  in  various 
sites  and  by  a  great  number  of  different 
pyogenic  organisms'-'.  These  essential  facts 
must  be  kept  in  mind  in  planning  the  treat- 
ment of  infectious  asthma  and  in  evaluating 
the  results  of  chemotherapy  and  the  admin- 
istration of  vaccines. 

Cheniotherapi/ 

It  has  been  pointed  out  by  Finke'"  and 
others  that  many  of  the  therapeutic  failures 
in  infectious  asthma  can  be  traced  to  an 
omission  in  treating  the  early  bronchial  and 
pulmonary  infections.  We  agree  that  the 
proper  handling  of  the  early  phases  of  bron- 
chopulmonary infections  might  well  prevent 
the  later  development  of  asthma. 

Read  before  the  Southeastern  Allergy  Assoeiation.  Januan* 
22,   1049. 

From  the  Dej^artment  of  Medicine,  Duke  University  School 
of  Medicine,  Durham.  North  Carolina. 

1.  Finke,  W.:  The  Significance  of  Chronic  Bronchitis  in  In- 
fectious Bronchial  Asthma,  Ann.  Allergy  5:304-375  (Julv- 
Auj.)    1947. 

2.  Hansen-Pruss,  0.  C. :  Bacterial  Allergy  and  the  Importance 
of  Otolaryngological  Procedures,  Tr.  Am.  Assoc.  Otolaryn- 
gol., Rhinol.  &  Ophth..  1949,  in  press. 


The  following  chemotherapeutic  agents 
are  available:  penicillin''^',  streptomycin'-'' •■*', 
hydrogen  peroxide'-' '■"•"",  urea  hydrogen  per- 
oxide'-'-'■'"',  and  sulfonamides'-'^'-''-'''.  All  of 
these  agents  except  hydrogen  peroxide  and 
urea  hydrogen  peroxide,  which  are  used  only 
as  aerosols,  can  be  administered  by  various 
routes  in  the  treatment  of  individuals  with 
infectious  asthma. 

It  is  essential  to  determine  the  bacterial 
flora  present  before  selecting  the  antibiotic 
or  chemical  substance  best  suited  for  the 
individual  patient.  Cultures  from  the  naso- 
pharynx, sinuses,  or  sputum  must  be  made, 
but  a  fair  estimate  of  the  predominating 
type  of  bacteria  can  be  obtained  by  a  simple 
gram  stain  of  a  nasal  secretion  or  sputum 
smear. 

Penicillin^^^ 

This  agent  is  best  administered  by  aerosol 
in  doses  varying  from  10,000  to  50,000  units, 
three  to  four  times  a  day'""'.  Our  method  has 
been  to  dissolve  25,000  units  in  1  cc.  of  water 
nebulized  with  0.5  to  1  cc.  of  Vaponefrin  or 
Isuprei,  and  to  administer  this  solution  with 
an  oxygen  jet  flow  of  6  liters  per  minute. 
We  believe  that  the  addition  of  an  anti- 
spasmodic will  facilitate  the  delivery  of 
penicillin  to  the  smaller  bronchioles.  It  is 
not  necessary  to  add  glycerol  to  strong  peni- 
cillin mixtures  to  preserve  the  particle  or 
drop  size'^'"'. 

Abramson'''  reported  the  following  flnd- 
ings : 

1.  Penicillin  solution  was  not  altered  to 
any  extent  by  the  gas  flow  incidental  to 
nebulization. 

3.  (a)  Abramson,  H.  .\.:  Combined  Penicillin  and  Hydrogen 
Peroxide  Aerosol  Therapy  in  Lung  Infections,  Ann.  Al- 
lergy, 4:199-290  (.May-June)  1940.  (b)  Abramson,  H.  A.: 
Aerosol  Therapy  of  the  Lungs  and  Bronchi  with  Special 
Reference  to  Penicillin  and  Hydrogen  Peroxide.  Bull. 
Xew  England  M.  Center  S:97-106  (June)  1940.  (c)  Abram- 
son, H.  A.:  Principles  and  Practice  of  Aerosol  Therapy 
of  the  Lungs  and  Bronchi,  Ann.  Allergy  4:440-456  (Nov.- 
Dec.)  1940.  (d)  Barach,  A.  L.  and  Garthwaite,  B.:  Physi- 
ologic and  Antibiotic  Therapy  of  Intractable  Bronchial 
.\sthma.  Ann.  Allerg>-  5:297-310  (July-Aug.)  1947.  (e) 
Hampton,  S.  F.  and  others:  The  Clinical  Use  of  Penicillin 
in  Ihe  Treatment  of  Intrinsic  Bronchial  Astlmia,  J..-\.M.A. 
127:11(18-1109  (April  28)  1945.  (f)  Leopold,  S.  S.  and  Cooke, 
R.  A,:  Penicillin  in  the  Treatment  of  Intractable  Bronchial 
Asthma,  Am.  J,  M.  Sc.  209:784-787  (June)  1945.  (g)  Segal, 
M.  S.  and  Ryder,  C.  M. :  Penicillin  Aerosolization  in  the 
Treatment  of  Various  Respiratory  Infections,  New  England 
J.    Med.   233:747-750    (Dec.   20)    1945. 

4.  (a)  Olsen,  A.  M.:  Streptomycin  Aerosol  in  the  Treatment 
of  Chronic  Bronchiectasis,  Proc.  StaflT  Meet.,  Mayo  Clin.  21: 
53-54  (Feb.  0  )  1940.  (b)  Schwabacher.  H. :  Effect  of 
Sputum  on  Streptomycin.  Nature   102:339    (.\ug.  28)    1948. 

5.  (a)  .\bramson,  H.  A.:  A  Stable  Hydrogen  Pero,xide  .Aero- 
sol. Science  90:238  (Sept.  4)  1942.  (b)  Brown,  E.  A.: 
Studies  on  Tissue  Tolerance  to  a  New  Glycerol  Peroxide 
Antispetic  Solution.  Ann.  Allergy,  4:33-39  (Jan.-Feb.) 
1910. 

0.  Stacey,  J.  'Vi.:  Inhalation  of  Nebulized  Solutions  of 
Sulfonamides  in  the  Treatment  of  Bronchiectasis,  Dis. 
Chest  9:30-2-300  (July-.A.ug.)  1943.  (b)  Taplin,  G.  V.  and 
Brvan,  F.  A.;  The  Use  of  Jlicronized  Therapeutic  Agents 
bv   Inhalation,    .\nn.    .Mlergy   0:12-13    (Jan.-Feb.)    1948. 
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2.  The  penicillin  formed  an  aerosol  that 
was  readily  removed  with  no  sensible  loss  of 
activity. 

3.  Penicillin  aerosols  readily  penetrated 
the  lungs  of  animals  and  man. 

4.  Penicillin  could  be  recovered  from  the 
lung  tissues  of  animals  treated  with  penicil- 
lin aerosol. 

5.  Penicillin  aerosols  diffused  from  the 
respiratory  tract  into  the  blood  stream. 

6.  Penicillin  was  readily  recovered  from 
the  urine. 

7.  As  much  as  250,000  units  of  penicillin 
per  cubic  centimeter  could  be  nebulized  and 
inhaled  without  lung  injury. 

This  antibiotic  is  also  available  as  dust'""', 
and  we  have  used  this  preparation  recently 
in  dosages  of  100,000  to  500,000  units  a  day 
dispensed  through  an  Abbott  Aerohalor. 
Again,  the  inhalation  of  the  penicillin  dust 
should  be  preceded  by  the  inhalation  of  an 
antispasmodic. 

Penicillin  is  also  efficacious  if  given  intra- 
muscularly, but  the  literature  seems  to  indi- 
cate that  penicillin  aerosol  is  to  be  preferred 
in  the  more  chronic  forms  of  bronchial  or 
pulmonary  infections,  such  as  are  found  in 
patients  with  infectious  asthma.  Oral  peni- 
cillin has  been  used  more  sparingly,  and  re- 
ports of  beneficial  effects  in  the  treatment 
of  infectious  asthma  are  relatively  few. 

Patients  who  receive  penicillin  aerosol  or 
penicillin  dust  must  be  urged  to  wash  out 
their  mouth  and  throat  thoroughly  in  order 
to  prevent  local  penicillin  reactions  in  the 
mouth,  throat,  or  tongue.  These  local  reac- 
tions are  relatively  rare.  Increasingly  fre- 
quent reports  of  general  allergic  reactions 
to  penicillin  are  appearing  in  the  literature, 
but  almost  all  of  these  reactions  have  fol- 
lowed the  oral  or  parenteral  administration 
of  this  antibiotic.  We  have,  as  yet,  not  seen 
a  systemic  allei'gic  reaction  to  penicillin 
aerosol  or  dust  in  178  patients  with  infec- 
tious asthma,  although  local  reactions  can  be 
expected  in  1  to  2  per  cent.  The  anti- 
histaminics  are  quite  effective  in  controlling 
the  general  reactions  to  penicillin. 

Penicillin  aerosol  may  be  combined  with 
streptomycin  without  decreasing  the  effici- 
ency of  either  agent'^"'.  On  the  other  hand, 
the  activity  of  penicillin  will  be  destroyed  if 
it  is  exposed  to  hydrogen  peroxide'"''. 

It  is,  of  course,  essential  to  check  the  bac- 
terial flora  from  cime  to  time  when  penicillin 
aerosol  or  dust  is  used,  since  there  is  no  need 
to  continue  the  use  of  penicillin  indefinitely 


if  the  gram-positive  organisms  have  disap- 
peared from  the  nasopharynx  or  bronchial 
secretion. 

Streploinijcin 

This  agent  may  be  used  by  aerosol,  or  by 
the  oral  or  intramuscular  route.  It  is  poorly 
absorbed  from  the  bronchial  mucosa'^"',  and 
this  fact  explains  perhaps  the  paucity  of  re- 
actions to  streptomycin  aerosol.  Since  it  is 
more  active  in  an  acid  than  in  an  alkaline 
sputum.,  Schwabacher*^"'  advises  the  con- 
comitant administration  of  ammonium  chlo- 
ride in  expectorant  doses.  Parenterally  ad- 
ministered, streptomycin  may  lead  to  severe 
reactions,  particularly  eighth  nerve  deafness, 
and  so  far  the  intramuscular  injection  of 
streptomycin  has  proven  rather  painful. 
Streptomycin  aerosol  is  indicated  in  patients 
with  a  predominantly  gram-negative  flora, 
whether  this  is  a  primary  finding  or  is  noted 
after  penicillin  aerosol  or  dust  has  been  used 
and  the  symptoms  of  infectious  asthma  con- 
tinue. An  extensive  literature  has  accumu- 
lated dealing  with  the  efficacy  of  streptomy- 
cin in  many  pulmonary  infections. 

A  solution  of  sti'eptomycin  is  prepared  by 
dissolving  0.5  Gm.  (500,000  units)  in  10  cc. 
of  sterile  saline  or  water'-' '■'"'.  One  to  2  cc. 
of  this  solution  is  then  given  as  an  aerosol 
every  two  to  four  hours.  If  the  total  daily 
dose  does  not  exceed  0.5  to  1  Gm.,  and  if  the 
four-hour  schedule  is  employed,  irritation  of 
the  mouth,  throat,  and  trachea  rarely  occurs. 
As  has  already  been  mentioned,  streptomycin 
can  be  combined  effectively  with  penicillin. 
Glycerol  is  not  necessary  to  increase  the 
stability  of  streptomycin  aerosol'""'.  Vapone- 
frin  or  Isuprel  is  helpful,  and  does  not  dim- 
inish the  eflicacy  of  streptomycin'-''-''""- 

Hydrogen  peroxide  and 
iwea  hydrogen  'peroxide 

The  peroxides  are  regarded  as  antiseptics 
capable  of  combatting  both  gram-positive 
and  gram-negative  bacteria,  and  urea  acts 
as  a  stabilizing  agent  and  as  a  bacteriocide. 
Hydrogen  peroxide  is  usually  stabilized  with 
a  10  per  cent  solution  of  glycerol,  and  is  ad- 
ministered as  an  aerosol  in  a  3  to  4  per  cent 
solution.  Urea  hydrogen  peroxide  in  a  9  per 
cent  solution  is  combined  with  a  10  per  cent 
solution  of  glycerol  as  a  stabilizer  (particle 
preserver),  and  this  mixture  contains  about 
3  per  cent  of  active  hydrogen  peroxide.  It  is 
administered  for  ten  minutes  at  a  time, 
seven  times  a  day.  The  total  amount  of  per- 
oxide   solution   given    should    probably    not 


Amil,  1949 


INFECTIOUS  ASTHMA— HANSEN  AND  KING 


177 


exceed  2  to  4  cc.  a  day. 

This  agent  has  proven  practically  non- 
irritating  to  the  mucosa  of  the  upper  respir- 
atory tract,  and  it  apparently  diffuses  widely 
throughout  the  bronchial  tree,  effectively 
loosening  mucus  plugs  and  killing  bacteria*'"'. 
Hydrogen  peroxide  cannot  be  used  in  the 
same  nebulizer  with  streptomycin  or  penicil- 
lin, but  can  be  given  alternately  with  either 
of  these  antibiotics.  Abramson'"'''-''-"'"  and 
others'"'"'  feel  that  the  use  of  hydrogen  per- 
oxide aei'osol  and  penicillin  aerosol  is  quite 
effective  in  the  treatment  of  chronic  pulmo- 
nary and  bronchial  infections. 

The  recent  emphasis  on  penicillin  and 
streptomycin  has  overshadowed  the  efficacy 
of  the  sulfonamides  in  the  treatment  of 
chronic  bronchopulmonary  infections  in 
asthmatics.  The  sulfonamides  can  be  easily 
nebulized  in  a  5  per  cent  solution'-''""',  and 
microcrystals'''  of  the  various  sulfonamides 
can  be  readily  used.  An  appreciable  concen- 
tration of  the  drug  in  the  blood  is  ob- 
tained by  the  inhalation  of  a  sulfonamide. 

In  this  clinic  we  have  not  used  aerosol 
sulfonamides,  but  have  administered  sulfa- 
merazine  (1  Gm.  every  four  hours  for  twelve 
doses)  or  sulfadiazine  (4  Gm.  a  day  for  three 
days)  by  the  oral  route  in  conjunction  with 
penicillin  aerosol,  whenever  the  sputum  was 
purulent  or  when  patients  proved  resistant 
to  penicillin  aei'osol.  We  believe  that  sulfon- 
amides given  by  mouth  increase  the  efficacy 
of  penicillin  aerosol  by  reducing  the  number 
of  gram-negative  organisms  in  the  respira- 
tory tract,  and  consequently  the  amount  of 
penicillinase  produced  by  these  organisms. 
The  same  results  may,  of  course,  be  expected 
with  the  combined  administration  of  penicil- 
lin and  streptomycin. 

Vaccine  Therapy'-'^^ 

The  subject  of  vaccine  therapy  in  infec- 
tious asthma  is  quite  controversial.  Thomas 
and  Touart'^'  are  enthusiastic  advocates  of 
specific  bacterial  desensitization,  and  they 
reported  that  65  per  cent  of  200  patients 
with  bacterial  asthma  had  been  completely 
or  markedly  relieved  by  this  means.  The 
organisms  which  they  found  to  be  the  most 

7.  Mutdi,  N.:  Inhalation  of  Clieniotheiapeutic  Substances, 
Lancet  2:7-j-780   (Dec.   16)    19J4. 

S.  (a)  Cooke.  R.  A.:  Infective  Asthma:  Indication  of  Its 
Allergic  Nature,  Am.  J.  M.  Sc.  183:3ii9-317  (March)  li)32. 
(1))  Tliomas.  W.  S. :  Autogenous  Vaccine  Treatment  of 
Astlima,  ,1.  Allergy,  l  :86.  1!I2<I.  (c)  Thomas.  W.  S..  and 
Touart,  M.  D.:  Late  Vaccine  Skin  Keaction.  ,r.  .\llergy,  I: 
212-231   (May)   1933. 


common  offenders  were  staphylococci,  strep- 
tococci, pneumococci,  enterococci,  B.  coli, 
B.  friedlander,  B.  fecalis,  Alkaligenes, 
Neisseria  catarrhalis,  and  atypical  gram- 
negative  cocci  and  bacilli.  On  the  other  hand, 
Unger  feels  that  vaccine  therapy  in  chronic 
asthma  is  of  no  use  whatsoever'"'.  Obviously, 
it  is  impossible  to  evaluate  accurately  the 
role  of  vaccine  therapy.  There  is  no  measur- 
ing stick  which  will  prove  infallible,  and  the 
interpretation  of  results  will  vary  with  the 
number  of  patients  treated  and  followed  clin- 
ically, and  with  the  observer's  ideas  of  what 
constitutes  improvement*-'. 

In  the  Duke  Hospital  clinic  we  have  made 
it  a  practice  during  the  past  18  years  to  use 
autogenous  vaccines  for  patients  with  infec- 
tious asthma,  and  also  to  incorporate  such 
vaccines  in  the  mixtures  of  allergens  used  to 
desensitize  patients  who  are  allergic  to  in- 
halants but  who  are  also  pi'one  to  recurrent 
upper  respiratory  infections.  Our  vaccine  is 
made  from  aerobic  and  anaerobic  cultures. 
The  bacteria  grown  vary  a  great  deal,  but 
the  flora  is  not  very  different  from  that  re- 
ported by  Thomas  and  Touart'-"'.  In  addi- 
tion, sputum  specimens  and  the  bronchial 
secretions  obtained  by  bronchoscopy  are  cul- 
tured on  Sabouraud's  medium  for  fungi. 

We  agree  with  Cooke'*"'  that  skin  tests  to 
autogenous  vaccines  are  of  little  value  in 
predicting  the  patient's  degree  of  hypersen- 
sitivity to  bacteria,  or  the  eventual  benefit 
to  be  expected  from  vaccine  therapy.  This 
statement  does  not  apply  in  all  instances  to 
fungi ;  many  patients  will  give  a  strong  re- 
action to  vaccines  containing  fungi,  and  if 
this  is  not  recognized,  the  administration  of 
such  a  vaccine  in  too  strong  a  concentration 
will  prove  deleterious  to  the  patient.  The 
fungi  which  most  commonly  produced  reac- 
tions among  our  patients  (about  2125  tested) 
were  monilia,  oidomycin,  trichophytin,  and 
penicillium,  in  the  order  named. 

It  is  our  practice  to  start  desensitization 
therapy  with  a  vaccine  containing  the  bac- 
teria and  fungi  grown  from  the  patient's 
cultures,  in  a  1 :2,000  dilution.  The  necessary 
inhalants  in  a  dilution  of  1 :20,000  may  also 
be  included  in  the  vaccine.  The  dose  is  in- 
creased gradually  until  the  maintenance  mix- 
ture contains  the  undiluted  bacterial  vaccine, 

9.  (a)  L'nger.  L.  and  Gordon.  B.  F.:  Bronchial  Asthma; 
.-Vnnual  Critical  Review  of  Recent  Literature,  Ann.  .\1- 
lergy,  6:64-93  (Jan.-Feb.) :  139-2Iii  (March-April)  1948. 
(b)  Unger,  L. :  Bronchial  Asthma;  Annual  Critical  Review 
of  Recent  Literature,  .\nii.  Allergy  4:299-334  (July-.\ug.) 
1946. 
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the  fungi  extract  in  a  1:10  dilution,  and, 
when  indicated,  the  other  allergens  (pollens 
and  other  inhalants)  in  a  1:25  dilution. 

Very  few,  if  any,  patients  with  chronic 
infectious  asthma  will  be  benefited  by  auto- 
genous vaccine  therapy  alone.  Vaccine  ther- 
apy must  be  considered  as  an  adjunct  to 
therapy,  and  not  primarily  as  a  specific  form 
of  treiitment,  as  long  as  infection  persists  in 
the  upper  respiratory  tract.  In  a  recent  sur- 
vey of  152  patients  with  the  mixed  and  in- 
fectious types  of  asthma,  who  were  subjected 
to  the  necessary  nose  and  throat  surgery 
and  then  received  autogenous  vaccine  treat- 
ments, Hansen'-'  reported  that  69  per  cent 
were  either  completely  relieved  or  markedly 
improved. 

Sinnma-nj  and  Coyiclusions 

The  treatment  of  infectious  asthma  should 
be  based  on  the  concept  that  the  presence  of 
infectious  tissue  is  a  prerequisite  for  the 
development  of  bacterial  allergy.  In  the  hu- 
man being,  bronchospasm  and  generalized 
vascular  damage  are  the  manifestations  of 
such  a  reaction. 

The  following  principles  and  agents  are  at 
our  disposal  in  the  treatment  of  infectious 
asthma : 

1.  The  antispasmodics  like  Vaponefrin  or 
Isuprel  facilitate  the  action  of  antibacterial 
agents. 

2.  One  of  the  antibiotics — penicillin  or 
streptomycin — must  be  employed.  The  choice 
depends  ui)on  whether  the  predominant  bac- 
terial flora  is  gram-positive  or  gram-nega- 
tive. These  two  agents  can  be  used  alter- 
natel}'  or  in  combination,  with  excellent  re- 
sults. 

3.  The  hydrogen  peroxide  compounds,  in- 
cluding urea  hydrogen  peroxide,  cannot  be 
used  in  the  same  mixture  with  penicillin  or 
streptomycin.  Glycerol  is  needed  to  preserve 
their  particles.  They  are  able  to  diffuse  wide- 
ly throughout  the  bronchial  tree,  and  are 
bactericidal  to  both  gram-positive  and  gram- 
negative  organisms. 

4.  The  sulfonamides  can  be  employed 
parenterally,  by  mouth,  or  as  an  aerosol,  and 
are  a  very  valuable  therapeutic  adjunct  in 
the  treatment  of  purulent  tracheobronchitis 
or  pneumonitis  occurring  in  patients  with 
infectious  asthma.  When  used  in  combination 
with  penicillin  aerosol,  the  sulfonamides  de- 
crease the  formation  of  penicillinase  and  en- 
hance the  efficacy  of  penicillin. 


5.  Vaccine  therapy  is  still  a  debatable  is- 
sue, because  the  efficacy  of  such  therapy  can- 
not be  measured  accurately.  Vaccine  therapy 
alone  will  prove  useful  only  in  selected  in- 
stances of  infectious  asthma.  In  our  experi- 
ence, it  has  proven  quite  effective  if  used 
after  surgical  removal  of  chronic  foci  of  in- 
fection, or  after  the  control  of  acute  infec- 
tive agents  by  antibiotics. 

6.  Every  patient  with  infectious  asthma 
presents  an  individual  problem.  No  set 
routine  or  treatment  can  be  offered  for  such 
patients.  The  best  results  in  the  treatment 
of  a  patient  with  infectious  asthma  can  be 
achieved  only  by  a  logical  and  intelligent  ap- 
plication of  the  various  measures  described. 


RESULTS  OF  SURGERY  IN 
BRONCHIECTASIS 

James  D.  Moody,  M.D. 
Durham 

When  the  Thoracic  Surgical  Division  was 
established  at  Duke  Hospital  in  January, 
1947,  under  the  leadership  of  Dr.  Josiah  C. 
Trent,  it  was  felt  advisable  to  review  all  of 
the  pulmonary  resections  performed  in  this 
clinic  prior  to  that  time.  One  hundred  and 
twenty-five  such  cases  were  analyzed.  The 
present  report  concerns  the  patients  in  this 
group  who  were  operated  upon  for  bronchi- 
ectasis. Such  a  review  is  of  value  chiefly 
from  the  standpoint  of  rectification  of  mis- 
takes and  improvements  in  diagnosis,  oper- 
ative treatment,  and  postoperative  care.  Con- 
sequently, the  present  report  is  concerned 
largely  with  an  analysis  of  the  mortality  and 
morbidity  in  this  series,  and  with  the  man- 
ner in  which  the  various  complications  aris- 
ing in  the  surgical  therapy  of  this  disease 
have  been  minimized. 

Analysis  of  Fifty-Six  Pulmonary  Resections 
Clinical  material 

Between  January,  1938,  and  December, 
1946,  56  pulmonary  resections  for  bronchiec- 
tasis were  carried  out  at  Duke  Hospital.  The 
various  operative  procedures  were  divided 
as  follows:  (1)  9  right  lower  lobectomies, 
(2)  11  middle  and  lower  lobectomies,  (3) 
IS  left  lower  lobectomies,  (4)  9  lingula  and 
left  lower  lobectomies,  and  (5)  9  right  pneu- 
monectomies.  Only  one  patient  in  this  series 

From   the  Depaitmciit   of   Suigerv,   Duke   Hospitnl,   Duiliam, 
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had  a  bilateral  operation  for  bronchiectasis, 
though  13  had  involvement  on  both  sides. 
Twelve  of  the  operations  vi^ere  carried  out 
between  1938  and  1940,  5  between  1941  and 
1943,  and  the  remaining  39  from  1944 
through  1946. 

Among  the  55  patients,  there  were  29 
males  and  26  females.  There  was  a  marked 
preponderance  of  the  younger  age  groups, 
almost  half  the  patients  being  under  20  years 
of  age.  Ten  procedures  were  carried  out  in 
the  first  decade  of  life,  17  in  the  second  and 
third  decades,  and  9  of  the  remaining  11 
were  in  patients  under  50.  The  duration  of 
symptoms  varied  from  less  than  one  year 
to  thirty  years,  but  in  half  the  cases  it  was 
less  than  two  years.  Of  interest  is  the  fact 
that  hemoptysis  occurred  in  26  of  these  55 
patients. 

Preoperative  therapy  during  the  early 
phase  was  directed  chiefly  toward  control  of 
the  amount  of  suppuration.  Operations  were 
carried  out  during  the  summer  months  fol- 
lowing long  periods  of  enforced  postural 
drainage.  Little  dependence  was  placed  on 
the  various  sulfonamide  drugs.  These  were 
used  chiefly  in  the  postoperative  period  in  an 
effort  to  control  the  ever-present  danger  of 
empj'ema  and  bronchopleural  flstula.  After 
the  use  of  penicillin  was  begun  in  1944,  oper- 
ations were  no  longer  postponed,  and  empha- 
sis was  shifted  to  chemotherapy  for  the  con- 
trol of  suppuration.  During  the  last  three 
years,  penicillin  was  used  parenterally,  intra- 
bronchially,  and  intrapleurally.  All  operative 
procedures  were  carried  out  under  endo- 
tracheal positive  pressure  anesthesia,  and 
tracheobronchial  aspiration  by  catheter  was 
emplo}'ed  to  maintain  a  clear  airway. 

Immediate  results 

Pulmonary  resection  was  successfully  car- 
ried out  in  49  of  the  55  patients.  There  were 
3  early  and  3  late  postoperative  deaths ;  these 
will  be  discussed  in  some  detail  later.  The 
incidence  of  postoperative  complications  was 
quite  high,  especially  in  the  first  part  of  the 
series.  Bronchopleural  fistula  occurred  in  7 
cases  and  empyema  in  8 ;  there  were,  how- 
ever, no  fatalities  in  this  group  and  surgical 
correction  of  these  complications  was  event- 
ually successful  in  all.  Postoperative  spread 
of  the  disease  with  resultant  bronchopneu- 
monia was  diagnosed  in  8  patients,  and  ac- 
counted for  2  deaths.  Postoperative  atelec- 
tasis occurred  in  7  patients,  but  caused  no 
fatalities. 


Folloio-up  studies 

Of  the  49  successfully  treated  cases,  fol- 
low-up studies  have  been  completed  in  44. 
Seven  patient  have  been  followed  from  five 
to  ten  years.  Eight  patients  have  been  fol- 
lowed for  three  to  four  years,  11  for  two 
years,  2  for  eighteen  months,  12  for  one  year, 
and  2  for  six  months. 

Three  patients  have  died  since  discharge 
from  the  hospital.  One  patient  had  bilateral 
disease  and  expired  elsewhere  during  the 
second  pulmonary  resection.  The  second  pa- 
tient was  readmitted  nine  months  following 
pulmonary  resection,  and  expired  with  a 
fulminating  septicemia  due  to  endocarditis. 
In  the  third  case  a  large  area  of  tuberculous 
infiltration  develo]3ed  in  the  right  lung  four 
months  following  a  left  lower  lobectomy  for 
proven  nontuberculous  bronchiectasis;  the 
patient  died  six  months  later  despite  ade- 
quate sanatorium  care. 

Of  the  41  living  patients  who  have  been 
followed,  satisfactory  results  have  been  ob- 
tained in  40 ;  all  of  these  are  leading  normal 
lives  and  are  engaged  in  active  routine  oc- 
cupations. Ten  patients  are  completely 
asymptomatic.  Nineteen  patients  have  very 
slight  cough  and  minimal  sputum,  but  con- 
sider themselves  cured  of  their  original  dis- 
ease. Three  of  these  originally  had  bilateral 
disease ;  the  worse  side  was  resected,  and 
they  are  no  longer  bothered  by  the  residual 
disease  in  the  opposite  lung.  Five  patients, 
on  2  of  whom  a  pneumonectomy  was  per- 
formed, complain  only  of  moderate  dyspnea ; 
all  are  employed  in  sedentary  occupations 
and  are  living  otherwise  normal  lives.  No 
patient  in  this  series,  which  includes  one 
bilateral  resection  and  one  pneumonectomy 
in  a  2  year  old  child,  complains  of  dyspnea 
which  is  incapacitating  or  prevents  him  from 
carrying  on  his  normal  occupation. 

Of  5  patients  with  bilateral  disease,  3  have 
slight  residual  symptoms,  while  2  others  have 
a  moderately  productive  cough  and  occa- 
sional slight  hemoptysis ;  with  the  use  of 
postural  drainage  these  2  have  very  little 
disability,  and  they  feel  that  they  have  been 
markedly  improved  by  their  operation.  One 
patient  continues  to  have  productive  cough 
with  occasional  blood  streaking,  but  is  doing 
a  normal  amount  of  work:  there  is  no  ap- 
parent cause  for  his  continued  symptoms. 

One  patient  with  far  advanced  bilateral 
disease,  in  whom  the  operation  on  both  sides 
could  not  be  completed,  is  classified  as  un- 
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improved.  He  has  been  readmitted  on  numer- 
ous occasions  with  recurrent  bronchopneu- 
monia, and  his  disability  is  so  great  that  he 
is  unable  to  work. 

Comme)it 
The  analysis  of  these  56  resections,  cover- 
ing the  period  from  1938  through  1946,  has 
led  to  many  interesting  observations  which 
may  be  correlated  with  the  progress  made 
by  thoracic  sui'gery  during  this  time. 

Deaths 

Of  the  6  hospital  deaths  in  this  series,  it 
is  felt  that  4  might  well  have  been  prevented 
if  the  resections  had  been  done  under  present 
day  conditions.  The  other  two  represent 
diificulties  inherent  in  pulmonary  surgery 
which  account  for  unavoidable  deaths  in  any 
large  series.  In  one  case  in  which  the  right 
middle  and  lower  lobes  were  being  resected, 
the  vein  to  the  upper  lobe  was  divided  in- 
advertently, because  of  anomalous  origin  of 
the  superior  vein.  The  accident  was  not  rec- 
ognized at  the  operating  table,  and  the  pa- 
tient died  eighteen  hours  later.  The  other 
case  concerned  a  patient  with  massive  hilar 
inflammatory  changes,  so  severe  as  to  neces- 
sitate a  mass  ligation  of  the  artery,  bronchus, 
and  inflammatory  tissue.  She  died  one  hour 
postoperatively  of  sudden  irreversible  shock : 
although  autopsy  was  denied,  it  was  con- 
cluded that  massive  hemorrhage  from  the 
hilar  stump  was  probably  the  direct  cause 
of  death. 

Of  the  4  deaths  which  are  now  thought 
preventable,  one  occurred  in  a  10  year  old 
girl  in  whom  a  pneumonectomj'  was  per- 
formed. The  operative  procedure  was  diffi- 
cult because  of  inflammatory  changes  about 
the  hilum,  and  there  was  considerable  loss 
of  blood.  Although  the  child  weighed  only 
2-5  Kg.,  she  received  1300  cc.  of  blood  and 
1000  cc.  of  plasma  and  glucose  during  the 
four  hour  procedure.  Despite  this  she  was 
in  and  out  of  shock  throughout  the  operation. 
Death  occurred  four  hours  later,  and  autopsy 
revealed  marked  pulmonary  edema. 

Every  thoracic  surgeon  fully  realizes  the 
benefit  of  blood  replacement  during  thoracic 
operations,  and  it  is  also  generally  known 
that  shock  during  a  pulmonary  resection  may 
be  due  to  a  number  of  causes  other  than 
direct  blood  loss.  During  the  period  of  time 
covered  by  this  series  of  cases,  blood  replace- 
ment during  the  procedure  was  based  upon 
the  operator's  estimate  of  blood  loss.  The 
danger  of  such  discrepancies  as  that  noted 


above,  however,  is  always  present,  and  most 
surgical  centers  now  employ  some  method  of 
determining  the  actual  blood  loss  during  the 
procedure.  The  simplest  method,  and  prob- 
ably the  one  most  commonly  used,  is  that  of 
weighing  all  discarded  sponges;  blood  re- 
placement can  then  be  controlled  fairly  ac- 
curately, and  such  deaths  as  occurred  in  this 
case  can  be  prevented. 

An  example  of  the  mistakes  that  may  oc- 
cur in  the  clinical  evaluation  of  pulmonary 
function  is  apparent  in  another  death  in  this 
group. 

A  34  year  old  white  man  had  had  a  seven-rib 
thoracoplasty  on  the  right  foi-  pulmonary  tubercu- 
losis four  years  prior  to  admission  here.  The  tulier- 
culosis  had  been  proven  to  be  under  control,  al- 
though there  was  considerable  scarring  in  the  oppo- 
site apex.  Bronchiectasis  had  developed  under  the 
thoracoplasty,  and  the  patient  was  considered  a  good 
candidate  for  pneumonectomy.  In  the  preoperative 
studies,  one  measurement  of  vital  capacity  was  done, 
which  showed  a  volume  of  2400  cc.  of  air;  the  expira- 
tion time  was  not  calculated.  It  was  felt  that  he 
would  have  adequate  pulmonary  function  postoper- 
atively, although  it  was  realized  that  there  was  con- 
sideralile  normally  functioning  lung  beneath  the 
thoracoplasty  which  would  be  resected. 

Pneumonectomy  was  carried  out,  and  there  were 
no  operative  complications.  On  the  fourth  postoper- 
ative day  he  began  having  progressive  respiratory 
embarrassment,  despite  the  fact  that  a  roentgeno- 
gram .showed  the  left  lung  to  be  clear.  He  expired 
in  cardiac  failure  on  the  eleventh  postoperative  day. 
Autopsy  revealed  marked  fibrosis  in  the  left  upper 
lobe  and  right  sided  cardiac  failure. 

Death  in  this  case  was  due  directly  to  low- 
ered pulmonary  reserve,  plus  pulmonary  hy- 
pertension due  to  fibrosis.  If  preoperative 
function  studies  had  been  available  then, 
they  would  probably  have  given  results  con- 
traindicating  resection. 

Exceptional  progress  has  been  made  dur- 
ing the  past  few  years  in  the  study  of  the 
pulmonary  reserve.  It  is  no  longer  necessary 
to  rely  simply  on  one's  clinical  judgment  in 
deciding  whether  or  not  a  patient  can  stand 
a  resection  from  the  standpoint  of  loss  of 
functioning  lung  tissue.  Many  tests  and  in- 
struments have  been  devised  which  will  de- 
termine the  oxygen  uptake  by  each  lung,  the 
efficiency  of  each  lung  in  terms  of  supplying 
oxygen  to  the  blood  and  removing  carbon 
dioxide,  and  the  drop  in  pulmonary  function 
which  may  be  expected  to  result  from  the  re- 
section of  normal  functioning  lung.  Much 
has  also  been  learned  about  the  effect  on  pul- 
monary function  of  such  diseases  as  ob- 
structive emphysema,  tuberculosis,  and  de- 
struction of  lung  tissue  from  nonspecific  in- 
flammation. 

Pulmonary  function  tests  are  an  essential 
addition  to  the  preoperative  studies  of  pa- 
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tients  with  bronchiectasis.  This  is  particu- 
larly true  in  the  older  age  group,  where  ob- 
structive emphysema  occurs  with  much 
greater  frequency,  and  in  the  far  advanced 
cases  where  segmental  resection  with  con- 
servation of  normal  lung  tissue  is  indicated. 

The  tests  now  in  use  in  this  clinic  are  di- 
vided into  three  parts.  A  very  careful  clini- 
cal appraisal  is  first  carried  out,  with  par- 
ticular attention  to  allergic  states,  past  his- 
tory of  work  capacity,  and  present  func- 
tional efficiency  insofar  as  the  lungs  are  con- 
cerned. Fluoroscopy  is  then  performed,  with 
emphasis  on  the  symmetry  of  rib  and  dia- 
phragm movement,  the  presence  or  absence 
of  mediastinal  shift,  lung  field  clouding,  and 
the  cardiac  contour.  Finally,  the  patient  has 
spirometric  studies,  including  resting  minute 
ventilation,  oxygen  coei^cient,  vital  capacity 
(with  emphasis  on  expiration  time),  and 
maximum  minute  ventilation.  With  the  cor- 
relation of  all  three  parts,  one  obtains  a  fair- 
ly accurate  analysis  of  the  patient's  pulmo- 
nary function  and  can  then  estimate  the 
probable  decrease  in  function  following  op- 
eration. Bronchospirometry,  giving  the  oxy- 
gen utilization  for  each  lung,  is  now  being 
instituted  as  an  additional  test  in  patients 
with  pulmonary  function  which  is  markedly 
diminished  by  various  types  of  pulmonary 
fibrosis. 

Two  of  the  preventable  deaths  resulted 
from  postoperative  pneumonia.  Bronchiecta- 
sis, being  a  suppurative  disease,  presents  the 
special  problem  to  the  anesthetist  of  control- 
ling the  purulent  material  in  the  bronchial 
tree.  Maintenance  of  a  clear  airway  has 
plagued  anesthetists  since  the  beginning  of 
thoracic  surgery,  and  it  is  particularly  diffi- 
cult in  this  disease.  As  was  stated  before, 
tracheobronchial  aspiration  by  catheter  was 
used  in  all  of  these  cases.  Despite  this  meas- 
ure, contralateral  and  ipsilateral  postopera- 
tive pneumonia  resulted  from  spread  of  the 
disease  in  8  patients.  In  2  of  these  the  pneu- 
monic involvement  was  classified  as  minimal, 
producing  only  slight,  transient  elevations  in 
temperature;  chest  films  were  clear  within 
a  few  days'  time.  Three  patients,  one  of 
whom  had  bilateral  disease,  had  moderately 
severe  spreads,  with  temperature  elevation 
and  roentgenographic  evidence  of  broncho- 
pneumonia. These  responded  only  after  a 
considerable  period  of  treatment,  including 
massive  chemotherapy.  Three  patients  with 
bilateral  disease  had  very  severe  spreads 
with   massive   pneumonic   involvement,   and 


two  of  these  expired.  The  remaining  patient 
had  a  very  stormy  course,  with  temperature 
elevations  to  39  C.  (102.2  F.)  daily  for  a 
week ;  chest  films  began  to  show  clearing  on 
the  tenth  postoperative  day,  and  the  patient 
was  finally  discharged  after  a  long  and  com- 
plicated postoperative  course. 

Chemotherapy  and  enforced  postural 
drainage  have  reduced  the  amount  of  sup- 
puration in  this  disease,  but  have  not  con- 
trolled it  to  the  point  that  a  clear  airway  may 
be  maintained  under  anesthesia  at  all  times. 
Tracheobronchial  aspiration  by  catheter  has 
not  fully  answered  the  problem,  as  the  re- 
sults in  this  series  have  shown.  Many  instru- 
ments and  methods  have  been  devised  for 
controlling  the  suppurative  material  in  the 
bronchial  tree,  but  none  has  really  achieved 
noteworthy  success. 

We  have  attempted  to  answer  the  problem 
in  our  own  clinic  by  devising  an  instrument 
which  occludes  the  bronchus  to  the  affected 
lobe  during  operation,  thereby  preventing 
any  spillage  of  purulent  material  (fig.  1). 
The  indications  and  technique  for  its  use, 
and  the  results  obtained  during  a  two  year 
period,  have  been  reported  elsewhere"'.  The 
instrument  has  been  used  in  15  operations 
for  bi'onchiectasis  outside  of  the  present 
series ;  postoperative  spread  with  secondary 
bronchopneumonia  did  not  occur  in  any  case. 
The  presence  of  bilateral  disease  does  not 
constitute  a  contraindication  to  the  use  of 
the  instrument;  on  the  contrary,  blocking 
the  most  seriously  diseased  portion  (which 
is  usually  removed  first)  prevents  the  spill- 
age of  a  great  deal  of  purulent  material  out 
into  the  major  bronchi.  Since  suction  is  ap- 
plied through  the  instrument  and  produces 
atelectasis  in  the  lobe  or  lobes  being  removed, 
the  surgeon  is  aided  by  having  more  opera- 
tive space;  furthermore,  in  cases  of  lobec- 
tomies, the  interlobar  fissure  is  better  de- 
lineated by  the  atelectasis.  As  soon  as  a  much 
smaller  instrument  can  be  made,  it  is  planned 
to  employ  it  in  segmental  resections  for  de- 
lineation of  the  aflfected  segment. 

Complications 

The  frequency  of  postoperative  spreads  in 
this  series  of  cases,  and  the  form  of  preven- 
tion employed  at  present  have  already  been 
discussed. 

Postoperative  atelectasis  occurred  in  7  pa- 
tients without  any  mortality.  Five  of  the  7 

1.  Moodv.  J.  D.:  A  Method  of  Bronchial  Occlusion  for  the 
Prevention  of  Transljroneliial  Spread  During  Lobectomy 
and  Pneumonectomy:  Clinical  Application.  J.  Thoracic 
Surg.   17:CS1-68!1    (Oct.)    1948. 
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Fig.  1.  The  various  parts  of  the  endobronchial 
balloon  are  shown,  and  its  use  in  a  left  lower 
lobectomy  for  lung  abscess  is  illustrated  by  dia- 
gram. A  water  manometer  under  mercury  pres- 
sure is  used  for  inflation  of  the  balloon.  (From 
Moody,  .J.D.iD) 

had  atelectasis  on  the  same  side  as  the  re- 
section. Two  cases  were  classified  as  severe, 
the  atelectasis  persisting  over  several  days' 
time,  and  requiring  several  bronchoscopies 
before  re-inflation  finally  occurred.  The 
other  4  cases  all  responded  nicely  to  bron- 
choscopy. 

Present-day  therapy  directed  toward  cor- 
rection of  atelectasis  has  changed  very  little. 
Enforced  coughing,  deep  breathing  exercises, 
bronchoscopy,  and  intrapleural  suction  are 
methods  routinely  used  in  most  clinics ;  they 
are  now  employed  not  only  for  the  treatment 
of  atelectasis,  but  for  prevention  as  well.  The 
use  of  the  instrument  previously  described 
has  also  helped  to  lower  the  incidence  of  this 
complication  by  preventing  the  spillage  of 
secretions  into  unaff'ected  portions  cf  the 
bronchial  tree. 

The  study  of  the  incidence  of  broncho- 
pleural fistula  and  empyema  in  this  series 


has  brought  out  several  interesting  facts. 
As  was  noted  previously,  7  patients  had 
bronchopleural  fistula  plus  empyema,  while 

8  had  empyema  alone.  All  patients  in  the 
former  group  eventually  responded  to  tidal 
drainage,  plus  the  use  of  open  drainage  in 
one  case  and  unroofing  procedures  in  two. 
The  postoperative  course  was  greatly  pro- 
longed in  all  cases.  The  patients  with  empy- 
ema also  responded  to  the  same  forms  of 
therapy  after  long  periods  of  hospitalization. 

The  incidence  of  these  two  postoperative 
complications  was  extraordinarily  high  dur- 
ing the  first  few  years.  Between  1938  and 
1940,  when  14  resections  were  performed, 
bronchopleural  fistulas  occurred  in  35  per 
cent  and  empyema  in  28  per  cent — a  com- 
bined incidence  of  63  per  cent.  In  the  period 
from  1941  through  1943,  only  5  resections 
were  performed  and  empyema  occurred  in 
2  cases.  In  1944  penicillin  came  into  use.  and 
the  combined  incidence  of  fistulas  and  empy- 
ema in  7  cases  drop]3ed  to  40  per  cent.  In 
1945,  although  the  number  of  resections  rose 
to  14,  only  one  case  of  empyema  occurred. 
In  1946,  there  was  only  one  case  of  empyema 
in  18  resections. 

It  might  be  concluded  that  the  advent  of 
penicillin  therapy  caused  the  decline  in  the 
incidence  of  both  bronchopleural  fistulas  and 
empyema.  However,  further  study  of  these 
cases  reveals  other  factors  which  may  have 
played  equally  important  parts  in  minimiz- 
ing these  complications.  Prior  to  1944,  all 
bronchial  stumps  were  closed  with  one  or 
more  ligatures,  and  in  approximately  half 
the  cases  a  flap  of  pleura  was  used  as  a  cov- 
ering. In  1944,  bronchial  closure  by  mattress 
sutures  was  employed  in  2  of  the  7  cases ;  in 
1945  this  method  of  closure  was  employed  in 

9  of  the  14  cases,  and  in  1946,  in  11  of  the 
18  cases.  During  these  three  years,  a  pleural 
flap  for  coverage  of  the  stump  was  used  al- 
most universally.  It  is  interesting  that  not 
a  single  case  in  which  the  bronchial  stump 
was  closed  with  mattress  sutures  developed 
either  a  bronchopleural  fistula  or  empyema 
during  these  three  years.  In  the  5  cases  in 
which  either  a  fistula  or  empyema  developed, 
the  bronchial  stump  was  closed  by  ligation. 

It  can  probably  be  safely  assumed,  there- 
fore, that  bronchial  closure  by  mattress  su- 
tures, plus  the  use  of  a  pleural  flap,  has 
minimized,  if  not  abolished,  the  danger  of 
bronchopleural  fistula,  while  penicillin  ther- 
apy has  practically  eliminated  the  occurrence 
of  empyema.    Certainly  these  two  complica- 
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tions,  which  at  one  time  were  so  costly,  not 
only  in  terms  of  lives  but  also  in  terms  of 
prolonged  hospitalization,  are  now  practic- 
ally eliminated. 

Late  results 

The  surgical  therapy  of  bronchiectasis  has 
markedly  altered  the  prognosis  of  this  dis- 
ease. As  was  noted  by  Perry  and  King'-'  in 
1940,  and  by  Bradshaw,  Putney  and  Clerf'" 
in  1941,  the  nonsurgical  therapy  of  bronchi- 
ectasis left  much  to  be  desired.  These  authors 
showed  that  patients  having  symptoms  since 
early  childhood  rarely  lived  beyond  the  age 
of  30  years;  furthermore,  life  expectancy 
following  the  development  of  symptoms  was 
only  13.5  years  in  the  fatal  cases.  Bradshaw, 
Putney  and  Clerf  found  that,  in  the  fatal 
cases,  the  average  duration  of  the  disease 
from  diagnosis  to  death  was  only  1.8  years. 
The  introduction  of  chemotherapy  only  em- 
phasized the  further  need  of  surgical  treat- 
ment ;  it  not  only  made  surgery  safer,  but, 
by  carrying  patients  through  acute  exacer- 
bations of  their  disease,  converted  them  into 
chronic  cases  who  simply  live  and  suffer  that 
much  longer  with  the  disease. 

One  cannot  overlook  the  sociologic  aspect 
of  this  disease  in  considering  the  results  of 
therapy.  There  is  perhaps  no  other  field  of 
major  surgery  in  which  therapy  has  been 
more  beneficial  in  altering  the  social  destiny 
of  the  patient.  The  prolonged  struggle 
against  this  chronic  disease  causes  gross  al- 
terations in  personality,  and  the  fact  that 
surgery  offers  a  cure  in  most  instances  fur- 
ther emphasizes  the  important  role  iilayed 
by  this  form  of  therapy. 

With  the  above  principles  in  mind,  the 
over-all  results  in  this  series  are  considered 
good.  The  fact  that  40  of  the  55  patients 
are  alive  and  engaged  in  essentially  normal 
occupations  testifies  to  the  efficacy  of  this 
form  of  therapy.  The  marked  decline  in  the 
incidence  of  complications  which  has  resulted 
from  newer  surgical  principles  and  chemo- 
therapy should  continue.  The  mortality  rate 
has  already  dropped,  as  has  been  noted  in 
many  other  clinics'^',  and  as  our  own  survey 
of  statistics  since  completion  of  this  partic- 
ular study  has  shown.  Furthermore,  the  fact 
that  3  of  the  13  patients  with  bilateral  dis- 
ease consider  themselves  cured,  and  that  5 

2.  I'eiiT.  K.  M.  A.,  and  Kins,  D.  S.:  BroiuliiOLtasis.  Am. 
Rev.  Tuberc.  41:531-3  18    (May)    lOin. 

3.  Brailshaw.  H.  H..  Putney.  F.  J.,  and  Clerf.  L.  H. :  The 
Fate  of  Patients  with  Untreated  Broneliiectasi.s.  J. A.M. A. 
Ilii:2.i61-2.50.S    (June    71    1941. 

1.  .\dams,  R..  and  Ficarra,  B.  J.:  Apprai.*al  of  Surgery  in 
tlie  Treatment  of  Bronchiectasis,  .I.A.M.A.  i3t:24(i-;45 
(May  17)    1947. 


feel  that  they  have  been  markedly  benefited 
and  are  doing  normal  work,  indicates  that 
surgery  is  of  value  even  when  both  lungs  Eire 
involved.  Certainly  some  of  these  patients 
should  have  further  surgery,  particularly  in 
view  of  the  present  advantages  of  pulmonary 
function  studies  and  the  technique  of  seg- 
mental resection. 

Present  Approach 

The  present  approach  to  the  surgical  care 
of  bronchiectasis  in  this  clinic  embodies  all 
of  the  principles  discussed  above.  The  ad- 
mission diagnostic  studies  include  broncho- 
scopy and  bronchograms.  The  former  is  per- 
formed, not  so  much  to  localize  the  disease 
as  to  ascertain  whether  or  not  any  secondary 
cause  for  the  bronchiectasis  is  present. 
Bronchogenic  carcinoma,  bronchial  acSenoma, 
foreign  bodies,  and  bronchial  stenosis  due  to 
pulmonary  tuberculosis  are  notoriously  fre- 
quent in  the  pathogenesis  of  this  disease. 
Bronchograms  are  performed  by  filling  all 
five  lobes  and  making  stereoscopic  films,  not 
only  in  the  posterior-anterior  view  but  in  the 
oblique  positions  as  well. 

During  the  preoperative  period,  which 
averages  seven  to  ten  days,  the  patient  re- 
ceives adequate  doses  of  penicillin  both 
parenterally  and  by  aerosol;  we  have  also 
found  the  addition  of  Vaponefrin  to  the 
aerosol  to  be  quite  efficacious.  A  check  x-ray 
is  obtained  following  the  bronchograms,  and 
if  a  significant  amount  of  retained  lipiodol 
persists  despite  precautionary  measures,  the 
patient  is  discharged  for  a  six  weeks'  period 
on  enforced  postural  drainage  plus,  if  pos- 
sible, aerosol  penicillin. 

Following  approximately  one  week  of 
chemotherapy,  or  when  the  total  sputum  out- 
put has  been  reduced  as  much  as  believed 
possible,  pulmonary  function  tests  are  per- 
formed. These  are  usually  done  in  the  latter 
part  of  the  day,  when  the  patient  has  emp- 
tied himself  of  purulent  secretions.  These 
findings  are  correlated  with  the  previous 
studies,  and  the  decision  is  made  as  to  the 
form  of  surgery  indicated. 

Operations  for  bronchiectasis  are  general- 
ly performed  either  late  in  the  morning  or 
early  in  the  afternoon,  following  prolonged 
postural  drainage.  The  time  of  operation 
is  particularly  important  in  patients  with 
disease  of  long  duration,  since  they  form  a 
definite  habit  of  emptying  the  tracheo- 
bronchial tree  of  purulent  secretions  at  a 
given  time  of  day.  Many  patients  will  speci- 
fy an  exact  hour  when  they  know,  through 
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long  experience,  that  they  will  almost  com- 
pletely empty  themselves  of  these  secretions. 

The  endobronchial  balloon  is  inserted 
through  the  bronchoscope  at  the  beginning 
of  the  procedure,  usually  under  local  anes- 
thesia, so  as  to  obstruct  the  affected  lobe. 

A  discussion  of  the  surgical  therapy  of 
bronchiectasis  would  be  completely  amiss  if 
the  principle  of  segmental  resection  were  not 
included.  It  has  been  conclusively  shown  by 
numerous  studies  that  bronchiectasis  is  pri- 
marily a  segmental  disease,  and  further- 
more usually  involves  the  basilar  segments. 
The  development  of  the  techniques  of  seg- 
mental resection  has  profoundly  advanced 
the  surgical  therapy  of  this  disease'"".  It  has 
opened  new  avenues  of  therapy  for  patients 
with  bilateral  disease  who  were  formerly 
classified  as  hopeless  cripples.  Furthermore, 
by  permitting  the  removal  of  non-function- 
ing lung  only,  it  has  made  surgery  possible 
in  patients  with  marked  reduction  in  pulmo- 
nary reserve  who  would  be  unfit  for  lobec- 
tomy. 

Hilar  dissection  is  employed,  with  individ- 
ual ligation  of  all  hilar  structures.  The  endo- 
bronchial balloon  is  withdrawn  just  prior  to 
clamping  the  bronchus.  The  bronchial  stump 
is  closed  with  interrupted  mattress  sutures, 
and  covered  with  a  fiap  of  pleura.  Following 
all  lobectomies  drainage  by  catheters  is  in- 
stituted both  anteriorly  and  posteriorly,  a 
water  trap  being  utilized  to  maintain  nega- 
tive pressure.  If,  for  any  reason,  the  pa- 
tient's airway  is  not  clear  at  the  close  of  the 
procedure,  and  following  thorough  tracheo- 
bronchial suction,  bronchoscopy  is  immedi- 
ately performed. 

A  roentgenogram  is  obtained  the  evening 
of  operation  to  check  on  the  degree  of  in- 
flation of  the  remaining  lung,  and  to  detect 
atelectasis.  Subsequent  chest  films  are  made 
at  intervals  of  two  to  four  days.  The  cathet- 
ers are  removed  between  the  third  and  fifth 
postoperative  days.  In  cases  of  segmental 
resection,  additional  positive  suction  is  ap- 
plied to  the  chest  to  maintain  expansion  of 
the  lung. 

The  preoperative  chemotherapy  is  con- 
tinued during  the  postoperative  phase.  The 
patient  is  usually  walking  by  the  fifth  to  the 
seventh  postoperative  day,  and  is  discharged 
between  the  tenth  and  fourteenth  days.  He 
is  then  followed  at  two  to  three  month  inter- 
vals in  the  chest  clinic. 

5.  Overholt.  R.  H.,  Betts.  R.  H..  and  Woods.  F.  M.:  Multiple 
Segmental  Resection  in  the  Treatment  of  Bronchiectasis, 
Dis.  Chest,   13  :.-iS3-.'iB,T    (Nov.-Dec.)    1947. 


Sum))i'n-ij  and  Conclusions 

The  cases  of  bronchiectasis  treated  by  pul- 
monary resection  in  this  clinic  from  1938 
through  1946  are  analyzed,  and  the  improve- 
ments achieved  during  this  period  in  the 
surgical  therapy  of  this  disease  are  di.s- 
cussed.  The  over-all  results  are  considered 
satisfactory,  particularly  in  view  of  the 
rapidly  declining  mortality  and  morbidity 
rates.  A  brief  resume  of  the  present  surgi- 
cal approach  to  this  disease  is  also  presented. 


CYSTIC  LUNG   DISEASE 

E.  E.  Menefee,  Jr.,  M.D. 

Durham 

Although  cystic  disease  of  the  lung  has 
been  known  for  more  than  three  hundred 
years''',  it  was  not  until  1925,  when  A.  R. 
Koontz'-'  published  a  review  of  108  cases 
collected  from  the  literature,  and  added  one 
of  his  own,  that  the  disease  received  any 
widespread  recognition. 

Incidence 

Roentgenologic  studies  by  Edwards  and 
Ehrlich''"  revealed  only  2  cases  of  lung  cysts 
from  a  series  of  approximately  13,000  in- 
ductees in  New  York  City,  and  Kinzer'-" 
found  only  8  cases  of  cystic  disease  in  a  re- 
view uf  more  than  105,000  chest  films.  These 
figures  would  indicate  that  the  disease  is  far 
more  common  than  has  been  previously  sus- 
pected. We  feel  that,  in  all  probability,  num- 
erous cases  of  cystic  lung  disease  have  been 
misdiagnosed.  In  our  own  cases,  even  though 
we  have  been  quite  aware  of  the  possibility 
of  cystic  lung  disease,  we  have  frequently 
made  the  wrong  diagnosis  originally. 

During  the  past  five  years  at  Duke  Hos- 
pital we  have  searched  carefully  for  cystic 
disease  of  the  lungs  in  various  patients  who 
presented  themselves  to  the  Chest  Clinic. 
Largely  because  we  have  particularly  looked 
for  the  disease,  we  have  been  able  to  find 
33  such  cases  during  this  interval. 
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Types 

Cystic  disease  of  the  lungs  has  been  classi- 
fied in  most  of  the  recent  literature  as  either 
congenital  or  acquired'^'.  It  is  the  present 
feeling  of  the  pathologists  and  anatomists 
that  congenital  cysts  are  usually  lined  with 
bronchial  epithelium  and  that  bronchial  ma- 
terial such  as  cartilage  and  smooth  muscle 
may  be  found  in  the  walls  of  such  cysts. 
Acquired  cysts  are  thought  to  be  due  to  dila- 
tation and  excavation,  probably  resulting 
from  infection,  and  they  are  usually  lined 
with  an  epithelial  layer  or  inflammatory 
membranes. 

In  general,  either  type  of  cyst  might  be  de- 
fined as  a  sac  in  the  lungs  which  contains 
either  air  or  fluid  and  is  not  occupied  by 
alveoli  or  other  normal  lung  tissue.  Cysts 
may  be  single  or  multiple,  and  may  be  con- 
fined to  one  lobe,  or  present  in  all  lobes.  They 
vary  in  size  from  a  minute  sac  to  enormous 
cysts  that  occupy  more  than  half  of  the  en- 
tire thoracic  cavity.  Pulmonary  alveoli  lying 
adjacent  to  the  cysts  are  usually  collapsed 
or  atelectatic. 

Differential  Diagnosis 

It  is  obvious  that  sac-like  areas  caused  by 
tuberculous  infection,  parasites,  and  cocci- 
diodes  may  easily  be  confused  with  lung- 
cysts,  and  the  diflferential  diagnosis  must  be 
made  by  the  usual  methods  of  skin  testing, 
sputum  examinations,  and  serologic  studies. 
At  times  it  is  also  extremely  difficult  to  differ- 
entiate between  cystic  lung  disease  and 
cystic  bronchiectasis  and  lung  abscesses. 
Emphysematous  blebs  may  be  confused  with 
cysts,  and  indeed  cysts  may  arise  in  a  man- 
ner similar  to  the  formation  of  a  bleb"'". 

The  symptoms  of  cystic  disease  of  the 
lungs  are  extremely  variable.  Hemoptysis 
ranging  from  slight  streaking  to  severe 
hemorrhage,  cough,  expectoration,  dyspnea, 
wheezing,  pain  in  the  chest,  cyanosis,  cardiac 
palpitation,  and  I'epeated  febrile  attacks  may 
all  be  encountered.  On  the  other  extreme, 
there  are  certain  patients  who  have  no  symp- 
toms at  all  and  in  whom  the  diagnosis  is 
made  more  or  less  by  accident. 

Since  the  symptoms  are  so  variable,  it  is 
not  surprising  that  in  a  large  percentage  of 
cases  an  incorrect  diagnosis  is  made  at  first. 
In  our  experience  we  have  frequently  con- 
fused cystic  disease  of  the  lungs  with  bron- 

r,.    Liggett.   R.:   Cystic   Disease   of  tbe   Lungs,    Clin.  Med.    .53: 

10-17   (Jan.-Fel).)    1916. 
0.    Miller,   W.    S.:   Tlie   Lung,    Springfield,    Illinois,   Charles   C. 

Thomas,   1913.  p.  02. 
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Fig.    1    (Case    1).     A    large   cyst    resembling 
pneumothorax. 

chiectasis,  lung  abscess,  tuberculosis,  empy- 
ema, spontaneous  pneumothorax,  broncho- 
pleural fistula,  carcinoma  of  the  lung,  and 
lung  abscess.  It  always  should  be  borne  in 
mind  that  cystic  lung  disease  may  actually 
be  complicated  by  any  of  these  diseases  or  by 
any  other  pulmonary  disease. 

The  final  diagnosis  depends  largely  on  the 
closest  of  cooperation  between  the  roentgen- 
ologist, the  internist,  the  surgeon,  and  the 
pathologist.  Even  then  the  diagnosis  is  not 
always  entirely  satisfactory,  for  we  are  fre- 
quently unable  to  say  whether  the  cyst  is 
congenital  or  acquired,  or  to  tell  how  long 
it  has  been  present  or  what  has  caused  it. 
We  can  simply  state  that  there  have  been 
cystic  changes  in  the  lungs. 

The  following  9  cases  are  reported  in 
order  to  illustrate  varying  manifestations  of 
the  disease  and  the  way  in  which  it  simulates 
other  lung  diseases. 

Case  Reports 
Case  1 

This  26  year  old  white  man  first  came  to  Duke 
Hospital  in  September,  1944.  There  was  no  history 
of  cough,  sputum,  hemoptysis  or  pain  in  the  chest. 
The  past  history  was  entirely  normal  except  for  the 
patient's  statement  tliat  he  never  was  able  to  par- 
ticipate in  extremely  active  sports,  because  of  "lack 
of  wind."  In  April.  1944,  he  was  called  up  for  mili- 
tary service,  but  was  rejected  and  told  that  the 
roentgenogram  showed  that  he  had  a  pneumothorax. 

General  physical  examination  was  normal  except 
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Fig.  2  (Case  2).    A  large  cyst  resembling  pneumothorax,   with   herniation   into   the   opposite   side. 


for  findings  over  the  chest.  The  right  lung  was  clear. 
On  the  left  breath  .sounds  were  faintly  audible  i'rom 
the  apex  to  the  second  rib  anteriorly,  and  from  the 
apex  to  the  fourth  i-ib  posteriorly.  From  this  level  to 
the  diaphragm  no  breath  sounds  could  be  heard. 

Roentgenograms  (fig.  1)  showed  a  large  cyst  tak- 
ing up  most  of  the  left  half  of  the  thorax  and  push- 
ing the  diaphragm  downward.  Thei'e  was  a  small 
amount  of  apparently  noi'mal  lung  tissue  in  the 
region  of  the  apex.  Operation  has  been  advised,  but 
the  patient  has  consistently  refused  any  surgical 
procedure.  He  has  been  followed  for  the  past  sev- 
eral years,  and  has  continued  to  enjoy  good  health. 

This  represents  a  case  of  a  large  solitary 
cyst.  It  is  probably  congenital  in  origin,  al- 
though a  definite  statement  could  not  be 
made  without  pathologic  study.  It  has  not 
changed  over  a  period  of  four  years,  and  the 
greatest  danger  appears  to  be  that  infection 
will  develop  in  the  cyst. 

Case  2 

This  68  year  old  white  man  was  first  seen  at  Duke 
in  August,  1946.  Ten  years  prior  to  this  time  he 
began  to  have  slight  cough  and  produced  small 
amounts  of  mucoid  sputum.  At  no  time  was  there 
any  history  of  acute  infection.  At  the  age  of  63,  he 
began  to  have  some  dyspnea  on  strenuous  exertion. 
At  65,  he  was  admitted  to  another  hospital,  where 
a  diagnosis  of  pneumothorax  and  bronchopleural 
fistula  was  made.  Because  of  increasing  dyspnea  he 
had  been  unable  to  work  for  the  past  two  years. 

General  physical  examination  showed  him  to  be  a 
well  developed  and  well  nourished  man  in  moderate 
respiratory  distress.  The  blood  pressure  was  134 
systolic,  88  diastolic.  Breath  sounds  were  entirely 
absent  throughout  the  left  side  of  the  thorax.  Breath 
sounds  on  the  right  were  normal  except  for  a  few 
fine  rales  at  tlie  right  base.  The  rest  of  the  physical 
examination  was  not  remarkable  except  for  a  greatly 
enlarged  prostate  causing  partial  obstruction.  A 
chest  film  (fig.  2>  showed  no  normal  lung  markings 
on  the  left  side  of  the  thorax,  and  there  was  hernia- 
tion through  the  anterior  mediastinum  into  the  right 
thorax.  It  was  felt  necessary  to  do  a  transurethral 


prostatic  resection,  and  prior  to  the  operation  1200 
cc.  of  air  was  removed  from  the  left  side  of  the 
chest.  Initial  pressures  were  +5  cm.  of  water  on 
expiration,  -fl  on  inspii'ation;  final  pressures  were 
—  1  and  —5.  This  procedure  temporarily  relieved  his 
dyspnea,  and  he  withstood  the  operation  well.  Within 
a  few  hours,  however,  his  dyspnea  returned. 

He  was  readmitted  to  Duke  Hospital  in  April, 
1947.  He  had  grown  steadily  worse  and  had  gotten 
to  the  point  where  he  could  neither  eat  nor  sleep. 
Because  of  his  extremely  marked  symptoms,  it  was 
decided  to  attempt  a  left  pneumonectomy.  The  pa- 
tient stood  the  operative  procedure  well,  but  went 
into  shock  immediately  after  operation,  and  died  de- 
spite supportive  therapy.  Autopsy  showed  that  a 
suture  ol  one  of  the  hilar  vessels  had  cut  through, 
and  a  fatal  hemorrhage  had  ensued. 

Pathologic  study  of  the  operative  specimen  showed 
that  the  left  upper  lobe  was  entirely  replaced  by  a 
tremendous  cyst,  which  filled  the  left  side  of  the 
thorax,  and  had  herniated  into  the  right.  Postmortem 
studies  of  the  right  lung  showed  numerous  large  so- 
called  bullae.  No  bronchial  obstruction  was  found  on 
either  side. 

This   case   probably   represented   a   large 

cyst.  There  is  no  history  to  suggest  infection 

as  a  cause  for  such  a  change ;  on  the  other 

hand,  the  finding  of  bullae  in  the  right  lung 

makes  one  suspect  that  the  cystic  changes 

could  be  due  to  so-called  bullous  emphysema. 

Case  3 

A  premature  male  baby,  born  at  7  months'  gesta- 
tion, died  two  hours  after  birth.  The  baby  was  born 
elsewhere,  and  no  clinical  observations  or  examina- 
tions were  done. 

Postmortem  examination  showed  the  left  lung  to 
be  markedly  distended  with  air,  and  on  section  a 
cystic  area  measuring  approximately  2  by  2  by  2  cm. 
was  found.  No  fluid  was  present.  This  area  involved 
almost  all  of  the  left  lower  lobe  (fig.  3). 

This  undoubtedly  was  a  case  of  congenital 
cystic  disease  in  the  youngest  patient  of  our 
series. 
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Fis.  3   (Case  3).    Congenital  luns   cyst   from   a 
premature  infant. 

Case  4 

This  S  year  old  colored  boy  was  first  seen  at  Duke 
Hospital  in  March,  1946.  History  revealed  that  he 
had  had  no  symptoms  until  four  weeks  before  ad- 
mission, when  he  began  to  have  chills,  fever,  and 
pain  in  the  chest.  A  diagnosis  of  pneumonia  had 
been  made.  He  improved  somewhat,  but  developed 
a  cough  productive  of  foul,  purulent  sputum. 

Physical  examination  showed  dullness  over  the 
region  of  the  left  lower  lobe.  Bronchial  breath  sounds 
were  present  in  this  region.  The  diagnosis  on  admis- 
sion was  lung  abscess  (fig-.  4).  The  patient's  general 
condition  was  poor,  and  it  was  decided  that  surgical 
drainage  of  the  abscess  should  be  attempted  first. 
This  was  done,  and  large  amounts  of  purulent  ma- 
terial were  removed  by  drainage.  The  patient  con- 
tinued to  run  fever,  however,  and  the  large  cavity 
showed  no  signs  of  closing.  His  general  condition 
improved  somewhat,  and  a  few  weeks  later  a  right 
lower  lobe  lobectomy  was  done.  The  postoperative 
course  was  uneventful,  and  the  patient  has  remained 
well. 

Pathologic  study  showed  the  entire  right  lower 
lobe  to  be  made  up  of  a  large  cyst.  The  cyst  was 
lined  with  epithelium,  and  the  walls  of  the  cyst 
were  made  up  of  muscle  and  cartilage. 


This  case  illustrates  the  difficulties  in  dis- 
tinguishing between  true  lung  abscess  and 
an  infected  c.vst.  The  cyst  was  probably  con- 
genital in  origin  and  became  infected. 

Case  5 

A  46  year  old  white  man  was  first  seen  in  the 
emergency  i-oom  at  Duke  Hospital  in  October,  1945, 
following  an  automobile  accident  which  had  resulted 
in  a  fracture  of  the  left  hip.  The  fracture  was  re- 
duced. Examination  of  the  thorax  revealed  rales  at 
both  bases,  and  roentgenograms  taken  at  this  time 
showed  some  infiltration  at  both  bases.  The  patient 
made  a  good  lecovery  from  the  trauma,  and  was 
followed  by  his  physician  at  home.  During  the  fol- 
lowing year,  he  was  told  on  four  occasions  that  he 
had  pneumonia  which  appeared  to  be  chronic. 

In  October,  1946,  he  was  readmitted  to  the  hos- 
pital. For  three  months  preceding  this  admission  he 
had  been  producing  purulent  sputum  which  was  oc- 
casionally foul,  and  on  other  occasions  blood 
streaked.  E.xamination  of  the  chest  showed  the  per- 
cussion note  to  be  dull  over  the  left  base,  and  many 
rales  were  present  in  this  area.  The  white  cell  count 
was  14,000.  Chest  films  showed  an  area  of  consoli- 
dation over  the  left  lower  lobe  and  patchy  infiltra- 
tion in  the  region  of  the  right  lower  lobe.  In  view 
of  the  chronic  pneumonic  process,  tuberculosis, 
fungus  infection,  and  bronchogenic  carcinoma  were 
considered.  Bronchoscopy  revealed  no  tumor  or  other 
evidence  of  disease.  Skin  tests  with  old  tuberculin 
wei'e  entirelv  negative,  as  were  repeated  examina- 
tions and  cultures  of  the  sputum  for  tubercle  bacilli 
and  fungi.  The  patient  was  treated  with  penicillin, 
both  intramuscularly  and  by  aerosol,  with  some  im- 
provement, and  on  discharge  a  diagnosis  of  chronic 
pneumonia,  etiology  undetermined,  was  made. 

He  returned  one  month  later,  having  gotten  worse 
at  home.  On  this  admission  general  physical  exami- 
nation was  as  before, 'but  chest  films  (fig.  5)  showed 
a  large  cavity  in  the  left  lower  lobe.  The  walls  were 


Fig.   1   (Case   1).    A  cyst  resembling  lung  abscess. 
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Fig.  5  (Case  5).   This  cyst  had  previously   been   mistaken   for  chronic   pneumonia. 

smooth  and  not  very  thick.  There  was  still  infiltra- 
tion in  the  right  lower  lobe.  In  view  of  the  bilateral 
disease,  it  was  decided  that  surgical  drainage  rather 
than  r'jsection  of  the  lobe  should  be  performed.  This 
was  done,  and  a  7  cm.  cavity  was  entered.  Biopsy 
showed  the  walls  of  this  cavity  to  be  lined  with 
epithelium  and  made  up  of  smooth  muscle. 

Following  this  procedure  the  patient  improved  and 
did  fairly  well  for  the  next  year.  He  then  died  of 
a  metastatic  brain  abscess.  No  autopsy  could  be  ob- 
tained. 

Whethez'  this  was  an  abscess  or  a  true  lung 
cyst  which  had  become  infected  is  open  to 
question.  The  history  and  pathologic  find- 
ings, however,  would  indicate  that  it  was 
primarily  a  lung  cyst  which  had  become  sec- 
ondarily infected,  and  undoubtedly  he  had 
other  cysts  which  were  never  demonstrated. 
The  case  illustrates  how  lung  cysts  can  be 
confused  with  "chronic  pneumonia." 

Case  6 

This  32  year  old  white  male  was  first  admitted 
to  Duke  Hospital  in  July,  1947.  At  this  time  he  was 
complaining  of  general  malaise,  a  low  grade  fever, 
and  a  slight,  nonproductive  cough.  Past  history 
showed  that  in  1944,  while  in  the  armed  forces,  he 
had  had  an  unusual  type  of  pneumonia  which  was 
finally  classified  as  primary  atypical  pneumonia. 

On  admission  to  the  hospital  general  physical  ex- 
amination was  normal.  The  white  blood  cell  count 
was  8,500.  Roentgenograms  of  the  chest  were  en- 
tirely clear.  He  continued  to  run  fever,  however,  and 
five  days  after  admission  chest  films  (fig.  6)  showed 
rather  marked  infiltration  throughout  both  upper 
lobes.  Tuberculin  skin  tests  were  negative,  as  were 
repeated  sputum  cultures  for  tubercle  bacilli  and 
fungi.  Serial  roentgenograms  showed  the  right  lung 
to  clear  rapidly,  but  in  the  left  upper  lolse  clear, 
multiple,    cyst-like    areas    without    fluid    developed. 


Fig.  6   (Case  6).    Pulmonary  lesion  resembling 
tuberculosis  or  virus   pneumonia. 

Bronchograms  were  done,  but  the  cystic  areas  could 
not  be  filled. 

The  patient  was  treated  with  bed  rest  and  sulfona- 
mides. The  temperature  became  normal  within  four- 
teen days,  and  the  symptoms  disappeared.  Chest 
films  were  entirely  clear  at  the  end  of  two  months. 
The  patient  has  had  no  further  pulmonary  symp- 
toms. 
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This  case  illustrates  how  cystic  lung  dis- 
ease can  easily  be  confused  with  both  pri- 
mary atypical  pneumonia  and  tuberculosis. 

Case  7 

This  27  year  old  colored  man  was  first  admitted 
to  Duke  Hospital  in  July,  1948.  In  January,  1945,  a 
chest  film  made  during  a  routine  survey  had  showed 
infiltration  of  the  right  lung  field.  The  patient  was 
admitted  to  a  tuberculosis  sanatorium,  where  he  re- 
mained for  six  months.  He  improved,  and  returned 
to  work.  In  July,  1947,  he  began  to  have  malaise 
and  weight  loss,  and  was  readmitted  to  a  tubercu- 
losis sanatorium,  where  he  remained  for  one  year. 
At  no  time,  however,  was  the  sputum  found  to  be 
positive  for  tubercle  bacilli,  although  tuberculin 
skin  tests  were  positive.  Serial  roentgenograms 
taken  at  the  sanatorium  showed  cavities  in  the  right 
middle  lobe,  which  apparently  would  rapidly  appear 
and  disappear.  Bronchograms  were  done  which  I'e- 
vealed  bronchiectasis  of  the  right  middle  and  lower 
lobes,  but  the  areas  of  cavitation  could  not  be  filled 
with  lipiodol. 

On  admission  to  this  hospital,  the  patient  appeared 
chronically  ill.  His  temperature  ranged  between 
38  C.  (100.4  F.)  and  39  C.  (102.2  F.).  E.xamination 
of  the  chest  showed  the  percussion  note  to  be  dull 
over  the  right  lower  chest,  and  moist  rales  were 
heard  in  this  area.  The  left  lung  was  clear.  The  rest 
of  the  physical  examination  was  within  normal 
limits.  A  chest  film  (fig.  7)  showed  an  extensive  dis- 
ease process  in  the  I'ight  middle  and  lower  lobes. 
Bronchograms  were  repeated,  and  the  cavities  could 
not  be  filled.  The  patient  was  treated  with  penicillin 
and  repeated  drainage  by  bronchoscopy.  He  was  dis- 
charged home  for  several  weeks  to  reduce  the 
amount  of  retained  lipiodol  by  postural  drainage. 

He  was  again  admitted  to  Duke  Hospital  on  No- 
vember 18,  1948.  General  physical  examination  was 
as  before.  A  right  pneumonectomy  was  performed 
on  this  admission  and  was  followed  by  an  unevent- 
ful recovery. 


Pathologic  study  showed  definite  bronchiectasis 
in  the  right  middle  and  lower  lobes.  One  large  cyst 
and  several  small  cysts  filled  with  brownish  fluid 
were  present.  The  cysts  were  lined  with  stratified 
squamous  epithelium,  and  there  wei-e  some  chronic 
inflammatory  changes.  Similar  cystic  disease  was 
found  in  the  right  upper  lobe,  but  in  this  region 
there  was  no  evidence  of  infection.  There  was  no 
obvious  communication  between  the  cysts  and  the 
deformed  bronchi. 

This    case   probably    represents    acquired 

cystic  disease  associated  with  bronchiectasis. 

It  illustrates  how  easily  cystic  changes  can 

be  confused  with  pulmonary  tuberculosis. 

Case  8 

This  67  year  old  white  man  was  first  admitted  to 
Duke  Hospital  on  June  30,  1948.  He  had  no  pulmo- 
nary symptoms.  Chest  films  made  during  a  routine 
survey  taken  two  years  before  had  been  reported 
as  normal.  A  survey  film  (fig.  8)  taken  four  weeks 
prior  to  admission,  however,  showed  a  tumor-like 
mass  just  to  the  right  of  the  mediastinum,  and 
carcinoma  was  suspected. 

Physical  examination  was  normal.  Bronchoscopy 
was  inconclusive.  An  exploratory  thoracotomy  was 
done,  and  the  right  lower  lobe  was  removed.  The 
patient  made  an  uneventful  recovery  and  was  dis- 
charged on  July  18,  1948. 

Pathologic  study  of  the  right  lower  lobe  showed 
a  good  sized  cyst  lined  by  a  thin  wall  which  was 
made  up  of  bronchial  epithelium  and  smooth  muscle 
tissue.  There  was  no  evidence  of  neoplasm  or  in- 
fection. 

This  case  illustrates  the  difficulty  of  differ- 
entiating between  certain  cases  of  cystic  lung 
disease  and  bronchogenic  carcinoma. 


Fig.   7   (Case  7).    A   lung   cyst  resembling 
tuberculosis. 


Fig.  8   (Case  8).    This  cyst  in  an  elderly  male 
resembles  a  neoplasm. 
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Fig.  9   (Case  9).    Empyema  secondary   to  infected  luns  cysts. 


Case  9  '      ■";  I 

This  patient  was  tirst  seen  in  1945,  at  tlie  age  of 
2.  Slie  iiad  had  no  symptoms  until  three  weeks  prior 
to  this  admission,  when  she  developed  sore  throat, 
cough,  and  fever. 

Physical  examination  showed  an  acutely  ill  baby 
with  "a  temperature  of  39.5  C.  (103.1  F.).  The  white 
cell  count  was  20,500.  The  percussion  note  was  dull 
and  there  we-e  depressed  breath  sounds  over  the 
rig'ht  lung-.  The  diagnosis  of  empyema  was  obvious, 
and  penicillin  therapy  was  started.  There  was  in- 
sufficient improvement,  however,  and  drainage  of  the 
empyema  had  to  be  done.  After  this,  the  lungs  could 
be  clearly  visualized,  and  numerous  cysts  were  seen 
throughout  the  light  lung  (fig.  9).  Cystic  bronchiec- 
tasis was  suspected,  but  bronchograms  were  entirely 
normal. 

In  view  of  the  excellent  progress  this  patient  has 
made  since  the  initial  episode,  and  the  absence  of 
symptoms,  no  further  operation  has  been  done,  but 
it  seems  likely  that  a  light  pneumonectomy  will  have 
to  be  performed  when  she  is  older. 

S!im»un't!  (Did  Conchiftioiift 

Despite  numerous  articles  published  dur- 
ing the  last  ten  years  on  cystic  lung  dis- 
ease'"', it  is  still  considered  rare.  It  is  prob- 
ably far  more  common  than  many  people 
suspect,  however,  and  it  seems  likely  that 
many  cases  of  cystic  lung  disease  have  been 
erroneously  diagnosed  and  the  underlying 
pathologic  changes  have  been  missed.  The 
terminology  and  classifications  applied  to  the 


disease  have  been  confusing.  It  would  seem 
wise  to  consider  all  abnormal  sac-like  areas 
of  the  lung  which  have  no  definite  etiologic 
origin  as  cystic  disease  of  the  lung. 

Most  authors  have  advocated  extirpation 
as  the  treatment  of  choice.  The  presence  of 
bilateral  cystic  changes,  however,  may  be  a 
definite  contraindication  to  operation. 

Thirty-three  cases  of  cy.stic  disease  of  the 
lungs  have  been  seen  at  Duke  Hospital  from 
1943  through  1948.  Nine  of  these  cases  are 
reported,  in  an  effort  to  emphasize  the  pro- 
tean manife.stations  of  this  disease,  and  to 
illustrate  how  easily  the  symptoms  and  signs 
may  simulate  the  more  common  pulmonary 
diseases  and  hence  cause  an  erroneous  diag- 
nosis. 


7.    Brantigaii,   O.  C:   Cystic  Disease   of  tin 
l.T:JII2207    (Fell.)    1919. 


T^viiis:,   Dis.   Cliest, 


The  importance  of  careful   physical  examinations. 

— There  is  no  benefit  in  skimping  on  examinations 
to  the  point  where  they  become  mere  ritual  and  the 
results  are  merely  collections  of  records  which  are 
filed  away  and  not  utilized.  The  actual  value  of 
personal  health  guidance  is  determined  by  the  wis- 
dom and  feasibility  of  the  advice.  Effectiveness  is 
predicated  first  by  the  comprehensiveness  of  the 
analytic  data  obtained  and  secondly  by  the  wisdom 
of  tile  medical  adviser.  It  is  here  that  individual 
physicians  in  private  practice  can  render  the  great- 
est aid  to  the  preventive  medicine  of  the  future. — 
Edward  .1.  Stieglitz:  A  Future  for  Preventive  Medi- 
cine, New  York,  The  Commonwealth  Fund,  1945, 
p.  58. 
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THE   PRESENT   DAY  USE   OF 
ARTIFICIAL  PNEUMOTHORAX 

Joseph  S.  Hiatt,  Jr.,  M.D. 
McCain 

The  use  of  artificial  pneumothorax  in  the 
treatment  of  pulmonary  tuberculosis  is  de- 
creasing in  frequency.  Some  of  the  more 
obvious  factors  responsible  for  this  decrease 
are:  (])  the  acceptance  and  increased  use 
of  pneumoperitoneum  as  an  elective  form  of 
collapse;  (2)  the  more  frequent  use  of  thor- 
acic surgery;  (.3)  more  careful  selection  of 
suitable  cases;  (4)  continuation  of  pneumo- 
thorax only  when  it  is  effective.  Streptomy- 
cin has  caused  a  critical  re-evaluation  of  all 
forms  of  collapse  therapy,  and  the  use  of 
this  drug  has  made  it  possible  to  apply  with 
safety  certain  forms  of  collapse  therapy,  in- 
cluding- pneumothorax,  where  previously  a 
hazardous  situation  would  have  been  created. 
Although  pneumothorax  is  now  used  with 
greater  caution  and  specificity  than  ever  be- 
fore, it  is  still  accepted  as  the  most  desirable 
form  of  collapse  therapy  among  the  tempo- 
rary or  reversible  procedures. 

Indications  and  Contraindications 

In  a  consideration  of  present  day  indica- 
tions and  contraindications  for  pneumo- 
thorax, it  is  obvious  that  certain  changes 
have  been  brought  about  by  the  use  of 
streptomycin.  No  attempt  will  be  made  to 
discuss  the  varied  indications.  The  two  indi- 
cations which  are  generally  accepted  are  (1) 
cavitation  with  positive  sputum,  lung  de- 
struction not  too  extensive;  and  (2)  progres- 
sive disease  not  responding  to  bed  rest  and 
predominantly,  if  not  entirely,  unilateral. 

Rafferty'^'  has  listed  the  following  contra- 
indications to  the  use  of  pneumothorax : 

"1.  The  pavenchymal  disease  is  of  such  type  and/ 
or  extent  as  to  require  permanent  collapse. 

"2.  The  chances  of  serious  pleural  infection  are 
prohibitive. 

"3.  Bionehial  disease  makes  atelectasis  and  seii- 
ous  sequelae  probable." 

All  of  these  major  contraindications  have 
been  altered  by  the  use  of  streptomycin,  and 
the  indications  for  pneumothorax  have  been 
broadened. 

There  is  still  no  universally  accepted  opin- 
ion as  to  the  use  of  pneumothorax  in  minimal 
buberculosis.     There     is,     however,     general 

From   Tlie  Xortli  rnrolina  Sniintorium,   McCain.   Xortli   Caro- 
ina. 

1.    Rafferty,    T.    N.:    Artificial    Pneuniotliorax    in    I'ulmonars- 
Tuberculosis,  New  York,   Gnine  &  Straftun,    mil,   p.    ism. 


agreement  that  the  incidence  of  complica- 
tions of  artificial  pneumothorax  will  be  kept 
at  a  minimum  if  proper  basic  concepts  of 
the  application  and  use  of  pneumothorax  are 
followed.  Greater  care  than  ever  should  be 
exercised  in  the  selection  of  cases  to  receive 
pneumothorax,  and  one  should  be  always  on 
the  alert  in  continuing  this  form  of  treat- 
ment. If  pneumothorax  cannot  be  made  ef- 
fective by  pneumonolysis  or  the  addition  of 
a  temporary  phrenic  nerve  crushing,  it 
should  be  abandoned  promptly. 

The  widespread  practice  of  giving  pneu- 
mothorax to  "stretch  adhesions"  to  allow 
pneumonolysis  is  in  disfavor.  Exploratory 
thoracotomy  should  be  done  as  early  as  pos- 
sible after  the  presence  of  adhesions  is  noted 
or  when  there  is  failure  to  obtain  good  col- 
lapse. The  purpose  of  this  procedure  is  to 
secure  satisfactory  collapse  before  the  for- 
mation of  pleural  fluid  complicating  an  in- 
eflfectual  collapse.  The  readiness  to  abandon 
a  pneumothorax  that  cannot  be  rendered  ef- 
fective has  definitely  lessened  the  frequency 
of  complicating  empyema. 

Exudative  lesions 

When  the  lesion  is  of  an  acute,  exudative 
character  and  the  dangers  of  complicating 
pleural  effusion  under  ordinary  circum- 
stances are  great,  pneumothorax  may  be 
employed  with  a  good  margin  of  safety  if 
streptomycin  is  given  systemically  to  allow 
a  "cooling  off"  period.  There  is  reason  to  be- 
lieve that  the  acute,  exudative  lesion  near  the 
periphery  of  the  lung  field  will  have  less 
opportunity  to  cause  pleural  symphysis  if 
streptomycin  is  properly  used — although,  of 
course,  factual  proof  is  lacking  at  this  time. 
Thus  a  situation  which  many  previously 
would  have  regarded  as  a  contraindication 
to  pneumothorax  is  now  changed  in  those  in- 
stances where  there  is  a  good  response  to 
streptomycin,  and  pneumothorax  is  given  an 
increased  margin  of  safety. 

Endobronchial  disease 

With  the  proved  specificity  of  streptomy- 
cin for  endobronchial  lesions,  there  is  a 
growing  tendency  to  subject  all  prospective 
candidates  for  pneumothorax  to  diagnostic 
bronchoscopic  examination.  This  statement 
does  not  imply  that  all  who  have  any  demon- 
strable involvement  of  -the  bronchi  are  given 
streptomycin.  Instead,  it  means  a  careful 
evaluation  as  to  whether  the  visible  endo- 
bronchial disease  can  be  expected  to  inter- 
fere with  collapse.    When  sufficient  changes 
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ai'e  evident  to  justify  the  use  of  streptomy- 
cin, the  lesions  are  followed  bronchoscopic- 
ally  during  streptomycin  therapy  until  they 
are  healed  or  sufficiently  improved  to  allow 
induction  of  pneumothorax. 

If  there  are  clinical  symptoms  or  physical 
signs  of  endobronchial  disease,  without 
radiographic  or  bronchoscopic  evidence  of 
such  disease,  it  is  probably  safest  to  assume 
that  there  is  enough  endobronchial  involve- 
ment beyond  the  point  of  visualization  to 
warrant  the  use  of  streptomycin.  Then,  de- 
pending upon  the  clinical  response,  pneumo- 
thorax could  be  instituted  during  or  after 
drug  therapy.  If  streptomycin  is  given  for 
endobronchial  disease  before  fibrous  stenosis 
develops,  this  serious  complication  should 
occur  with  much  less  frequency.  By  careful 
evaluation  of  the  bronchial  tree  and  appli- 
cation of  specific  drug  therapy  where  indi- 
cated, pneumothorax  can  be  withheld  in  sit- 
uations which  will  predispose  to  atelectasis 
and  an  unexpandable  lung. 

Pleural  fluid 

When,  in  spite  of  conventional  therapy, 
pleural  fluid  continues  to  recur  as  a  compli- 
cation of  an  effectual  pneumothorax,  the  use 
of  streptomycin  may  cause  absorption  or 
prevent  further  formation  of  fluid,  avoiding 
the  formation  of  empyema  and  allowing  the 
safe  continuation  of  pneumothorax  which 
otherwise  would  have  been  abandoned. 

Practically  always  a  small  amount,  at 
least,  of  free  pleural  fluid  forms  shortly  after 
a  closed  intrapleural  pneumonolysis.  In  the 
vast  majority  of  cases  this  is  a  benign  affair. 
In  a  few  instances  there  is  massive  accumu- 
lation of  pleural  fluid  and  severe  clinical  re- 
action. If  the  pleural  fluid  is  removed  as  in- 
dicated (often  daily)  and  streptomycin  ad- 
ministered intramuscularly,  the  result  is 
usually  satisfactory.  Within  a  few  days  fluid 
ceases  to  form  and  pneumothorax  can  be  con- 
tinued. There  is  now  little  reason  for  tuber- 
culous empyema  to  occur  as  a  postoperative 
complication  of  this  procedure.  Prompt  sub- 
sidence of  the  pleuritis  causing  the  forma- 
tion of  fluid  should  greatly  lessen  permanent 
pleural  damage. 

Duration  of  Treatment 

One  of  the  most  important  changes  to 
come  about  recently  in  the  use  of  pneumo- 
thorax is  in  the  duration  of  treatment. 
Formerly  the  time  limit  was  thought  to  be 
determined  by  the  extent  of  the  original  dis- 


ease for  which  pneumothorax  was  given;  if 
the  disease  was  limited,  pneumothorax  was 
to  be  given  for  three  years,  but  if  the  pro- 
cess was  extensive,  it  was  to  be  maintained 
for  at  least  five  years,  provided  complications 
did  not  arise. 

Now  it  is  felt  that  pneumothorax  should 
be  continued  no  longer  than  two  and  one  half 
years  from  the  time  it  becomes  effectual,  as 
demonstrated  by  conversion  of  sputum  to 
negative  and  radiologic  demonstration  of 
cavity  closure'-'.  If  pneumothorax  has  not 
brought  the  disease  under  control  in  two  and 
one  half  years,  some  other  form  of  collapse 
therapy  is  indicated.  Continuation  of  pneu- 
mothorax where  disease  still  is  active  in  the 
collapsed  lung  inevitably  promotes  the  for- 
mation of  pleural  fluid,  with  or  without 
eventual  empyema. 

It  is  not  an  easy  matter  in  many  instances 
to  persuade  a  patient  who  is  apparently 
getting  along  well  under  pneumothorax  to 
give  up  the  form  of  treatment  which  he  is 
sure  has  put  him  on  his  feet  and  enabled 
him  to  earn  a  livelihood  again.  In  many  in- 
stances the  attending  physician  is  equally 
reluctant  to  advise  discontinuance  of  pneu- 
mothorax, because  of  the  fear  of  reactivation 
of  the  disease.  Actually,  continuation  of 
pneumothorax  beyond  the  prescribed  period 
of  time  invites  serious  complications,  includ- 
ing pleural  effusion,  empyema,  and  resulting 
unexpandable  lung.  Because  of  the  possi- 
bility of  air  embolism  in  pneumothorax  re- 
fills, it  is  not  desirable  to  subject  a  patient 
to  the  procedure  any  more  often  than  neces- 
sary. 

We  have  recently  observed  several  cases 
in  which  pneumothorax  has  been  given  for 
four  to  five  years.  Upon  its  discontinuance 
and  re-expansion  of  the  collapsed  lung,  cavi- 
tation has  been  found  to  exist  still  in  its  orig- 
inal site  or  in  the  area  of  original  disease 
for  which  pneumothorax  was  given.  Some  of 
these  patients  have  already  had  a  thoraco- 
plasty: others  will  be  subjected  to  this  pro- 
cedure in  the  near  future.  Needless  to  say, 
the  majority  of  these  patients  are  convinced 
that  their  pneumothorax  should  not  have 
been  abandoned ! 

Smnmary 

The  importance  of  proper  selection  of 
cases  to  receive  pneumothorax  is  worthy  of 
frequent  re-emphasis.  Only  an  effectual 
pneumothorax  should  be  continued,  and  the 

■2.    Willis,    H.    S.:    I'orsnnal   communication. 
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general  acceptance  of  this  principle  has  pro- 
duced a  decrease  in  the  incidence  of  compli- 
cating empyema.  By  the  intramuscular  use 
of  streptomycin  the  majority  of  active 
endobronchial  lesions  can  be  controlled,  if 
not  entirely  healed,  so  that  pneumothorax 
may  be  safely  induced.  Pleural  effusion  com- 
plicating pneumothorax  and  following  closed 
intrapleural  pneumonolysis  may  be  con- 
trolled in  many  instances  by  the  use  of  strep- 
tomycin intramuscularly,  allowing  continua- 
tion of  pneumothorax  and  avoiding  serious 
complications.  The  use  of  streptomycin  to 
allow  a  "cooling  off"  period  for  exudative 
lesions  allows  subsequent  safe  induction  of 
pneumothorax  and  may  possibly  prevent  the 
formation  of  pleural  adhesions,  though  this 
last  statement  remains  to  be  proved. 

The  decision  to  continue  pneumothorax 
for  no  longer  than  two  and  one  half  years 
after  it  has  become  effective  is  based  on 
sound  evidence.  Continuation  of  a  pneumo- 
thorax beyond  the  specified  period  of  time 
invites  disaster — namely,  empyema,  an  un- 
expandable  lung,  or  both.  In  view  of  the 
lowered  mortality  and  increasingly  good  re- 
sults in  thoracic  surgery,  the  proper  opera- 
tive procedure  should  be  resorted  to  if  active 
disease  is  demonstrated  in  a  re-expanded 
lung. 

Conclusions 

1.  Pneumothorax  is  still  the  most  desir- 
able form  of  collapse  therapy  where  a  tempo- 
rary or  reversible  procedure  is  indicated. 

2.  The  complications  of  pneumothorax 
have  been  greatly  reduced  by  a  more  care- 
ful selection  of  cases  and  by  prompt  aban- 
donment of  any  pneumothorax  which  cannot 
be  made  effectual. 

3.  The  use  of  streptomycin  to  prepare  pa- 
tients for  pneumothorax  is  recognized.  It  is 
employed  chiefly  in  patients  with  endobron- 
chial disease  or  exudative  lesions  peripher- 
ally situated. 

4.  The  use  of  streptomycin  may  allow 
continuation  of  pneumothorax  in  situations 
which  previously  would  have  resulted  in  seri- 
ous complications. 

5.  The  continuation  of  pneumothorax  for 
more  than  two  and  one  half  years  from  the 
time  it  became  effectual  invites  the  disaster 
of  empyema  or  an  unexpandable  lung. 


CHEST  INJURIES 

Clarence  E.  Gardner,  Jr.,  M.D. 

Durham 

Modern  methods  of  rapid  transportation, 
together  with  refinements  in  agents  of  de- 
struction which  will  bring  the  next  war  to 
the  civilian  population,  make  an  understand- 
ing of  the  emergency  and  hospital  manage- 
ment of  injuries  important. 

Injuries  to  the  thorax  in  military  and 
civilian  practice  are  not  as  frequent  as  in- 
juries of  the  extremities'".  Chest  wounds 
occur  twice  as  frequently  as  abdominal 
wounds,  however,  and  are  of  especial  impor- 
tance because  of  the  high  mortality  which 
accompanies  them. 

Nonpenetrating  injuries  of  the  thorax  may 
result  from  falls,  automobile  accidents,  or 
the  impact  of  a  falling  structure,  an  animal's 
hoof,  or  a  bomb  blast.  Penetrating  wounds 
may  be  caused  by  ice  picks  or  knives,  or  by 
bullets,  shell  fragments,  or  secondary  mis- 
siles put  in  motion  by  explosions. 

When  the  thorax  is  injured,  the  one  con- 
sideration of  major  importance  is  the  main- 
tenance of  an  adequate  respiratory  exchange 
so  that  death  from  asphyxiation  does  not  en- 
sue. In  the  case  of  an  abdominal  injury,  the 
major  consideration  is  the  possibility  of 
peritonitis  resulting  from  perforation  of  a 
hollow  viscus.  or  exsanguination  resulting 
from  a  ruptured  liver  or  spleen.  When  an 
extremity  is  wounded,  the  physician's  major 
concern  may  be  to  stop  bleeding,  to  prevent 
a  serious  infection,  or  to  restore  function. 
In  chest  wounds,  however,  blood  loss  and  in- 
fection are  secondary  considerations.  While 
fatal  hemorrhage  into  the  pleural  cavity  fol- 
lowing injury  is  possible,  this  rarely  occurs 
in  the  individual  who  lives  long  enough  to 
get  to  a  doctor.  Infection  in  the  lung  or 
pleural  cavity  may  also  be  a  troublesome 
complication  of  chest  injuries,  but  this  oc- 
curs later  and  is  not  a  matter  of  immediate 
concern. 

Any  one  of  the  following  four  conditions 
may  seriously  disturb  respiratory  exchange 
following  injury:  (1)  contusion  of  the  lung, 
(2)  loss  of  stability  of  the  chest  wall,  (3) 
pneumothorax,  and    (4)   hemothorax.    Each 


The  clinical  and  X-ray  pictures  of  virus  pneumonia 

may  at  times  be  duplicated  by  early  acute  tuber- 
culosis, and  patients  diagnosed  as  having;  virus  in- 
fections should  not  be  dismissed  until  the  chest  films 
are  entirely  clean. — David  T.  Smith,  M.D.,  Am.  Rev. 
Tubevc,  April,  1948. 


University    Sclinol 


From    tlie   Department    of   Sur/jren',    Dnke 
of  Medicine,  Durliarn,  North  Carolina. 

1.    (a)   Cutler.   E.   C:   Military  Surgery.    United   States  Anny, 
Furopean     Tlieatre     of     Operations.     1944-1915,     Surg.. 
Gyneo.  &   Olist.   S2:2lil-274    (Maroli)    1940. 
(1))   Gardner.  C.  E..  .Jr.:  Air  Force  B.attle  Casualties,  Arcli. 
Surpr.   53:3»7-tnf,   (OrtJ    iniii. 
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may  occur  alone  or  in  any  combination,  and 
may  follow  either  nonpenetrating  or  pene- 
trating- wounds.  Penetrating  injuries  may 
call  for  special  treatment  if  a  sucking  wound 
is  produced,  or  if  a  foreign  body  is  retained 
in  the  chest  wall,  lung,  or  pleural  cavity. 
Each  of  these  conditions  will  be  discussed 
in  detail. 

Contufioii  of  the  Lung 

The  lung  may  be  contused  by  blows, 
crushes,  or  bomb  blasts.  All  degrees  of  con- 
tusion and  laceration  may  exist,  from  minor 
degrees  of  petechial  hemorrhages  and  edema 
to  crushes  and  lacerations  of  major  vessels 
and  bronchi.  Pneumothorax,  hemothorax, 
mediastinal  emphysema,  and  fractures  of 
ribs  or  sternum  may  also  be  present.  In 
young  children  severe  crushing  injuries  may 
occur  without  fractures  of  the  bones  of  the 
thoracic  cage.  In  adults  serious  degrees  of 
lung  contusion  and  laceration  without  rib 
fractures  can  occur  from  bomb  blast. 

Ordinarily,  if  the  degree  of  lung  contusion 
is  not  severe,  the  only  evidence  of  its  pres- 
ence will  be  a  little  chest  pain  with  bloody 
expectoration.  If  the  contusion  is  bilateral 
and  extensive,  serious  interference  with  res- 
piratory exchange  may  result  from  the  filling 
of  alveoli  and  bronchi  with  blood  and  tissue 
fluid.  In  this  situation  the  patient  may 
drown  in  his  own  body  fluids  if  he  is  unable 
to  empty  the  trachea  and  bronchi  of  these 
fluids.  Assistance,  if  necessary,  can  be  given 
by  suction  through  a  catheter  inserted  into 
the  trachea'-',  or  it  may  be  necessary  to  re- 
move secretions  through  a  bronchoscope. 

This  condition  has  been  described  in  the 
literature  of  the  recent  war  as  "traumatic 
wet  lung."  Brewer,  Burbank,  Sampson,  and 
Schiff'-''  have  indicated  that  other  factors  be- 
sides lung  contusion  may  enter  into  the  pic- 
ture. These  are  excessive  reflex  secretions  of 
bronchial  fluids  secondary  to  trauma,  anoxia, 
or  tracheal  obstruction :  and  inability  to  ex- 
pel fluids  adequately  from  the  bronchial  tree 
becau.se  of  pain  or  instability  of  the  chest 
wall  resulting  from  multiple  rib  fractures, 
or  inhibition  of  the  cough  reflex  by  over- 
sedation  or  head  injury. 

Loss  of  Sfabilitij  of  the  Chest  Wall 

If  stability  of  the  chest  wall  is  lost,  as  is 

2.  Haight,  C:  Intratrat-iie.-il  Siu'tioii  in  the  Manaseineiit  iif 
Postoperative  Fuliiioniiiv  Coniplieations,  Ann  Surjr.  107: 
21S-223    (Feb.)    lii.is. 

3.  Brewer.  L.  A.  HI,  niirliaiik,  li.,  .Samson,  P.  C,  aiui  Seliiff. 
C.  A.:  Tlie  'Wet  T.iins'  in  War  Casualties,  .Ann,  Surg.  12:1: 
:ii:i-:lii2    (M.iri-lO    iniii. 


Fiff.  1.  One  method  by  which  the  sternal  plate 
may  be  separated  from  the  thoracic  cage  by 
multiple  fractures  near  the  costochondral  junc- 
tions. 

the  case  when  a  group  of  ribs  are  fractured 
in  two  places  or  the  sternal  plate  is  separ- 
ated from  the  ribs  by  multiple  fractures 
(fig.  1),  that  portion  of  the  chest  wall  de- 
tached from  the  stable  rib  cage  will  move  in 
the  opposite  direction  from  the  rib  cage  with 
each  respiration,  causing  embarrassment  to 
respiratory  exchange.  When  the  rib  cage  is 
elevated  in  inspiration,  the  detached  segment 
is  sucked  in.  Conversely,  when  the  rib  cage 
falls  in  during  expiration,  the  mobile  and 
unstable  section  is  pushed  out. 

This  condition  is  painful,  and  causes  cya- 
nosis, dyspnea,  and  apprehension.  It  may 
prove  fatal  in  a  short  time,  particularly  if  it 
exists  with  other  injuries  to  the  lung  and 
pleura,  as  is  often  the  case. 

The  condition  is  not  difficult  to  recognize 
if  it  is  kept  in  mind.  One  look  at  the  patient 
shows  his  anxious  expression,  labored 
breathing,  and  cyanotic  color,  while  observa- 
tion of  the  chest  wall  during  each  respiration 
will  show  the  paradoxical  movement  of  the 
mobile  segment  of  the  thoracic  cage. 

Some  method  to  stabilize  the  mobile  seg- 
ment of  the  chest  wall  is  urgently  necessary 
to  control  pain  and  relieve  anoxia.  Adhesive 
strapping  will  usually  stabilize  the  "stove- 
in"  chest  which  follows  multiple  rib  frac- 
tures. In  the  case  of  the  detached  sternal 
plate,  wires  may  have  to  be  placed  under 
costal  cartilages  on  each  side  of  the  sternum 
and  attached  to  overhead  traction  with 
weights  and  pulleys. 

Pneumothorax 

Air  may  enter  the  pleural  cavity  from  an 
open  wound,  or  from  nonpenetrating  injuries 
where  the  lung  is  torn  by  a  blow  or  crushing 
injury  or  by  the  sharp  end  of  a  fractured 
rib.   When  unaccompanied  by  other  injuries 
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Fig.  2.  Method  used  in  treating  a  tension  pneu- 
mothorax. A  venipuncture  needle  is  inserted  in 
the  second  intercostal  space  and  attached  to  an 
underwater  seal. 

or  by  a  sucking  wound  or  tension  pneumo- 
thorax, its  presence  is  of  little  consequence. 
The  air  is  usually  absorbed  in  a  few  days.  If 
its  presence  is  contributing  to  respiratory 
embarrassment,  it  may  be  removed  by  as- 
piration with  a  needle  and  syringe. 
Tension  pneumothorax 

Tension  pneumothorax  is  a  serious  condi- 
tion which  may  lead  to  death  from  asphyxia 
if  not  relieved  promptly.  It  develops  when 
a  valve-like  tear  occurs  in  the  pleura  over 
the  lung.  With  each  inspiratory  motion  the 
valve-like  flap  of  pleura  opens,  and  air  enters 
the  pleural  cavity.  With  each  expiration  the 
flap  closes,  and  no  air  leaves  the  pleural 
cavity.  Air  is  thus  pumped  into  the  pleural 
cavity  with  each  respiratory  motion.  The 
lung  is  collapsed,  and  as  positive  pressure 
builds  up  the  mediastinum  is  displaced  to- 
ward the  unaffected  lung,  which  is  com- 
pressed. Unless  the  air  is  released  promptly, 
death  may  ensue. 

Tension  pneumothorax  is  recognized  by 
the  cyanosis  and  dyspnea  which  are  present, 
plus  the  finding  of  a  hyper-resonant  chest 
with  the  trachea  and  heart  displaced  away 
from  the  affected  side.  It  may  be  promptly 
relieved  by  thrusting  a  venipuncture  needle 
through  the  second  interspace  anteriorly  and 


connecting  it  to  an  underwater  seal  (fig.  2), 
or  to  a  finger  cot  with  the  end  slit.  Either 
method  allows  air  to  escape  with  each  expir- 
ation, but  allows  none  to  enter.  This  simple 
maneuver  is  life  saving  when  tension  pneu- 
mothorax is  present. 
Geneyolized  nvhcutaueoiis  emphysema 

If  a  tension  pneumothorax  exists  and  there 
is  also  a  tear  in  the  parietal  pleura,  it  may 
be  that  the  air  released  into  the  pleural  cav- 
ity with  each  inspiration  is  forced  out  into 
the  tissue  planes  of  the  thorax  with  each  ex- 
piration. Instead  of  inflating  the  pleural 
cavity,  the  patient  pumps  air  out  into  his 
tissues  with  each  respiratory  motion.  He  may 
thus  pump  himself  up  like  a  balloon,  the  air 
going  from  the  top  of  his  head  to  his  toes. 
As  in  the  management  of  tension  pneumo- 
thorax, the  progressive  escape  of  air  into  the 
tissues  can  be  stopped  simply  by  inserting  a 
needle  into  one  of  the  interspaces  anteriorly 
and  attaching  it  to  an  underwater  seal.  The 
air  in  the  subcutaneous  tissues  is  then  ab- 
sorbed in  a  few  days. 

Ordinarily  the  escape  of  air  into  the 
pleural  cavity  in  a  tension  pneumothorax 
stops  after  several  days  of  underwater  drain- 
age as  described.  If  it  does  not,  an  open 
thoracotomy  may  be  necessary  to  remove  a 
rib  fragment  that  may  be  holding  the  pleural 
tear  open,  or  to  close  a  lacerated  bronchus. 

Hemothorax 

Bleeding  into  the  pleural  cavity  in  patients 
who  survive  long  enough  to  reach  a  hospital 
usually  occurs  either  from  the  lung  or  from 
intercostal  or  internal  mammary  vessels  of 
the  chest  wall  (fig.  3).  The  dangers  of  its 
presence  include  acute  blood  loss,  interfer- 
ence with  respiratory  exchange,  and  loss  of 
lung  function,  with  possible  infection  if  a 
massive  clotted  hemothorax  or  a  fibrothorax 
develops. 

Bleeding  from  the  lung  stops  spontane- 
ously as  the  lung  collapses,  while  bleeding 
from  the  chest  wall  may  have  to  be  con- 
trolled by  operation.  If  the  patient  is  re- 
ceived in  shock  and  the  blood  pressure,  once 
restored  by  transfusion,  drops  again,  the  pos- 
sibility of  continued  bleeding  from  an  inter- 
costal or  internal  mammary  artery  must  be 
considered.  If  blood  in  the  pleural  cavity 
reaccumulates  rapidly  after  repeated  aspira- 
tion, the  suspected  area  must  be  explored, 
bleeding  vessels  ligated,  and  the  blood  and 
blood  clot  evacuated.  It  is  surprising,  how- 
ever, how  rarely  this  complication  develops. 
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Fig.  3.  Hemotliorax  may  arise  from  a  lacerated 
lung  or  tear  of  the  intercostal  or  internal  mam- 
mary artery.  The  blood  collects  above  the  dia- 
phragm. 

The  treatment  of  hemothorax  which  is  not 
attended  by  continued  bleeding  has  been  a 
subject  of  controversy  in  the  past.  Some 
have  advised  leaving  the  blood  alone  if  it 
causes  no  respiratory  embarrassment"^ 
Others  have  recommended  withdrawing  the 
blood,  but  only  after  three  or  four  days,  and 
then  replacing  it  with  air,  in  the  belief  that 
re-expansion  of  the  lung  Avould  cause  bleed- 
ing from  the  lung  to  begin  again'"'. 

As  a  matter  of  fact,  we  have  never  seen 

1.    (a)   Elkin,  D.  C.  and  Harris,  M.  H.:  Injuries  to  the  Cliest, 

Ann.  Surg.  113  :iiSS-6li6   (May)   liW. 

(b)   Holman.  E. :  Experiences  with  Cliest  Wounds  from  the 

Pacifle  Comliat  Area.  Ann.  Surg.  119:1-25   (Jan.)    1944, 

.5.    Bibliography   quoted   b^'   De   Bakey.    M.:    The   Management 

of   Chest   Wounds:    A    Collective    Review.    Intemat.    Abstr. 

Surg.   74:203-237,   1912;    in    Surg.,   Gynec.   &   Obst.    (March) 

1013. 


bleeding  from  a  lung  recur  after  early  aspir- 
ation of  a  hemothorax,  while  we  have  repeat- 
edly been  impressed  by  the  harmful  effect  of 
allowing  blood  to  remain  within  the  pleural 
cavity. 

Contrary  to  popular  belief,  blood  which 
escapes  into  the  pleural  cavity  clots  promptly 
in  most  cases.  As  it  clots,  the  churning  mo- 
tions of  heart  and  lung  defibrinate  the  clot, 
so  that  fibrin  is  deposited  on  parietal  and  vis- 
ceral pleuras  and  liquid  defibrinated  blood 
remains  in  the  pleural  cavity"''.  In  most  in- 
.stances  of  small  or  uncomplicated  hemo- 
thorax, this  defibrinated  blood  and  the  fibrin 
are  absorbed  without  deleterious  effect.  If 
larger  collections  of  blood  are  neglected,  par- 
ticularly when  complications  exist,  secondary 
clotting  may  occur,  producing  the  crippling 
effect  of  a  clotted  hemothorax. 

Sellors"'"  has  shown  that  the  fibrinogen 
content  of  an  untapped  hemothorax  rises 
from  an  initial  level  of  zero  to  a  level  higher 
than  that  in  the  blood  after  a  week  or  so. 
This  reaccumulation  of  fibrinogen,  which 
comes  from  the  inflammatory  exudate  stim- 
ulated by  the  presence  of  blood,  causes  sec- 
ondary clotting  to  occur,  with  the  deposition 
of  additional  layers  of  fibrin  over  pleural 
surfaces.  In  patients  whose  hemothorax  has 
been  neglected,  gradually  increasing  layered 
deposits  of  fibrin  accumulate  on  the  parietal 
and  visceral  pleura  and  in  trabeculated 
masses  in  the  pleural  cavity.  The  layer  cov- 
ering the  lung  imprisons  it  and  prevents  its 
re-expansion ;  that  covering  the  parietal 
pleura  immobilizes  the  chest  wall ;  while  the 
trabeculated  deposits  of  fibrin  within  the 
pleural  cavity  make  aspiration  of  the  hemo- 
thorax impossible. 

The  harmful  effect  of  leaving  blood  in  the 
pleural  cavity  is  probably  greater  in  war 
wounds,  where  other  causes  of  inflammation 
(foreign  bodies,  traumatized  tissue,  low 
grade  infection)  are  present  within  the 
pleural  cavity  in  addition  to  blood.  However, 
the  possibility  of  this  secondary  clotting  em- 
phasizes the  advisability  of  early  and  re- 
peated aspirations  of  blood  in  hemothorax 
resulting  from  civilian  injuries  as  well  as 
military  ones.  If  air  is  introduced,  the  only 
result  is  an  apical  collapse  and  a  prolonga- 
tion of  the  period  of  time  required  for  ex- 
pansion of  the  lung. 

Because  of  these  facts,  it  is  now  generally 


Sellers,  T.  H. 
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Fig'.  4.    Method    of    removing    blood    from    the 
pleural  cavity. 

agreed'''  that  a  hemothorax  is  best  managed 
by  ecoii/  and  repeated  aspirations,  in  an  ef- 
fort to  keep  the  pleural  cavity  dry  and  the 
lung  fully  expanded  at  all  times.  It  has  been 
our  policy  to  withdraw  all  the  blood  that  can 
be  obtained  (fig.  4),  beginning  twenty-four 
hours  after  the  injury,  or  earlier  if  the  hemo- 
thora.x  causes  respiratory  embarrassment. 
The  volume  of  blood  removed  is  determined 
by  the  patient's  reaction.  A  complaint  of 
tightness  in  the  chest  is  taken  as  an  indica- 
tion to  stop  the  aspiration.  From  500  to  1000 
cc.  can  usually  be  removed  at  each  thoracen- 
tesis. Aspirations  are  continued  daily  or 
every  second  day  until  the  chest  is  dry  and 
remains  so. 

Clotted  hemothorax  or  chronic  fihrothorax 

In  most  cases  blood  in  the  pleural  cavity, 
though  it  clots  at  first,  quickly  becomes  liquid 
as  it  is  defibrinated  by  the  action  of  the  lung 
and  heart.  In  a  small  proportion  of  cases 
(about  5  per  cent)  either  massive  clotting 
of  the  blood  occurs  immediately,  or  a  large 
accumulation  of  fibrin,  developing  later,  pre- 
vents its  removal  by  aspiration.  In  the  first 
instance,  clotting  is  probably  due  to  the  sud- 
den development  of  a  massive  hemothorax 
which  completely  collapses  the  lung  and  thus 
eliminates  the  defibrinating  action  of  its  mo- 
tion. In  the  second,  which  is  usually  the  I'e- 
sult  of  delayed  aspiration,  a  time  is  reached 
about  four  or  five  weeks  after  injury  when 
massive  accumulations  of  fibrin  and  isolated 

7.  Gardner,  C.  E.,  Jr.:  Chest  Injuries:  Application  uf  Mili- 
tarj-  Experience  to  Civilian  Practice,  .Sure.  Clin.  North 
America    2():1082-I0!i  I    (Oct.)    1910. 


pockets  of  serum  develop  within  the  pleural 
cavity  and  cannot  be  aspirated.  In  this  case, 
the  fibrinogen  introduced  into  the  pleural 
cavity,  together  with  the  inflammatory  exu- 
date produced  by  the  trauma  and  retained 
liquid  blood,  causes  a  secondary  clotting  and 
deposition  of  additional  fibrin  over  pleural 
surfaces,  as  already  described.  In  either 
event  the  lung  is  crippled  and  held  collapsed, 
and  the  chest  wall  and  diaphragm  are  im- 
mobilized by  the  dense  fibrous  scar  which 
forms  over  parietal  and  visceral  pleural 
surfaces. 

In  the  case  of  a  massive  clotted  hemo- 
thorax, the  thorax  on  the  affected  side  is 
ballooned  out  at  first  and  moves  freely  with 
respiration.  In  the  case  of  the  chronic  fihro- 
thorax, which  develops  after  four  or  five 
weeks,  the  affected  side  of  the  thorax  is 
smaller  and  moves  little  or  not  at  all  on  res- 
piration. Intercostal  spaces  are  narrowed, 
and  the  trachea  is  sometimes  deviated  to  the 
affected  side. 

In  the  past  these  conditions  have  been 
poorly  understood  and  usually  badly  man- 
aged, because  no  one  surgeon  saw  enough 
of  them  to  formulate  a  policy  for  their  man- 
agement. One  of  the  real  contributions  of 
military  medicine""  has  been  the  develop- 
ment of  the  concept  that  the  only  w^ay  to 
prevent  infection  in  the  lung  and  pleural 
cavity,  and  to  allow  the  imprisoned  and  col- 
lapsed lung  to  re-expand,  is  to  remove  the 
thickened  scar  which  envelops  the  lung  and 
coats  the  chest  wall  and  diaphragm.  The  pro- 
cedure is  called  decortication.  It  includes  the 
removal  of  all  clot,  the  careful  dissection  of 
the  thickened  pleural  scar  off  the  entire  lung, 
and  the  removal  of  the  scar  from  the  medi- 
astinum, chest  wall,  and  diaphragm.  The 
same  procedure  is  used  in  cases  of  infected, 
clotted  hemothorax  or  fibrothorax"". 

Penetrating  Woimds 

To  the  hazards  associated  with  the  condi- 
tions already  discussed,  penetrating  wounds 
add  the  possibility  of  infection,  retained  for- 
eign body,  or  open  pneumothorax,  with  pos- 
sibly a  sucking  wound  and  mediastinal 
flutter. 

Most  of  the  penetrating  wounds  in  civilian 

8.  (a)   Churchill,    L.    D.:    The    Surgical    Management    of    the 

Wounded  in  the  Mediterranean  Theater  at  the  Time 
of  the  Fall  of  Rome.  Ann.  Surg.  120:268-283  (Sept.) 
1944. 
(b)  De  Bakev,  M.  and  Carter.  B.  X. :  Current  Considera- 
tion of  War  Surgerv,  Ann.  Surg.  121  :.54.i'5e3  (Mav) 
1945. 

9.  Sanger.  P.  W,:  Decortication  in  .Acute  Empyema  Thoracis, 
Surg.,  Gynec.  ,'!;  Obst.  S2:Tl-sn    (Jan.)    1940. 
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life  (produced  by  ice  picks,  "switch"  knives, 
and  small  caliber  missiles)  will  not  require 
operative  treatment.  The  mechanics  by  which 
a  sucking  wound  produces  asphyxia  is  well 
known,  and  the  need  to  close  such  a  wound 
promptly  is  taught  in  all  first  aid  classes. 
Fortunately  this  condition  is  rarely  seen  in 
civilian  practice.  If  the  wound  is  large  or 
sucking  or  if  ribs  are  splintered,  debride- 
ment of  the  chest  wall  with  closure  of  the 
pleural  cavity  is  necessary.  Military  experi- 
ence has  shown  that  irregular  shell  frag- 
ments larger  than  1  cm.  in  diameter  and  in- 
driven  rib  fragments  should  be  removed,  as 
their  retention  often  leads  to  infection  or 
hemorrhage.  This  removal  can  usually  be 
accomplished  through  the  wound  of  entrance, 
unless  the  entrance  is  through  the  apex  of 
the  lung,  in  which  case  a  thoracotomy  at  the 
site  of  election  is  indicated.  In  civilian  prac- 
tice smooth,  small  caliber  bullets  can  prob- 
ably be  left  alone  with  safety,  unless  they 
occupy  a  position  close  to  a  major  vessel  or 
bronchus. 

SnniDiarji  (iiiil  Cdiidii^ioHH 

When  the  thorax  is  injured,  the  one  con- 
sideration of  major  importance  is  the  main- 
tenance of  an  adequate  respiratory  exchange 
so  that  death  from  asphyxia  does  not  ensue. 

Contusion  of  lung  tissue,  if  widespread, 
may  cause  serious  interference  with  respira- 
tory exchange  from  filling  of  alveoli  and 
bronchi  with  blood  and  tissue  fluid.  If  the 
patient  is  unable  to  rid  himself  of  these 
fluids,  he  must  be  assisted  by  the  passage 
of  an  aspirating  catheter  into  the  trachea, 
or  by  bronchosco])ic  drainage. 

Loss  of  stability  of  the  chest  wall,  result- 
ing from  multiple  fractures  of  a  series  of 
ribs  or  detachment  of  the  sternal  plate  from 
the  thorax  by  fractures  near  the  costo- 
chondral  articulations  on  each  side,  may 
cause  severe  pain  and  anoxia.  It  can  be  re- 
lieved by  adhesive  strapping,  or,  in  the  case 
of  detachment  of  the  sternal  plate,  by  over- 
head traction  through  wires  inserted  under 
costal  cartilages  on  each  side  of  the  sternum. 

Tension  pneumothorax  is  a  serious  condi- 
tion which  may  lead  to  death  from  asphyxia 
if  not  relieved  promptly.  Relief  can  be  ac- 
complished easily  by  inserting  a  needle  into 
the  pneumothorax  cavity  and  connecting  it 
to  a  finger  cot  with  a  slit  in  its  end,  or  with 
rubber  tubing  to  an  underwater  seal. 

Hemothorax  is  best  treated  by  repeated 
aspirations  of  the  liquid  blood,  beginning  on 


the  day  following  the  injury  and  repeating 
the  chest  tap  daily  so  that  the  pleural  cavity 
is  kept  dry  and  the  lung  fully  expanded  at 
all  times.  Neglect  of  a  hemothorax  may  lead 
to  the  crippling  effect  of  a  massive  clotted 
hemothorax  or  a  chronic  fibrothorax,  either 
one  of  which  will  require  a  decortication 
operation. 

Penetrating  wounds  add  to  the  hazards  of 
the  above  conditions  the  possibility  of  an 
open  pneumothorax  with  a  sucking  wound, 
or  a  retained  foreign  body.  If  the  wound  is 
sucking,  if  tissues  of  the  chest  wall  are  con- 
tused, or  if  ribs  are  splintered,  debridement 
of  the  chest  wall,  with  closure  of  the  pleural 
cavity,  is  necessary.  Missiles  larger  than  1 
cm.  in  diameter  or  indriven  fragments  of 
ribs  within  the  pleural  cavity,  lung,  or  medi- 
astinum should  be  removed,  as  their  reten- 
tion often  leads  to  infection  or  hemorrhage. 


ACUTE   LYE   POISONING 
IN  CHILDREN 

Grant  Taylor,  M.D. 

(Old 

Hugh  P.  Brawner,  M.D. 

Durham 

Lye  poisoning  in  children  has  been  re- 
ported frequently  from  Duke  Hospital'",  and 
the  following  points  have  been  repeatedly 
emphasized.  Lye  is  commonly  used  through- 
out the  South  as  a  cleansing  agent.  A  solu- 
tion of  lye,  washing  powder,  drainpipe 
cleaner,  or  paint  remover  constitutes  a  grave 
danger  when  carelessly  left  within  the  reach 
of  the  thirsty  or  inquisitive  toddler.  Even 
with  the  early  institution  of  accepted  thera- 
peutic measures  the  results  are  poor ;  patients 
not  so  treated  are  subjected  to  painful  and 
hazardous  therapy  and  prolonged  hospitali- 
zation. If  education  and  general  preventive 
measures  do  not  prove  more  effective  in  re- 
ducing the  incidence  of  this  condition,  legal 
control  over  the  dispensing  of  this  agent 
should  be  instituted'-'. 

At    Duke   Hospital,   from    1930    until   the 

Fioiii  tilt'  Dep.'irtintMt  of  rediatrics.  Duke  Uiiiversitv  Sthool 
of  Merlioine  and  Duke  Hospital.   Durham.   Nortli  Carolina. 

1.  (a)  Martin.  J.  M.  and  Arena.  J.  M. :  Lye  Poisoning  and 
Strifturo  of  the  Esophajrus.  South  M.  J.  ;Jl' :2s(l-2iK)  (Nlnrch) 
l!!;in.  (Ii)  Crowe.  J.  T.:  I'oisoninpr  Due  to  Lve.  Am.  .T.  Dis. 
Cliihl.  (iN:i»-12  (.July)  19  tl.  (cl  Kernodle.  "c:.  W-  Taylor, 
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present,  a  total  of  164  patients  have  been 
treated  for  lye  poisoning,  or  for  burns  of  the 
mouth,  pharynx,  trachea,  or  esophagus  due 
to  lye.  Eighty-five  per  cent  of  these  patients 
were  under  6  years  of  age,  the  peak  inci- 
dence (51  per  cent)  occurring  at  the  age  of 
2.  The  majority  of  these  children  were  not 
seen  until  esophageal  strictures  had  devel- 
oped (table  1).  However,  it  is  encouraging 
that  all  but  one  of  the  14  new  patients  seen 
in  the  last  year  were  treated  in  the  acute 
phase  of  the  burns. 


Table  1 

Tijiii'.   of  Case 
Showed  definite  stricture 
Received  early  dilations 
Followed  without  therapy 
Died  during-  acute  phase 
Miscellaneous 

Total 


No.  CaiiCfi  Per  Cent 

108  66 

38  23 

.5  3 

5  3 

8  5 


164 


100 


1 


The  initial  first  aid  treatment  is  of  great 
importance  in  reducing  the  incidence  of  seri- 
ous strictures'"'.  This  treatment  should  con- 
sist in  the  slow  oral  administration  of  copi- 
ous amounts  of  diluted  vinegar,  grapefruit 
or  lemon,  of  orange  juice,  or  of  2  per  cent 
acetic  acid.  This  should  be  followed  by  5  cc. 
of  olive  oil  given  orally  every  thirty  minutes 
for  six  hours,  and  every  hour  for  the  follow- 
ing twenty-four  hours.  It  is  unnecessary  to 
remove  the  caustic  from  the  stomach  by 
lavage.  If  liquids  can  be  tolerated,  the  diet 
should  consist  of  strained  foods  and  nourish- 
ing liquids.  Small  amounts  of  olive  oil  be- 
tween feedings  will  relieve  some  of  the  symp- 
toms. The  diet  should  be  changed  to  soft, 
semi-liquid  foods  as  they  can  be  tolerated. 

By  the  fourth  day,  after  the  edema  and 
inflammation  have  subsided  somewhat,  a  soft 
rubber  eyeless  catheter'^'  filled  with  mercury 
or  small  lead  shot  should  be  passed  without 
force  into  the  stomach  and  allowed  to  re- 
main in  place  for  two  minutes.  Unless  the 
esophagus  is  seen  by  direct  illumination  to 
be  undamaged,  this  procedure  should  be  car- 
ried out  in  every  case.  If  doubt  exists,  oral 
burns  from  the  caustic  should  be  considered 
presumptive  evidence  of  esophageal  burns 
and  sufficient  indication  for  early  esophageal 
dilations. 

The  dilations  are  repeated  daily,  the  size 
of  the  catheter  and  the  period  of  dilation 
being  increased  gradually,  until  by  the  tenth 
day  a  no.  30-34  French  catheter  is  kept  in 

3.  Salzer,  H. :  Early  Treatment  of  Corrosive  Esophagitis, 
Wien  klin.  Wchnschr.  .3.3:.^07   (April  s)   1!)20. 

i.  Bokay  catlieters  may  be  obtainert  from  the  Murray-Baum- 
gartner  Surgical  Instniment  Company,  West  Cliase  Street, 
Bnltimore  Maryland. 


place  five  minutes.  Following  daily  dilations 
for  two  weeks,  the  patient  is  given  three 
dilations  a  week  for  two  more  weeks,  then 
two  per  week  for  a  month,  one  a  week  for  a 
month,  two  a  month  for  three  months,  one  a 
month  for  six  months,  and  two  or  three  a 
year  for  several  years.  If  increasing  diffi- 
culty is  encountered  with  this  routine,  fluoro- 
scopic study  is  indicated,  and  daily  dilations 
may  have  to  be  reinstituted. 

Early  and  continued  prophylactic  dilations 
are  the  basis  for  the  success  of  this  therapy. 
Cooperating  social  agencies  can  be  of  great 
assistance  to  the  doctor  and  to  the  parents 
of  a  lye-burned  child  in  fighting  the  develop- 
ment of  strictures.  Acquainting  the  parents 
and  these  agencies  with  the  course  of  the 
disease  and  with  the  necessity  for  prolonged 
and  continuous  therapy  is  a  responsibility  of 
the  physician. 


THE  SURGICAL  MANAGEMENT  OF  LYE 
STRICTURES  OF  THE  ESOPHAGUS 

Arthur  B.  Cecil,  Jr.,  M.D. 

Durham 

A  group  of  136  cases  of  acute  lye  poison- 
ing in  children  has  recently  been  reported 
from  Duke  Hospital'".  Ninety-seven  of  these 
patients  were  seen  late  and  already  had  de- 
veloping strictures ;  25  were  seen  early  fol- 
lowing injury,  so  that  measures  to  prevent 
stricture  could  be  instituted.  Four  of  these 
25  failed  to  return  for  dilatations  and  so 
developed  strictures,  and  a  fifth  patient  de- 
veloped a  stricture  while  under  treatment. 
There  were  thus  102  lye  strictures  of  the 
esophagus  in  this  series  of  136  lye  poison- 
ings. Since  that  report  was  written,  16  more 
lye  strictures  of  the  esophagus  have  been 
seen  in  Duke  Hospital,  making  a  total  of  118 
strictures  of  the  esophagus  requiring  treat- 
ment. 

Nonfivrgical  Treatment 

The  treatment  of  lye  stricture  of  the 
esophagus  is  unsatisfactory.  When  Jackson'-' 
first  drew  attention  to  the  strictures  which 
follow  lye  burns  of  the  esophagus,  he  pointed 
out  the  preventable  nature  of  lye  burns.  He 
urged  that  lye  be   dispensed   in   containers 


From  the  Department  of  SurgeiT,  Duke  University  School  of 
Merlicine,  Durham,  North  Carolina. 
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plainly  marked  "poison,"  and  a  campaign 
was  undertaken  to  educate  parents  to  the 
dangers  of  caustic  substances.  In  spite  of 
these  efforts,  the  accidental  swallowing  of 
lye  by  children  of  the  poorer  classes  con- 
tinues to  be  a  common  occurrence. 

It  is  now  generally  agreed  that  the  method 
of  treating  acute  lye  burns  of  the  esophagus 
introduced  by  Salzer'-^'  and  von  Bokay'"  is 
most  likely  to  prevent  the  occurrence  of  sub- 
sequent stricture.  According  to  Holt's  text- 
book of  pediatrics'"'',  "the  incidence  of  stric- 
tures in  the  Harriet  Lane  Home  has  de- 
creased from  approximately  50 ^r  to  less 
than  10  ""r  of  the  cases"  since  the  introduc- 
tion of  this  method  of  treatment.  This  is 
the  method  used  at  Duke  Hospital.  The  re- 
port of  Kernodle,  Taylor  and  Davison  previ- 
ously referred  to  adds  9  cases  treated  by  this 
method  to  16  cases  previously  reported"". 

The  treatment  of  established  sti'icture  of 
the  esophagus  has  been  the  problem  of  the 
Division  of  Thoracic  Surgery  and  the  Nose 
and  Throat  Department.  For  the  most  part 
these  patients  are  treated  by  the  formation 
of  a  gastrostomy,  and  retrograde  dilatations 
using  a  continuous  string,  after  the  method 
of  Tucker'"'.  There  have  been  75  patients 
treated  by  this  method.  The  best  results  have 
been  obtained  in  those  who  may  be  dis- 
charged after  one  to  two  years'  treatment. 
A  number  of  children  have  been  having  dila- 
tations for  three  years,  and  several  have 
been  under  treatment  as  long  as  five  to  seven 
years.  It  is  in  this  group  of  patients  who 
do  not  respond  well  to  retrograde  dilatation 
that  major  surgical  procedures  must  be 
undertaken,  centering  around  the  resection 
of  the  stenosed  esophagus. 

The  Re-E.^tahlishment  of  Conti)}uif}i  of 
the  Ef^ophagiis 

Because  of  the  location,  construction  and 
blood  supply  of  the  thoracic  esophagus,  sur- 
gery of  this  organ  has  been  and  still  is  a 
hazardous  undertaking.  All  surgery  may  be 
divided  into  two  classes.  On  the  one  hand 
are  the  relatively  easy  and  safe  procedures 

^.    Salzer.    H. :    Early    Treatment    of    Corrosive    Esophairiti.-^. 

Wien   klin.   Wchnschr   .TS::!!!:    (April    s)iii2n. 
I.    von    Bokay.    J.:    Teller    die    Beliamlllinsr    der    LauTenverat- 

znnjren  ini  Kindesvilter  nach  Salzer.  Wien   klin.  Wchnschr. 

s;:2S2-2s-->   (Mar.  201   1021. 
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in  which  a  lesion  or  organ  is  simply  removed. 
In  contrast  to  this  group  are  the  procedures 
in  which  the  function  or  continuity  of  a 
physiologic  or  anatomic  system  must  be  re- 
established. The  surgical  removal  of  the 
thoracic  esophagus  is  made  difficult  by  the 
natural  desire  to  re-establish  continuity. 

The  first  successful  resection  of  the  thor- 
acic esophagus  for  carcinoma  was  reported 
in  1013  by  Torek'"'.  The  .so-called  Torek  pro- 
cedure consists  in  removing  the  esophagus 
and  creating  a  proximal  esophageal  fistula 
at  the  base  of  the  neck  and  a  gastrostomy 
opening  in  the  abdomen.  It  is  the  safest 
procedure,  since  no  attempt  is  made  to  re- 
establish continuity,  and  it  is  of  value  in  the 
treatment  of  cancer  of  the  esophagus.  It  can 
play  no  part  in  the  treatment  of  benign  le- 
sions, however,  where  the  re-establishment 
of  continuity  is  the  chief  aim.  Torek's  pa- 
tient wore  a  rubber  tube  connecting  the 
esophageal  fistula  with  the  gastrostomy 
opening. 

The  re-establishment  of  continuity  has  been 
performed  both  intrathoracically  and  ante- 
thoracically.  The  formation  of  a  skin-lined 
tube  from  the  soft  tissues  of  the  anterior 
thorax  was  first  described  by  Bircher  in 
1894.  Cezar  Roux  is  credited  with  forming 
the  first  antethoracic  esophagus  using  proxi- 
mal jejunum  mobilized  on  its  mesentery.  A 
combination  of  these  two  methods,  using  a 
portion  of  jejunum  in  the  lower  part  and  a 
skin  lined  tube  in  the  upper  portion  of  the 
antethoracic  esophagus,  is  the  essential  fea- 
ture of  the  Lexer-Wullstein-Blanel  operation. 
Yudin  has  reported  80  instances  of  the  con- 
struction of  an  artificial  esophagus'"',  and 
feels  that  the  ideal  antethoracic  esophagus  is 
one  entirely  composed  of  jejunum.  In  58  of 
his  patients,  however,  skin-lined  tubes  of 
greater  or  lesser  extent  formed  the  up]:)er 
end  of  the  new  esophagus.  A  number  of  his 
cases  were  strictures  due  to  caustic  burns  of 
the  esophagus.  Colon  (Kelling)  and  stomach 
(Kirschner)  have  been  mobilized  to  serve  as 
antethoracic  connections  with  the  pharynx 
or  cervical  esophagus.  Recently  Longmire 
and  Ravitch""'  have  described  the  use  of 
tubed  skin  flaps  containing  an  eventually 
free  graft  of  jejunum  to  be  transplanted  by 
stages  into  position  as  an  antethoracic  esoph- 
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agus. 

Intrathoracic  reconstructions  have  been 
performed  using  mobilized  segments  of  je- 
junum after  the  principle  of  Roux.  Rien- 
hoif""  has  described  important  details  in  the 
mobilization  of  the  jejunum  loop  and  re- 
ported successful  cases.  Fischer'^-'  was  ap- 
parently the  first  to  propose  the  mobilization 
of  the  stomach  into  the  chest  and  the  per- 
formance of  an  intrathoracic  esophagogas- 
trostomy.  He  worked  out  the  procedure  in 
the  cadaver,  but  had  no  opportunity  to  carry 
out  the  procedure  in  a  patient.  His  report 
carried  a  footnote  stating  that  Starr  of 
Toronto  had  performed  such  an  operation 
in  a  patient,  who  died  on  the  fifth  day  from 
pulmonary  embolism.  Decker" ■>'  was  appar- 
ently the  first  to  report  the  performance  of 
this  procedure.  His  patient  died  in  twenty- 
eight  hours  because  of  persistent  atelectasis 
of  the  left  lung. 

Gaiiock'"',  in  1940,  described  the  opera- 
tion of  esophageal  resection  with  esophago- 
gastrostomy  for  the  treatment  of  carcinoma 
in  the  lower  three  inches  of  the  esophagus. 
Churchill  and  Sweet"-'',  in  1942,  reported  9 
cases  of  carcinoma  of  the  lower  esophagus 
or  cardiac  end  of  the  stomach  treated  by  re- 
section and  esophagogastrostomy,  with  one 
death.  Sweet""',  in  1946,  reported  32  esopha- 
geal resections  with  esophagogastrostomy. 
In  14  of  these  the  anastomosis  was  per- 
formed below  the  aortic  arch ;  there  were  2 
deaths  in  this  group.  The  remaining  18 
anastomoses  were  performed  above  the 
aortic  arch,  Avith  6  deaths.  It  should  be 
recognized  that  all  these  patients  were  in  the 
older  age  group  and  that  mortality  figures 
may  be  expected  to  be  less  in  younger  people 
with  benign  strictures. 

Recent  Advances  in  Surgery 

The  obvious  advances  in  surgery  of  the 
esophagus  thus  recorded  are  only  partially 
due  to  the  improved  skill  and  technique  of 
the  sui'geon.  The  improvement  of  morbidity 
and  mortality  statistics  in  all  branches   of 
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surgery  during  the  past  ten  to  fifteen  years 
has  been  striking.  It  has  been  during  this 
period  that  the  recent  interest  in  physiologic 
surgery  has  begun  to  pay  dividends.  A  bet- 
ter understanding  of  the  mechanics  and  im- 
portance of  fluid  and  electrolyte  balance,  and 
the  ready  availability  of  blood  from  banks 
have  played  a  part.  Perhaps  the  greatest  ad- 
vances have  been  made  in  the  field  of  anes- 
thesia, where  a  better  understanding  of  pul- 
monary physiology,  new  techniques  of  ad- 
minisiration,  and  new  agents  permitting 
high  concentrations  of  oxygen  have  liberated 
the  surgeon  from  the  handicap  of  time  and 
space  previously  imposed  upon  him.  The 
possibility  of  longer  operating  times  makes 
possible  a  more  meticulous  surgical  tech- 
nique. The  simple  understanding  of  the  im- 
portance of  a  clean  tracheobronchial  airway 
has  all  but  eliminated  postoperative  pneu- 
monia, as  postoperative  wound  infections 
have  been  eliminated  by  the  understanding 
and  control  of  airborne  organisms. 

A  .study  under  way  in  this  hospital  to  de- 
termine the  causes  of  morbidity  and  mor- 
tality following  surgical  procedures  has 
shown  that  postoperative  complications  once 
common  are  now  rare,  and  that  most  com- 
plications are  now  traceable  to  the  advanced 
stage  of  the  disease  treated,  and  to  the  effort 
to  extend  the  range  of  operability  in  ad- 
vanced disease.  With  the  exception  of 
thromboembolic  disease,  the  surgeon  has 
gained  control  over  most  postoperative  com- 
plications not  directly  related  to  his  tech- 
nique. With  the  assurance  that  meticulous 
technique  without  regard  for  operative  time 
will  not  endanger  the  patient,  but  on  the 
contrary  will  assure  recovery,  it  is  possible 
to  offer  radical  surgery  for  benign  lesions. 

In  the  past  two  years  we  have  felt  justi- 
fied in  oflFering,  to  3  patients  having  lye  stric- 
tures of  the  esophagus,  esophagectomy  and 
intrathoracic  esophagogastrostomy  after  the 
method  most  recently  described  by  Sweet. 
Of  these  3  patients  2  were  children,  in  whom 
anastomosis  was  performed  above  the  aortic 
arch.  Both  are  doing  well.  The  third  patient 
Avas  an  adult  AA'ho  had  anastomosis  per- 
formed just  beloAv  the  aortic  arch. 

Case  Reports 

Case  1 

This  white  boy  was  referred  to  Duke  Hospital  at 
the  age  of  214  years  by  Dr.  S.  A.  Duncan  of  Benson. 
The  patient  was  unable  to  swallow  liquids,  having 
received  a  lye  burn  of  the  esophagus  seven  weeks 
previously.  A  gastrostomy  Avas  done,  and  retrograde 
dilatations   using   the    Tucker   bougies   were   begun. 
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He  showed  very  little  improvement,  requiring  dila- 
tations every  month  for  a  period  of  five  years.  At 
the  end  of  "this  time  dilatations  had  become  more 
difficult.  It  was  felt  that  he  should  undergo  a  re- 
section of  the  strictured  esophagus. 

Physical  examination  and  laboratory  studies  were 
normal.  Roentgen  examination  of  the  esophagus  with 
barium  showed  a  .stricture  high  in  the  esophagus 
starting  just  behind  the  aortic  arch. 

A  left  thoiacotomy  was  performed  under  endo- 
tracheal cyclopropane  and  ether  anesthesia.  The 
esophagus  was  resected  from  above  the  aortic  arch 
downward,  and  an  esophagogastrostomy  was  done 
above  and  in  front  of  the  aortic  arch,  bringing  a 
large  portion  of  the  stomach  into  the  left  chest. 
His  postoperative  course  was  complicated  by  leakage 
of  the  suture  line,  requiring  temporary  jejunostomy 
for  feeding. 

Nine  months  after  operation  he  is  eating  what  he 
pleases  and  has  regained  the  weight  lost  while  in 
the  hospital. 

Case  2 

A  colored  boy  was  first  admitted  to  Duke  Hospital 
at  the  age  of  4  years,  five  months  after  having 
swallowed  lye.  Preceding  this  admission  he  had 
undergone  periodic  peroral  dilatations,  with  only 
very  temporary  improvement.  A  gastrostomy  was 
performed  at  Duke.  Retrograde  and  peroral  dila- 
tations jn-oved  impossible,  and  during  the  next  eight 
years  he  fed  himself  by  gastrostomy  tube,  main- 
taining a  satisfactory  rate  of  growth. 

Upon  his  second  admission  to  Duke  Hospital,  at 
the  age  of  12,  he  was  found  to  be  essentially  normal 
on  physical  examination.  Roentgen  examination  of 
the  esophagus  with  barium  showed  a  complete  stric- 
ture at  the  junction  of  the  cervical  and  thoracic 
portions. 

A  left  thoracotomy  was  performed  under  endo- 
tracheal ethylene  and  ether  anesthesia.  The  entire 
thoracic  esophagus  was  resected,  and  an  esophago- 
gasti'ostomy  done  at  the  apex  of  the  thoracic  cavity. 
His  postoperative  course  was  uneventful.  He  now 
eats  anything.  Roentgen  examination  with  barium 
shows  a  ready  flow  into  the  stomach. 


Case  3 

A  40  year  old  colored  woman  was  referred  to  Duke 
Hospital  by  Dr.  W.  D.  James  of  Hamlet.  The  patient 
stated  that  six  months  before  admission  she  experi- 
enced some  sort  of  acute  febrile  illness  associated 
with  profuse  and  persistent  vomiting,  the  vomitus 
containing  blood.  She  denied  the  antecedent  inges- 
tion of  corrosive  liquid,  but  a  history  of  recurrent 
acute  psychiatric  disorders  makes  this  a  possibility. 
When  the  acute  illness  subsided,  she  began  to  notice 
progressive  difficulty  with  swallowing.  When  she  was 
admitted  to  Duke  Hospital  she  could  swallow  only 
liquids. 

Physical  examination  was  not  I'emarkable  save  for 
evidence  of  weight  loss.  Laboratoi-y  examination 
showed  a  hemoglobin  of  12.2  Gm.  Total  serum  pro- 
teins were  7  Gm.  per  100  cc.  Serologic  tests  for 
syphilis  were  negative.  Roentgen  examination  of  the 
esophagus  with  a  l)arium  swallow  showed  a  smooth 
stricture  in  the  middle  third.  Esophagoscopy  showed 
a  smooth,  nonulcerated,  concentric  stricture  at  a 
point  15  cm.  below  the  cricopharyngeal  sphincter. 
Biopsies  showed  normal  epithelium. 

She  underwent  a  left  thoracotomy  under  endo- 
tracheal ethylene  and  ether  anesthesia.  The  esoph- 
agus below  the  aortic  arch  was  resected,  and  an 
esophagogastrostomy  was  performed  just  below  the 
arch,  liringing  a  large  portion  of  the  stomach  into 
the  left  chest.  Pathologic  examination  of  the  resected 
esophagus  revealed  dense  hyaline  scar  with  no  evi- 
dence of  malignancy. 

When  seen  three  months  after  operation,  the  pa- 
tient had  gained  20  pounds  in  weight.  X-ray  exami- 
nation with  barium  swallow  showed  ready  passage 
into  the  stomach. 

Squamous  cell  cnrcinoma  ariftivg 
in  old  lye  strictnres 

While  an  impermeable  stricture  or  one 
which  fails  to  respond  to  dilatations  is  one 
indication  for  radical  surgery,  a  second  indi- 
cation is  the  occurrence  of  squamous  cell 
carcinoma  arising  in  the  scar,  much  as  a 
Marjolin  ulcer  arises  in  old  burns  of  the  body 


Fi->-  1  (Case  .5)  The  roentgenogram  on  the  left  shows  the  complete  stricture  of  the  esophagus  at 
the  level  of  the  sixth  thoracic  vertebra.  The  x-ray  on  the  right  shows  the  anastomotic  site  just 
below  the  superior  thoracic  inlet. 
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surfaces.  Bockus'^''  sa.ys,  "Occasionally  ma- 
lignancy may  be  engrafted  on  an  old  benign 
stricture."  We  have  seen  2  such  cases  of 
squamous  cell  carcinoma  arising  in  old  lye 
strictures  of  the  esophagus.  Such  an  occur- 
rence must  be  rare. 
Case  4 

A  48  year  old  white  man  had  swallowed  lye  as  a 
child  and  had  undergone  repeated  dilatations.  Dur- 
ing adult  life  he  had  not  required  dilatations,  but 
always  had  difficulty  in  swallowing  solid  food.  Dur- 
ing the  preceding  several  months  he  had  noted  pro- 
gressive difficulty  with  swallowing.  Esophagoscopy 
showed  a  fungating  mass  at  the  level  of  the  aortic 
constriction,  which  proved  to  be  carcinoma.  A  gas- 
trostomy was  done. 
Case  5 

A  22  year  old  colored  man  was  admitted  to 
Duke  Hospital  complaining  of  difficulty  in  swallow- 
ing liquids.  At  the  age  of  2  years  he  had  swallowed 
lye,  receiving  burns  of  the  mouth  and  presumably 
of  the  esophagus.  He  received  no  treatment.  He  had 
had  difficulty  in  swallowing  solid  food  since  that 
time,  but  was  able  to  manage  well  enough  for 
growth  and  increase  in  weight.  Six  months  before 
coming  to  the  hospital  he  began  to  experience  in- 
creasing difficulty  with  swallowing,  and  was  very 
soon  reduced  to  a  liquid  diet.  During  this  six  months' 
interval  he  lost  25  pounds  in  weight. 

Physical  examination  on  admission  to  the  hos- 
pital showed  a  somewhat  underdeveloped,  very 
poorly  nourished  colored  boy.  Laboratory  studies 
showed  a  hemoglobin  of  15  Gm.  and  total  serum 
proteins  of  6.8  Gm.  per  100  cc.  Roentgen  examination 
of  the  esophagus  with  barium  showed  a  smooth, 
nearly  complete,  stricture  of  the  esophagus  at  the 
level  of  the  sixth  thoracic  vertebra  (fig.  1).  Esopha- 
goscopic  examination  showed  the  obstructing  point 
to  be  7  cm.  below  the  cricopharyngeal  sphincter.  In 
this  area  there  was  gray,  granular  tissue  which  bled 
easily  on  trauma.  A  biopsy  was  made,  and  showed 
squamous  cell  carcinoma. 

The  esophagus  was  resected  from  above  the  aortic 
arch  to  the  stomach,  and  an  esophagogastrostomy 
was  done  above  and  anterior  to  the  arch.  Micro- 
scopic examination  of  the  resected  esophagus  showed 
extensive  hyperplasia  of  the  squamous  epithelium, 
with  considerable  fibrosis  and  scarring  of  the  under- 
lying connective  tissue.  In  the  area  of  gross  tumor 
the  picture  of  scarring  changed  to  that  of  neoplasia, 
with  cords  and  nests  of  neoplastic  epithelial  cells 
invading  the  subepithelial  and  muscular  layer. 

When  the  patient  was  discharged  on  the  twelfth 
postoperative  day,  he  was  taking  a  soft  diet  well. 
Three  months  after  operation  he  has  gained  35 
pounds  in  weight. 

Summanj 
The  increased  safety  of  surgical  proced- 
ures makes  it  reasonable  to  otfer  a  major 
intrathoracic  operation  for  the  treatment  of 
benign  strictures  of  the  esophagus.  While 
it  is  true  that  benign  strictures  of  the  esoph- 
agus need  not  be  resected  and  may  be 
treated  by  extrathoracic  by-pass  procedures, 
the  one  stage,  intrathoracic  procedure  de- 
scribed by  Fischer,  performed  by  Decker, 
and  most  recently  advocated  by  Sweet  has 
been  most  satisfactory. 

ir.    Bockus.    H.    L. :     Gastroenterologv,     Philadelphia.    W.    B. 
Saunders  Co.,   l!Ul,  v.   1,  p.   88. 
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II 

THE  WAY  OF  A  TEACHER 

Teaching  in  order  to  impart  regimented 
understanding  is  necessary  to  an  extent,  at 
least  for  the  undergraduate,  in  order  for  a 
segment  of  learning  to  be  presented.  Then 
by  an  examination  the  teacher  can  try  to 
ascertain  just  how  much  of  this  pumped-in 
wisdom  has  been  retained  by  the  student. 
If,  hov/ever,  the  teacher  has  not,  over  and 
above  this  order  of  instruction,  an  extra- 
ordinary Something  which  transcends  teach- 
ing as  we  usually  know  it — an  influence 
which  he  imparts  unconsciously — ,  he  fails 
to  attain  greatness.  Precepts  and  ideals 
abhor  labels.  They  have  a  way  of  their  own 
as  they  emerge  from  an  instructor  and  enter 
into  the  fiber  of  those  in  the  process  of  being 
instructed.  They  establish  not  only  a  way  of 
learning,  but  a  way  of  living.  The  textual 
content  of  a  given  subject  is  soon  forgotten. 
The  spirit  of  the  great  teacher,  his  method 
of  approach  to  problems  in  his  domain  of 
understanding,  and  the  technique  which  he 
employs  in  their  solution  endure,  not  only 
as  an  inspiration  to  lighten  the  pathway  of 
the  student,  but  as  a  stimulus  to  high  accom- 
plishment. 

Such  was  the  influence  of  Sir  William 
Osier  in  the  medical  dispensary,  in  the 
wards,  and  in  the  rooms  of  patients.  As  he 
visited  such  areas  of  distress  and  maladjust- 
ment, he  would  ask,  directly  or  by  sugges- 
tion, many  questions  which  were  to  be  an- 
swered later  by  his  student  attendants  at  a 
subsequent  ward  round,  during  a  visit  to  a 
private  patient,  or  incidentally  while  walk- 
ing along  a  hospital  corridor.  Instruction 
by  him  in  its  higher  reaches  was  not  formal- 
ized.   It  was  free. 

And  now  a  very  simple  and  intimate  story 
must  be  told  of  my  association  over  a  short 
period  with  Dr.  Osier.  The  story  illustrates 
his  care  and  thoughtfulness  for  many  an  un- 
known student.  The  only  requirement  was 
an  honest  desire  on  the  part  of  the  student 
to  learn.    You  must  visualize  a  recent  medi- 
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cal  graduate  who  had  never  travelled  beyond 
the  confines  of  his  native  state,  who  had 
studied  and  in  many  areas  memorized  Osier's 
"Practice  of  Medicine,"  and  who  had  heard 
of  his  personality  and  great  diagnostic  abil- 
ity. Furthermore,  this  would-be  student  phy- 
sician knew  of  Dr.  Osier's  connection  with 
a  new  and  somewhat  different  type  of  hos- 
pital at  the  Johns  Hopkins  Medical  School. 

The  supposed  great  difference  between 
this  medical  school  and  older  institutions  in 
America  was  to  be  found  in  its  insistence 
on  a  highly  scientific  approach  to  an  under- 
standing of  disease  and  the  employment  of 
this  .same  specialized  order  in  its  treatment. 
The  reputation  of  the  hospital  was  that  of  a 
research  institution,  rather  ruthless,  de- 
manding accuracy  in  diagnosis,  and  allow- 
ing abundant  tim.e  for  conjectures  as  to  the 
nature  of  the  autopsy  findings.  In  this  mod- 
ern teaching  institution,  bedside  instruction 
had  taken  the  place  of  amphitheater  teach- 
ing, and  the  employment  of  natural  measures 
to  facilitate  the  healing  process,  aided  by  a 
few  chemicals,  had  supplanted  the  poly- 
pharmacy of  many  of  the  older  hospitals. 

This  young  medical  graduate  had  written 
Dr.  Osier  asking  if  he  might  study  under 
him  during  the  summer  of  1904.  A  hearty 
reply  was  at  once  received  to  this  request, 
and  on  a  day  early  in  June  the  pilgrimage 
was  commenced.  At  Baltimore  the  taxi 
driver  through  mistake,  and  to  the  good  for- 
tune of  his  passenger,  stopped  at  the  gate 
to  the  grounds  of  the  hospital  rather  than 
at  its  door.  This  afforded  a  fine  view  of  this 
splendidly  balanced  building;  but  feelings  of 
fear  were  excited  by  its  massive  structure, 
and  by  the  anticipated  meeting  with  the 
great  physician.  With  a  valise  in  one  hand 
and  a  heavy  bundle  of  books  in  the  other,  an 
ascent  was  begun  up  the  steps  and  over 
the  terraces  leading  to  the  centrally  located 
administration  building.  About  halfway  up 
a  pause  was  made,  for  the  load  was  heavy; 
and  here  was  found  a  stone  pedestal  bearing 
a  sundial  on  which  was  this  inscription : 
"One  hour  alone  is  in  thy  hands,  the  hour 
on  which  the  shadow  stands." 

This  student  has  lived  with  these  words 
for  forty-five  years.  They  were  not  harsh. 
They  were  not  impelling.  They  permitted 
freedom  of  action  in  this  one  hour,  but 
they  also  implied  that  real  accomplishment 
might  show  itself  in  this  period  of  time. 
Such  was  the  spirit  of  the  Johns  Hopkins 
Hospital.    The  teaching  of  the  hospital  com- 


menced at  the  sundial.  Inside  one  found  a 
group  of  instructors  and  students  who,  at 
some  leisure  and  in  good  form,  studied  the 
sick  to  learn  of  the  nature  of  their  ailments 
in  an  accurate  fashion,  with  the  object  of 
rerelating  them  in  a  workable  form  to  their 
environment,  whatever  that  might  be.  Wis- 
dom and  judgment  came  about  through  such 
an  order  of  study. 

The  sundial  episode  was  refreshing  to  this 
traveller.  The  books  were  not  so  heavy  and 
the  trepidation  was  not  so  great  as  he  ap- 
proached the  front  door  of  the  hospital, 
■\^■hich  when  opened  exposed  in  kindly  glory 
the  large  marble  statue  of  Christ.  A  sundial, 
Jesus  Christ,  and  the  Johns  Hopkins  Hos- 
pital— how  different  from  this  student's  pre- 
conception of  a  ruthless  spirit  of  scientific 
research ! 

Possibly  because  I  was  so  obviou.sly  lost 
in  the  rotunda  of  the  hospital,  a  lady  ap- 
l^roached  me  saying  that  if  I  were  the  young 
doctor  from  North  Carolina,  Dr.  Osier  was 
waiting  for  me  in  the  medical  dispensary 
and  had  asked  her  to  guide  me  to  him.  Think 
of  my  emotions  on  being  escorted  to  so  great 
a  physician,  who  had  not  only  remembered 
that  I  was  coming  to  Baltimore,  but  was 
looking  out  for  my  ease  and  welfare  with 
consideration.  I  was  greeted  as  though  I 
were  an  equal,  and  after  kindly  inquiries 
as  to  the  welfare  of  Dr.  Albert  Carr  of  Dur- 
ham and  Dr.  John  Whitehead  of  Salisbury, 
I  was  introduced  to  Doctors  Thayer,  Futcher, 
and  McCrae  as  a  student-physician  from 
North  Carolina  who  was  to  help  them  during 
the  summer  in  the  medical  dispensary.  What 
a  thrilling  experience  for  the  youngster, 
what  a  challenge  to  the  best  in  a  human  be- 
ing, what  encouragement  and  what  an  in- 
spiration to  remember  in  any  day  of  future 
disappointment  I  The  real  teacher  was  at  his 
best,  not  through  a  requirement  nor  by  sug- 
gested research,  but  through  a  companion- 
ship that  excited  affection,  respect,  and  an 
abiding  yearning  to  go  and  do  likewise. 

With  these  pleasantries  and  preliminaries 
over,  I  was  given  a  peculiar,  wicker,  lounge- 
like affair  on  which  the  dispensary  patients 
were  to  rest  in  considerable  discomfort  dur- 
ing my  physical  examinations.  Lunch  time 
found  us  in  the  hospital  dining  room.  Dr. 
Welch  had  joined  the  gathering.  Such  was 
my  introduction  to  the  spirit  of  the  place, 
in  which  honest  study  established  an  equality 
between  those  who  would  learn. 
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Dr.  William  Osier,  durin.!?  his  connection  with 
the  Medical  School  of  the  University  of  Pennsyl- 
vania as  Professor  of  INIedicine,  studying  autop- 
sv  material  at  the  Philadelphia  Hospital  (Old 
Hlockley,  Philadelphia). 


Dr.  William  Osier  as  Professor  of  .Medicine 
and  Physician-in-Chief  to  the  .Johns  Hopkins 
Hospital.  Seated  from  left  to  right  are  Dr.  Wil- 
liam S.  Halsted,  Dr.  William  Osier,  and  Dr. 
Howard  A.  Kellv. 


In  the  dispensary  and  medical  wards  Dr. 
Osier  was,  by  his  position,  director  and  chief 
consultant.  Medical  problems  suitable  for 
clinical  research  were  suggested  in  the  most 
informal  manner.  There  were  no  formalized 
dissertations,  but  such  thoughts  served  as 
stimuli  which  sent  his  students  away  from 
the  bedside  to  the  library  and  the  laboratory, 
but  ever  back  to  the  patient.  Data  collected 
from  such  sources  were  not  handled  as  iso- 
lated entities  of  information,  but  the  ma- 
terial was  welded  together  so  that  the  chemi- 
cal and  microscopic  became  macroscopic,  and 
the  real  emphasis  was  placed  on  the  under- 
standing of  the  patient  and  his  disease  as  a 
whole  problem  in  the  hippocratic  fashion. 
The  charm  and  stimulating  value  of  such 
studies  were,  of  course,  in  large  measure  due 
to  the  personality  of  the  individual  who 
guided  them.  In  addition,  the  informality 
and  frankness  of  the  discussions  served  to 
bring  out  the  best  in  the  students  and  to 
develop  in  them  a  certain  degree  of  assur- 
ance which  was  but  rarely  offensive  and 
tended  to  strengthen  their  ability  to  main- 
tain their  position  when  facts  were  available 
for  them  to  present  their  points  of  view. 

Not  only  were  Dr.  Osier's  co-students 
given  such  an  order  of  instruction,  but  dur- 
ing visitations  with  the  sick  he  would  talk 
to  them  in  both  serious  and  frivolous  vein, 
I  not  only  for  the  benefit  of  the  patient,  but 


for  the  general  education  of  both  patient  and 
student.  And  for  those  patients  about  to 
"pass  the  door  of  darkness  through,"  words 
were  spoken  that  eased  the  way  as  a  release. 
During  such  bedside  conversations  the 
names  of  Hippocrates,  Galen,  Sydenham,  and 
Linacre  became  familiar,  and  the  character- 
istics and  practices  of  such  physicians  of  the 
past  were  dwelt  upon.  He  would  explain 
what  their  approaches  to  various  diseases 
had  been.  These  ward  rounds  were  full  of 
the  history  of  medicine  which  excited  an  ap- 
preciation of  the  past  by  both  student  and 
patient.  For  example,  he  would  select  a  pa- 
tient who  had  a  condition  which  was  first 
reported  by  Hippocrates,  and  would  contrast 
the  way  Hippocrates  would  have  treated  the 
patient  with  the  way  Galen  would  have 
treated  him.  The  former  would  have  sug- 
gested rest,  the  use  of  a  certain  order  of  diet, 
and  baths  as  a  part  of  the  medical  regimen, 
while  Galen  would  have  insisted  on  drawing 
blood,  purging,  and  using  a  host  of  artificial- 
ities designated  as  drugs.  Hippocrates  had 
a  sound  concept  of  the  nature  of  disease. 
Galen  believed  in  the  transitory  and  ephem- 
eral. Aphorisms  like  those  of  Hippocrates 
were  abundant  with  Osier,  such  as:  "When 
you  think  of  digitalis,  use  a  bed."  Natural 
measures  in  the  treatment  of  disease  and  the 
healing  power  of  time  were  given  emphasis. 
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During  the  summer  of  1904,  for  some  rea- 
son, ])r.  Osier  was  especially  interested  in 
the  complications  of  typhoid  fever.  The 
wards  furnished  numerous  cases  of  this  dis- 
ease, many  of  the  patients  having  come  into 
the  hospital  from  cargo  vessels,  well  ad- 
vanced in  their  illness,  often  dehydrated  and 
with  evidence  of  renal  injury.  One  such  in- 
dividual, whom  the  writer  was  studying  in 
more  than  routine  detail  for  Dr.  Osier,  died 
in  a  state  of  anuria.  On  a  Sunday  morning 
in  June  1  found  myself  alone  with  this  body 
in  the  autopsy  room,  beginning  my  first 
autopsy.  Having  never  witnessed  one,  I  had 
enough  forethought  to  purchase  a  book  on 
postmortem  pathology  by  Cattell,  which  gave 
by  word  and  diagram  detailed  instructions 
as  to  how  to  conduct  such  an  examination. 
On  Sunday  morning  it  was  Dr.  Osier's  cus- 
tom to  visit  certain  patients  in  the  Marburg 
Pavilion  of  the  hospital.  On  such  occasions 
he  was  in  formal  attire,  and  being  by  nature 
handsome,  he  impressed  one  as  a  dignified 
gentleman  and  learned  physician,  never  to 
be  forgotten.  After  leaving  the  Marburg  he 
went  to  the  ward  to  ask  about  his  ill  patient. 
Learning  of  his  death  and  being  told  that  I 
was  doing  an  autopsy,  he  came  to  the  morgue 
to  learn  the  results  of  my  investigation.  He 
found  this  student-physician  reading  a  book, 
glancing  at  the  diagrams,  and  commencing 
the  skin  incisions  with  great  care  and  many 
misgivings.  Imagine  my  consternation  and 
withering  embarrassment  when  this  hand- 
some gentleman  in  fine  Sunday  attire  walked 
in  to  witness  my  first  autopsy! 

Osier  was  ever  a  student  of  medicine,  es- 
sentially a  pathologist  who,  by  doing  autop- 
sies and  studying  such  tissues  both  at  the 
Montreal  General  Hospital  and  at  Bleckley 
in  Philadelphia,  had  learned  as  much  gross 
pathology  as  any  living  man,  if  not  more. 
He  at  once  commenced  an  animated  discourse 
on  typhoid  fever,  explaining  how  it  was  first 
differentiated  from  spotted  typhus  fever  by 
the  celebrated  French  physician,  Louis,  de- 
scribing the  pathology  of  the  disease,  and 
emphasizing  its  complications.  These  words 
of  wisdom  fell  upon  stony  ground  as  I 
watched  the  diagrams  in  the  book  and  did 
my  best  to  gain  access  to  the  hidden  myster- 
ies of  this  body.  Osier  remarked  about  his 
interest  over  the  years  in  the  typhoid  kidney, 
and  then  with  words  of  praise  for  my  tech- 
nique, asked  if  he  might  help  with  the  autop- 
sy.    The   frock   coat   was   thrown   across   a 


bench,  cuft's  taken  off",  sleeves  rolled  up,  a 
simple  white  apron  adjusted,  and  without 
gloves  he  proceeded  with  his  usual  dexterity 
to  do  the  autopsy,  discuss  his  findings,  and 
contrast  these  with  similar  experiences  in 
the  past. 

As  the  autopsy  progressed,  an  hour  or 
more  was  spent  leaning  over  a  sink  as  he 
opened  the  intestinal  tract  to  study  the  vari- 
ous stages  of  the  initial  lesion  of  typhoid 
fever  and  to  discourse  as  enthusiastically 
about  them  (for  my  benefit)  as  though  he 
had  never  witnessed  them  before.  This  stu- 
dent did  not  realize  he  was  being  instructed ; 
these  words  were  not  labeled  "instruction," 
as  the  information  came  so  freely  and  un- 
consciously from  the  master  teacher.  We 
were  students  together,  learning  and  loving 
to  learn  with  never  a  thought  of  an  objec- 
tive, an  examination,  a  grade.  Specific  infor- 
mation has  to  be  regimented  and  labeled  in 
order  to  be  found,  but  this  over-and-above 
Soiiicthiiig  which  a  few  teachers  have  defies 
definition  and  cannot  be  regimented.  It  falls 
in  an  area  dominated  by  spirit  and  gives  to 
a  student  a  way  of  life  more  important  than 
specific  information. 

And  now,  with  the  autopsy  completed  in 
perfect  form,  with  little  remaining  for  the 
janitor  to  accomplish,  the  invitation  came 
that  we  have  Sunday  dinner  together,  and 
we  did. 

From  an  association  with  such  a  teacher 

The  eye  sinks  inward  and  the  heart  lies  plain. 
And  what  we  mean,  we  say,  and  what  we  would 

we  know. 
A  man  becomes  aware  of  his  life's  flow 
And  hears  its  widening  murmur  and  he  sees 
The  meadow  where  it  glides,  the  sun,  the  breeze. 

William  deB.  MacNider,  M.D. 
Laboratory  of  Pharmacology, 
L^niversity  of  North  Carolina, 
Chapel  Hill 


Oversimplification  of  health  education  is  a  com- 
mon consequence  when  the  material  is  presented  by 
those  who  do  not  fully  understand  the  complexities 
of  the  problems  involved.  Methods  of  pedagogy,  in- 
triguing as  they  are  to  professional  educators,  are 
much  less  important  than  accuracy  of  the  informa- 
tion disseminated.  Material  on  matters  of  health  pre- 
pared by  lay  writers  who  hastily  "bone  up"  on  a 
subject  is  too  often  viciously  misleading  because  of 
infantile  glamorization,  inaccuracy,  and  excessive 
simplification.  Better  no  information  at  all  than  false 
concepts.  Anatomy,  physiology,  nutrition,  and  dis- 
ease are  not  simple.  Making  human  biology  too 
simple  leads  to  over-confidence,  self-diagnosis,  and 
self-medication  with  disaster  as  a  not  infrequent 
consequence. — Edward  J.  Stieglitz:  A  Future  for 
Preventive  Medicine,  New  York,  The  Commonwealth 
Fund,  1945,  p.  50. 
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THE  TRENT  MEMORIAL  ISSUE 

At  its  meeting  last  July,  the  editorial 
board  of  the  North  Carolina  Medical 
Journal  voted  to  ask  each  of  the  three  medi- 
cal schools  in  the  state  to  prepare  one  special 
issue  cf  the  Journal  every  three  years,  so 
that  one  issue  a  year  would  be  devoted  to 
contributions  from  alumni  and  faculty  mem- 
bers of  one  school.  Since  Dr.  Graham  of  the 
University  of  North  Carolina  School  of  Med- 
icine and  Dr.  Harrell  of  the  Bowman  Gray 
School  of  Medicine  were  both  newly  elected 
['  to  the  board  last  year,  Dr.  J.  C.  Trent  of 
Duke  consented  to  be  responsible  for  the  first 
issue. 

After  Dr.  Trent's  death  last  December,  the 
Duke  medical  faculty  agreed  to  go  ahead 
with  the  preparation  of  the  issue  which  he 
had  begun,  and  to  make  it  a  memorial  to  him. 
Since  Dr.  Trent  was  head  of  the  Division 
of  Thoracic  Surgery,  it  is  fitting  that  all  the 


contributions  are  concerned  with  problems 
relating  to  the  chest.  The  preparation  of 
this  issue  has  been  supervised  by  Dr.  W.  C. 
Sealy,  a  member  of  the  Division  of  Thor- 
acic Surgery.  The  excellence  of  the  material 
presented  speaks  well  for  him  and  for  the 
Duke  Medical  School.  It  is  also  an  appro- 
priate and  well  deserved  tribute  to  Dr.  Trent. 

OUR  SESQUICENTENNIAL  MEETING 

A  century  and  a  half  ago  a  state  medical 
society  was  organized  in  North  Carolina. 
Apparently  the  attempt  to  hold  regular  an- 
nual meetings  was  abandoned  from  1804  to 
1849,  but  from  that  year  until  the  present 
there  have  been  only  five  years  when  the 
Medical  Society  of  the  State  of  North  Caro- 
lina did  not  hold  an  annual  meeting.  Four 
of  these  years  were  during  the  Civil  War — 
from  1862  to  1865,  inclusive.  The  fifth  year 
without  a  meeting  was  1945,  when  the  fed- 
eral government  forbade  all  state  medical 
meetings — though  allowing  political  conven- 
tions, basketball  games  and  horse  races,  and 
labor  union  meetings  on  a  state  or  national 
level. 

The  sesquicentennial  birthday  party  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina, to  be  held  in  the  Carolina  Hotel  at 
Pinehurst,  May  9,  10,  and  11,  should  be  well 
attended — not  only  for  sentiment's  sake,  but 
because  an  unusually  attractive  program  has 
been  arranged.  At  last  year's  meeting — ■ 
which  was  also  held  in  Pinehurst — the  regis- 
tration of  doctors,  for  the  first  time,  passed 
the  900  mark.  Let's  make  it  a  thousand  this 
year ! 

THE  DOCTOR'S  RESPONSIBILITY  IN 
THE  DIAGNOSIS  OF  CANCER 

Whether  for  better  or  for  worse,  the  public 
has,  within  the  past  few  years,  become  more 
cancer  conscious  than  ever  before.  Through 
contributions  to  the  American  Cancer  So- 
ciety and  other  organizations,  and  through 
numerous  editorials,  articles,  and  even  books, 
people  are  expressing  their  concern  over  the 
problem  of  this  dread  disease.  While  it  is 
unfortunately  true  that  the  majority  of  pa- 
tients who  are  brought  to  a  doctor's  office 
by  the  publicity  campaign  of  the  American 
Cancer  Society  are  hypochondriacs,  it  must 
not  be  forgotten  that  even  a  hupochoiidriac 
can  have  cancer. 
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Whatever  his  type  and  whatever  his  com- 
plaint (or  complaints),  the  patient's  decision 
to  seek  professional  advice  transfers  the  re- 
sponsibility to  the  doctor.  It  is  up  to  him  to 
give  the  patient  a  careful  hearing,  a  thorough 
examination,  and  the  benefit  of  all  accessory 
studies  which  may  be  indicated.  If  cancer  is 
found,  the  best  available  treatment  should 
be  instituted;  if  not,  the  patient  should  be 
given  the  peace  of  mind  made  possible  by 
the  emphatic  assurance  that  a  complete  ex- 
amination has  revealed  no  evidence  of  a  ma- 
lignant condition. 

The  public  can  hardly  be  expected  to  do 
more  than  it  is  now  doing;  the  responsibility 
for  the  early  recognition  and  treatment  of 
cancer  will  be  increasingly  the  doctor's. 


"DELAYED  ADMISSION  TO  HOSPITAL" 

One  of  the  chief  arguments  advanced  by 
Mr.  Ewing  for  his  tax-supported  health  in- 
surance plan  is  the  need  for  better  hospital 
service  in  this  country.  In  this  connection 
an  editorial  under  the  above  title  in  the 
British  Medical  JoiiDial  for  March  26  (page 
532)   is  of  interest.  The  editorial  begins: 

"About  a  year  ago  we  pviblished  an  article  by  Dr. 
Richard  Asher  on  "the  dangers  of  going  to  bed.  It 
will  not  be  long  Ijefore  we  are  asked  to  Dublish  an 
article  on  the  dangers  of  not  going  to  bed,  if  the 
nresent  difficulties  experienced  by  general  practi- 
tioners all  over  the  country  in  securing  admission 
of  urgent  cases  to  hospital  continue." 

One  case  cited  was  that  of  a  man  with  a 
perforated  duodenal  ulcer,  whose  doctor 
could  not  get  him  into  a  hospital  until  thir- 
teen hours  had  elapsed — by  which  time  "he 
was  in  a  bad  condition."  The  doctor  added : 
"I  have  been  in  general  practice  for  28  years 
and  have  never  had  before  July  5,  1948,  an 
experience  of  this  kind." 

The  editorial  records  that 

"From  the  time  of  Queen  Elizabeth  to  July,  1948. 
the  destitute  sick  were  in  the  privileged  position  of 
having  beds  available  for  hospital  treatment  .  .  . 
Under  the  N.H.S.  Acts  no  one  below  the  Minister  of 
Health  has  the  power  to  require  a  hospital  to  admit 
a  sick  person.  So  we  have  the  curious  situation  in 
which  a  privilege  enioyed  by  the  destitute  sick  since 
the  time  of  Queen  Elizabeth  till  July  5,  1948,  is  now 
not  available  to  them  in  a  universal  hospital  sei'vice 
open  to  all." 

Thus  far,  nothing  that  has  been  learned 
from  the  British  experience  with  National 
Health  Insurance  serves  to  commend  it  to 
readers  of  Briti.sh  medical  journals. 


THE  HIPPOCRATIC  OATH  IN 
NEW  DRESS 

Volume  1,  number  1  of  the  World  Medical 
AsHoriafion  Bulletin  has  just  appeared.  Its 
editor-in-chief  is  Dr.  Morris  Fishbein;  col- 
laborating editors  are  Dr.  Mervin  Archdall, 
Sidney ;  Dr.  Bonnevie,  Copenhagen ;  Dr. 
Valentin  Charry,  Paris;  Dr.  Hugh  Clegg, 
London;  Dr.  Gigon,  Basle;  Dr.  C.  C.  Heringa, 
Amsterdam;  Dr.  H.  E.  McDermid,  Montreal; 
Dr.  L.  G.  Tornel,  Barcelona;  and  Dr.  John 
Yui,  Shanghai. 

The  Bulletin  is  published  in  English, 
French,  and  Spanish,  the  three  translations 
appearing  in  parallel  columns  on  each  page. 
The  leading  editorial  states  that  "The  pri- 
mary purpose  of  the  World  Medical  Associa- 
tion is  the  raising  of  standards  of  medical 
education  through  the  w'oiid  and  correlated 
with  this  the  delivery  of  a  high  quality  of 
medical  service." 

One  of  the  most  interesting  features  of 
this  first  bulletin  is  the  publication  of  a  mod- 
ern substitute  for  the  Hippocratic  Oath, 
which  was  adopted  by  the  World  Medical 
As.sociation  at  its  assembly  in  Geneva  in 
September,  1948.  This  oath  has  already  been 
adopted  as  an  official  dedication  by  the  Alpha 
Omega  Alpha  fraternity,  and  by  a  number 
of  medical  colleges  and  organizations.  It  is 
as  follows : 

"At  the  time  of  being  admitted  as  Mem- 
ber of  the  Medical  Profession 

"I  solemnly  pledge  myself  to  consecrate 
my  life  to  the  service  of  humanity. 

"I  will  give  to  my  teachers  the  respect  and 
gratitude  which  is  their  due ; 

"I  will  practice  my  profession  with  con- 
science and  dignity ; 

"The  health  of  my  patient  will  be  my  fir.st 
consideration : 

"I  will  respect  the  secrets  which  are  con- 
fided in  me; 

"I  will  maintain  by  all  the  means  in  my 
power,  the  honor  and  the  noble  traditions 
of  the  medical  profession ; 

"My  colleagues  will  be  my  brothers; 

"I  will  not  permit  considerations  of  relig- 
ion, nationality,  race,  party  politics  or  social 
standing  to  intervene  between  my  duty  and 
my  patient; 

"I  will  maintain  the  utmost  respect  for 
human  life,  from  the  time  of  conception; 
even  under  threat,  I  will  not  use  my  medical 
knowledge  contrary  to  the  laws  of  humanity. 

"I  make  these  promises  solemnly,  freely 
and  upon  my  honor." 


4, 

V. 
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"APPROACHES  TO  SOCIAL  SECURITY" 

Those  who  naively  think  that  compulsory 
health  insurance  paid  for  by  taxes  is  a  re- 
cent plan  that  originated  in  America  should 
read  a  little  book  entitled  "Approaches  to 
Social  Security :  An  International  Survey," 
and  put  out  by  the  International  Labour 
Organisation.  The  character  and  purpose 
of  this  organization  and  of  the  International 
Labour  Conference  are  explained  on  the  in- 
side of  the  front  cover : 

"The  International  Labour  Organisation  is  an  as- 
sociate of  nations,  financed  by  Governments  and 
democratically  controlled  by  representatives  of  Gov- 
ernments, of  management  and  of  labour  organisa- 
tions. 

"Its  purpose  is  to  promote  social  justice  in  all  the 
countries  of  the  world.  To  this  end  it  collects  facts 
about  labour  and  social  conditions,  formulates  mini- 
mum international  standards,  and  supervises  their 
national   application." 

"The  International  Labour  Conference  ...  is  a 
world  parliament  for  labour  and  social  questions. 
Each  national  delegation  to  the  annual  meetings 
comprises  four  delegates,  two  representing  the  Gov- 
ernment, one  repi'esenting  management,  and  one 
repi'esenting  laboui';  each  of  these  three  sections 
speaks  and  votes  independently,  so  that  all  points 
of  view  find  full  expression." 

"The  decisions  of  the  Conference  are  not  auto- 
matically binding.  Governments  must  submit  the 
Conference  standards  to  their  national  legislatures. 
If  a  legislature  accepts  a  Convention,  the  Govern- 
ment is  bound  to  apply  the  Convention  and  to  sub- 
mit an  annual  report  showing  how  it  is  applying  it, 
which  is  scrutinised  by  special  I.L.O.  committees." 

The  booklet  is  an  honest,  factual  presen- 
tation of  the  aims  of  the  I.L.O.  It  leaves  no 
doubt  of  the  frankly  socialistic  nature  of 
that  body.  For  example,  on  pages  52  and  53 
we  are  told  that 

"The  opposition  of  the  medical  profession  to  the 
rational  organisation  of  insurance  medical  service 
is  likely  to  be  weakened  bv  the  gradual  narrowing 
of  the  field  of  private  practice.  It  is  obvious  that  in 
Europe,  at  all  events,  the  classes  on  whom  the  doc- 
tors relied  to  sunply  their  private  patients  are  dis- 
appearing ...  In  these  circumstances  the  medical 
nrofession  begins  to  consider  more  favourably  the 
idea  of  a  salaried  medical  service,  general  in  scope 
.  .  .  The  fact  is  that  once  the  whole  employed  ponu- 
lation,  wives  and  children  included,  is  brought  with- 
in the  scope  of  compulsory  sickness  insurance,  the 
great  majority  of  doctors,  dentists,  nurses,  and  hos- 
pitals find  themselves  engaged  in  the  insurance 
medical  service,  which  soueezes  out  most  of  the  pri- 
vate practice  on  the  one  hand,  and  most  of  the  med- 
ical care  hitherto  given  bv  the  public  assistance 
authorities,  on  the  other.  The  ne.xt  step  to  a  single 
national  medical  service  is  a  short  one  .  .  . 

"A  national  medical  service  is  already  in  operation 
in  New  Zealand  and  in  the  Soviet  Union." 

In  1 927  —  twenty-two  years  ago  —  the 
I.L.O.  declared  that  "The  modern  State,  as 
a  guardian  of  public  health  and  national 
prosperity,  considers  it  both  a  right  and  a 
duty  to  impose  compulsion.  Even  the  de- 
votees of  individualism  admit  .  .  .  that  insur- 


ance is  a  social  duty  the  performance  of 
which  the  State  may,  in  the  general  interest, 
enforce."'i» 

Since  the  United  States,  by  means  of  a  bill 
railroaded  through  Congress  in  the  closing 
rush,  became  a  member  nation  of  the  I.L.O. 
in  1934,  its  government  is  obligated  to  sub- 
mit to  its  "national  legislature"  recommen- 
dations of  the  International  Labour  Confer- 
ence. Our  "national  legislature,"  however, 
is  not  yet — thank  God ! — obligated  to  accept 
the  recommendations  of  this  socialist  or- 
ganization. 

1.    Shearon.    M.:    BUiepriiit    foi-    the    X;iti<ni:ilization    of    Modi- 
eiiip,  Wnh'liin;rton.   1047.  p.   7. 

THE  PERILS  OF  PROCxNOSIS 

Recently  the  newspapers  have  given  much 
publicity  to  a  Avoman  whose  doctors  were 
said  to  have  told  her  that  she  had  a  heart 
condition  which  would  prove  fatal  within  a 
year.  The  anonymous  "Mrs.  Heart"  was 
asking  for  advice  on  how  best  to  use  that 
year  and  the  money  she  had  accumulated. 

Before  squandering  or  giving  away  her 
life  savings,  this  woman  would  do  well  to 
read  a  story  in  Dr.  Norman  Vincent  Peale's 
Gi'ich'posts  for  April.  This  tells  about  the 
Rev.  Anthony  Wallock,  who  "was  only 
twenty  when  doctors  examined  his  heart. 
'You  haven't  much  more  than  a  year  to  live," 
they  told  him  solemnly."  Whereupon  the  con- 
demned man  proceeded  to  live  until  Decem- 
ber 26,  1948,  "38  years  after  doctors  had 
signed  his  death  warrant." 

Somehow  it  is  hard  to  believe  that  reput- 
able physicians  would  be  so  foolish  as  to  tell 
a  patient  with  heart  disease  that  he,  or  she, 
had  only  a  year — or  any  stated  number  of 
years — to  live.  Most  popular  writers,  how- 
ever, have  the  fixed  idea  that  this  is  a  com- 
mon custom ;  anyhow,  it  makes  a  good  story. 
The  writer  of  the  Guldeposts  story  is  to  be 
commended  for  not  having  used  the  conven- 
tional ending  that  all  the  doctors  who  con- 
demned the  patient  had  themselves  died  long 
ago. 

The  flair  of  the  reporter  for  the  sensa- 
tional is  no  doubt  responsible  for  the  fre- 
quency of  newspaper  articles  in  which  doc- 
tors are  credited  with  wild  pitches  in  prog- 
nosis. It  is  rather  irksome  to  the  rank  and 
file  of  medical  men  to  have  to  read  such 
stories.  One  possible  benefit,  however,  is 
that  they  may  make  us  more  careful  in  the 
most  perilous  part  of  medical  practice — that 
of  prognosis. 
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Duke  University  School  of  Medicine 

Leland  D.  Stoddard,  M.D. 

E.  E.  Menefee,  Jr.,  M.D. 

Wiley  D.  Forbus,  M.D. 

Dr.  Menefee  :  Thi.s  46  year  old  white 
woman  was  first  admitted  to  Duke  Hospital 
on  October  31,  1946.  The  past  history  and 
the  review  of  systems  were  noncontributory.. 
She  had  been  in  excellent  health  until  ten 
weeks  prior  to  admission,  when  she  began 
to  have  chills  and  a  fever  of  103-104  F. 
There  were  no  other  symptoms.  She  had 
been  thoroughly  studied  in  two  other  hos- 
pitals, and  nothing  had  been  found  to  ac- 
count for  the  chills  and  fever.  She  had  been 
treated  with  penicillin  and  also  had  had  a 
course  of  streptomycin  without  benefit.  The 
streptomycin  had  produced  a  generalized 
rash  and  had  caused  an  increase  of  fever. 
She  had  lost  30  pounds  in  weight. 

On  admision  to  this  hospital  she  appeared 
quite  ill.  The  skin  was  pale.  The  lungs  were 
clear;  the  heart  was  normal.  There  was 
slight  tenderness  in  the  epigastric  area,  but 
no  abdominal  masses  could  be  felt.  The  re- 
mainder of  the  physical  examination  was 
normal. 

Laboratory  studies  showed  a  hemoglobin 
of  69  per  cent,  a  red  blood  cell  count  of 
3,650,000,  and  a  white  cell  count  of  8,500, 
with  a  normal  diiferential.  The  sedimenta- 
tion rate  was  56  mm.  in  an  hour.  The  blood 
Kahn  test  was  negative,  the  Weltman  coag- 
ulation band  0,  the  serum  bilirubin  not  ele- 
vated, the  plasma  proteins  and  albumin- 
globulin  ratio  normal.  Agglutinations  for 
typhoid,  paratyphoid,  brucella,  tularemia, 
and  proteus  were  all  negative.  Repeated 
blood  cultures  were  sterile,  and  stool  cultures 
failed  to  show  any  pathogens.  Skin  tests 
for  brucella,  monilia,  blastomyces,  and  coc- 
cidioides  were  all  negative,  but  skin  tests 
with  old  tuberculin  (1 :1000)  caused  the  skin 
to  slough.  Examination  of  the  chest  by 
fluoroscopy  and  films  showed  a  mediastinal 
mass.  The  gastrointestinal  series  and  gall- 
bladder series  were  both  normal.  Repeated 
urine  examinations  and  cultures  were  nor- 
mal. 

While  in  the  hospital  the  patient  ■  ran  a 
Pel-Ebstein  type  of  fever.  At  this  time  it 
was  felt  that  she  probably  had  a  lymphoma, 
but  the  hypersensitivity  to  tuberculin  raised 


the  que.stion  of  tuberculosis.  For  five  days, 
she  was  given  daily  roentgen  therapy  in  the 
small  amounts  that  are  usually  used  for 
tuberculous  adenitis.  She  was  then  carefully 
watched  for  ten  days.  At  the  end  of  this 
time  there  had  been  no  clinical  change,  and 
comparative  x-rays  showed  no  change  in  the 
mediastinal  mass.  She  was  then  given  large 
doses  of  radiation,  and  following  this  course 
the  mass  disappeared,  and  the  patient  soon 
showed  definite  improvement.  She  had  no 
further  febrile  episodes  of  any  significance, 
and  she  was  discharged  on  December  23, 
1946.  The  diagnosis  was  lymphoma,  prob- 
ably Hodgkin's  disease. 

The  second  hospital  admission  was  in 
March,  1947,  for  a  period  of  ten  days.  She 
stated  that  she  had  had  some  discomfort 
beneath  the  sternum,  about  six  inches  below 
the  site  of  the  original  mass,  and  also  some 
pain  in  the  right  upper  quadrant  of  the  ab- 
domen. Lymph  nodes  in  the  cervical  region 
had  become  enlarged  and  then  had  disap- 
peared spontaneously. 

Physical  examination  was  essentially  nor- 
mal. She  had  gained  5  pounds  and  in  general 
looked  better.  Laboratory  findings  were  as 
follows :  hemoglobin  80  per  cent,  red  blood 
cell  count  4,750,000,  white  blood  cell  count 
8,250,  with  a  normal  differential  except  for 
14  per  cent  monocytes.  Again  all  agglutina- 
tion tests  were  negative.  Plasma  proteins 
were  normal,  but  the  albumin-globulin  ratio 
was  1.  Roentgenograms  of  the  chest  failed 
to  reveal  any  masses.  Barium  studies  showed 
indentation  of  the  esophagus,  suggesting 
pressure  by  nodes.  She  was  given  roentgen 
therapy  totaling  1250  r  over  this  region. 

She  was  admitted  to  the  hospital  for  the 
third  time  on  July  20,  1947.  Since  the  March 
visit  she  had  lost  six  pounds  and  had  had 
frequent  elevations  of  temperature,  but 
never  over  100  F.  One  month  prior  to  this 
admission  she  had  suddenly  noticed  a  change 
in  her  voice,  and  two  weeks  later  she  had 
experienced   difliculty  in   swallowing. 

Physical  examination  was  again  normal, 
except  for  total  paralysis  of  the  right  vocal 
coixl.  She  did  not  appear  ill.  No  lymph  nodes 
were  palpable,  and  the  thyroid  was  not  en- 
larged. The  breasts,  the  heart,  and  the  lungs 
were  normal.  No  abdominal  masses  could  be 
felt.  Hematologic  studies  revealed  the  hemo- 
globin to  be  71  per  cent,  the  red  blood  cell 
count  4,000,000,  and  the  white  blood  cell 
count  8,100,  with  a  normal  differential.  The 
urine  was  normal.    A  complete  gastrointes- 
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tinal  series  was  entirely  normal. 

Review  of  the  case  at  this  time  cast  doubt 
on  the  diagnosis  of  lymphoma.  There  had 
been  no  recurrence  of  masses,  and  the  only 
peripheral  nodes  that  had  ever  appeared  had 
disappeared  spontaneously.  Despite  the  ab- 
sence of  clinical  findings,  however,  the  pa- 
tient had  lost  ground.  It  was  felt  that  her 
case  had  not  followed  the  usual  course  of 
malignant  lymphoma,  and  the  question  of 
tuberculosis  was  raised  again.  She  was 
found  to  give  a  4-plus  reaction  to  0.1  cc.  of 
a  1 : 1,000, 000  solution  of  old  tuberculin  given 
intradermally.  Nothing  else  to  substantiate 
a  diagnosis  of  tuberculosis  could  be  found, 
but  after  much  consideration  it  was  decided 
to  change  the  working  diagnosis  to  lymphatic 
tuberculosis. 

It  was  felt  that  the  extreme  sensitivity  to 
tuberculoprotein  might  cause  necrosis  and 
extension  of  existing  lesions,  and  be  detri- 
mental to  healing;  hence  an  attempt  was 
made  to  desensitize  her  to  old  tuberculin. 
Injections  of  a  1:1,000,000,000  solution  were 
begun,  and  the  dose  was  gradually  in- 
creased until  dilutions  of  1:1,000,000  were 
being  given.  At  this  point  she  was  started 
on  1  Gm.  of  streptomycin  daily,  and  dis- 
charged to  continue  the  therapy  for  two 
months  at  home. 

She  seemed  to  improve  a  great  deal  on 
this  therapy;  she  gained  weight,  and  was 
completely  afebrile.  During  the  late  fall  of 
1947  she  was  able  to  resume  her  usual  activ- 
ities. However,  late  in  December,  1947,  she 
began  to  have  severe  substernal  pain  which 
required  the  use  of  Demerol  about  every  six 
hours. 

She  returned  to  Duke  Hospital  in  January, 
1948.  At  this  time  she  looked  better  than  at 
any  other  visit.  Physical  examination,  how- 
ever, showed  tenderness  to  fist  percussion 
over  the  upper  thoracic  spine;  the  liver  was 
now  palpable  and  firm  2  cm.  below  the  costal 
margin;  and  the  vocal  cord  paralysis  had 
persisted.  All  roentgenograms  were  normal 
except  for  those  of  the  spine,  which  showed 
a  complete  collapse  of  the  fourth  thoracic 
vertebra.  In  view  of  this  change  it  was  felt 
that  she  must  have  had  a  malignancy,  and 
further  roentgen  therapy  was  advised. 

She  went  home  for  a  week.  During  this 
time,  she  began  to  have  fever  and  pain  in 
both  sides  of  her  chest,  and  she  was  quite 
ill  when  she  returned  for  her  fifth  admission. 
The  physical  findings  had  not  changed.  The 
hemoglobin  was  65  per  cent,  the  white  blood 


cell  count  9,100,  and  the  differential  normal. 
A  skin  test  with  old  tuberculin  (1 : 1,000,000) 
was  now  negative.  Needle  biopsy  of  the 
collapsed  vertebral  body  showed  no  neo- 
plastic cells.  Pelvic  examination  was  nor- 
mal. A  gallbladder  series  was  normal.  A 
gastrointestinal  series  showed  diverticula  of 
the  esophagus,  but  nothing  else  of  signifi- 
cance. 

During  the  first  week  of  hospitalization 
the  patient's  temperature  rose  to'  102  F. 
every  day.  She  received  roentgen  therapy 
over  the  spine  and  obtained  considerable 
symptomatic  relief  from  pain,  but  she  con- 
tinued to  have  substernal  discomfort.  Dur- 
ing the  second  week  she  improved  and  was 
afebrile.  She  was  discharged  on  February 
7,  1948,  somewhat  improved,  with  a  diagno- 
sis of  malignancy,  type  and  primary  site 
unknown. 

At  home  she  did  fairly  well  but  continued 
to  have  slight  temperature  elevations  until 
May,  1948,  when  her  temperature  began  to 
go  higher,  reaching  103  F.  Concurrently, 
she  developed  severe  pain  in  the  cervical, 
midthoracic,  and  lower  lumbar  spine.  She 
was  again  started  on  streptomycin  and  re- 
ceived it  for  seven  weeks  but,  this  time, 
without  eflfect. 

On  her  final  admission  (July  15,  1948) 
she  appeared  acutely  and  critically  ill.  The 
skin  was  quite  pale  and  moist.  No  nodes 
could  be  felt,  and  the  heart  was  normal.  The 
right  diaphragm  was  markedly  elevated,  but 
the  lungs  were  clear.  The  abdomen  was 
markedly  distended,  hard,  and  tympanitic. 
No  masses  were  felt.  The  hemoglobin  was 
40  per  cent,  the  red  blood  cell  count  3,000,- 
000,  the  white  blood  cell  count  27,500,  with 
84  per  cent  segmented  polymorphonuclears, 
5  per  cent  stab  cells,  9  per  cent  monocytes, 
and  2  per  cent  lymphocytes.  The  urine 
showed  a  trace  of  albumin.  The  nonprotein 
nitrogen  was  52  mg.  per  100  cc. ;  the  van  den 
Bergh  test  gave  a  direct  reaction,  with  1.1 
mg.  of  bilirubin  per  100  cc. ;  and  the  total 
proteins  were  6.1  Gm.  per  100  cc. 

The  patient  was  so  ill  that  only  bedside 
films  could  be  obtained.  These  were  thought 
to  show  a  markedly  elevated  right  dia- 
phragm., with  a  large  gas  bubble  in  the  colon. 
Her  temperature  ranged  from  96  to  103  F. 
She  went  steadily  downhill,  and  expired  on 
July  25,  1948. 

It  was  our  final  clinical  impression  that 
this  patient  had  carcinomatosis,  primary 
site  undetermined.    We  expected  to  find  at 
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autopsy  neoplasm  throughout  the  peritoneal 
cavitv,  in  the  lymph  nodes  of  the  mediasti- 
num v.'ith  metastases  causing  right  recurrent 
laryngeal  paralysis  and  right  phrenic  paraly- 
sis, and  metastases  to  several  vertebrae.  We 
had  never  seen  tuberculosis  produce  perma- 
nent recurrent  laryngeal  paralysis,  cause  de- 
struction of  a  vertebral  body  without  exten- 
sion to  adjacent  bodies,  nor  behave  in  gen- 
eral as  this  case  had.  On  the  other  hand, 
the  course  of  her  disease  was  certainly  not 
that  of  a  malignant  lymphoma.  It  did  seem 
to  tit  with  carcinoma  perhaps  better  than 
with  any  other  disease. 

Pcfkdlogic  Findings:  and  DiHcvssion 

Dr.  Stoddard  and  Dr.  Forbus 

The  complicated  clinical  course  reflects 
numerous  lesions  resulting  from  a  granulo- 
matous inflammatory  reaction  or  from  sub- 
sequent complications.  The  pathologic  pro- 
cess is  very  largely  understandable  from  the 
gross  findings. 

About  the  trachea  and  bronchi  were  a 
number  of  scarred  lymph  nodes  with  caseous 
centers.  Similar  caseous  nodes  measuring 
as  much  as  2  or  3  cm.  were  present  at  the 
porta  hepatis,  about  the  head  of  the  pan- 
creas, and  along  the  lesser  curvature  of  the 
stomach.  Mesenteric  and  other  abdominal 
nodes  were  grossly  normal.  The  inflamma- 
tory reaction  had  extended  from  two  of  the 
mediastinal  nodes  to  involve  the  wall  of  the 
esophagus,  and  during  the  course  of  healing 
and  fibrosis,  two  characteristic  esophageal 
traction  diverticula  were  produced. 

Much  the  same  course  of  events  was  re- 
peated around  the  pylorus  and  prepyloric 
region  of  the  stomach,  where  a  puckered 
traction  diverticulum  was  related  to  an  ad- 
jacent lymph  node.  A  more  destructive  in- 
flammatory reaction,  however,  developed 
from  another  node,  completely  eroded  the 
stomach  wall,  and  produced  a  fistula  connect- 
ing the  stomach  with  what  became  an  ab- 
scess cavity,  as  shown  in  figure  1.  The  ab- 
scess was  contained  by  the  scarred  capsule 
of  the  adjacent,  excavated  lymph  node,  by 
the  liver  superiorly,  by  the  porta  hepatis 
laterally,  and  by  the  head  of  the  pancreas 
posteriorly.  About  the  abscess  wall  was  con- 
siderable scarring,  which  involved  major 
branches  of  the  portal  vein  leading  to  the 
right  lobe  of  the  liver.  The  distal  portion  of 
the  portal  vein  and  its  tributaries — splenic, 
superior    and    inferior    mesenteric    veins — • 


were  without  lesions. 

Microscopic  examination  of  sections  from 
this  area  confirmed  the  extensive  scarring. 
Amid  the  scar  tissue  were  a  number  of 
lymph  nodes  which  were  almost  completely 
destroyed  by  central  caseous  necrosis  sur- 
rounded by  a  granulomatous  inflammatory 
reaction  of  lymphocytes,  plasma  cells,  for- 
eign body-type  giant  cells,  and  epithelioid 
cells  Vv'hich  seldom  formed  tubercles.  Similar 
granulomatous  reaction  was  found  within 
the  abscess  wall,  but  nearer  the  cavity  proper 
a  more  nondescript  chronic  inflammation 
was  present.  The  neighboring  branches  of 
the  right  portal  vein  were  the  seat  of  an 
extensive,  thrombosing  pylephlebitis. 

Returning  to  the  gross  examination,  it  was 
found  that  these  intrahepatic  portal  veins 
formed  a  honeycomb  connecting  the  abscess 
at  the  porta  hepatis  with  the  large  multi- 
loculated  abscess  in  the  right  lobe  of  the 
liver.  In  microscopic  sections,  the  walls  of 
the  veins  were  hardly  recognizable  because 
of  an  organizing  phlebitis,  and  their  lumina 
were  filled  with  a  suppurative  exudate  con- 
taining great  numbers  of  cocci  and  bacteria, 
but  no  acid-fast  organisms.  A  similar  in- 
flammatory reaction  was  found  in  the  large 
multiloculated  liver  abscess,  which  at  autop- 
sy contained  a  large  quantity  of  purulent, 
necrotic  material.  Hemolytic  staphylococci, 
anaerobic  streptococci,  and  Escherichia  coli 
were  found  in  cultures  from  the  abscess; 
tubercle  bacilli  and  fungi  did  not  grow  in 
specific  culture  media :  aniebae  were  not  seen 
in  fresh  preparations. 

We  consider  the  original  granulomatous 
lymphadenitis  to  be  responsible  for  estab- 
lishing the  gastric  fistula,  but  when  gastro- 
intestinal flora  gained  access  to  the  cavity 
at  the  porta  hepatis,  an  ordinary  pyogenic 
abscess  developed  in  the  right  lobe  of  the 
liver  via  the  portal  veins.  It  was  possible, 
of  course,  for  gas  from  the  gastrointestinal 
tract  to  enter  this  large  cavity,  and  this  ac- 
counted for  the  roentgenographic  picture  of 
a  gas-containing  cavity  beneath  the  elevated 
right  leaf  of  the  diaphragm. 

The  fourth  thoracic  vertebra  was  collapsed 
as  the  result  of  an  old  destructive  lesion  in- 
volving its  body  and  an  adjacent  interverte- 
bral disc.  A  shaggy  periosteal  exudate  and 
some  new  bone  formation  were  present.  The 
adjoining  vertebral  bodies  were  unaltered 
except  for  a  continuation  of  the  periostitis 
and  underlying  erosion  of  their  cortices. 
Microscopically,  the  marrow  spaces  of  the 
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Fig.  1.  Posterior  view  of  the  cut  surface  of  the  liver,  showing  a  fistula  leading  from  the  stomach 
to  an  abscess  near  the  porta  hepatis.  The  adjacent  enlarged  lymph  nodes  are  caseous.  Scarring 
is    conspicuous    about    portal    vein    branches    leading  to  a  large  abscess  in  the  right  lobe  of  the  liver. 


collap&ed  vertebra  were  filled  by  a  loose 
granulation  tissue  infiltrated  with  a  few 
plasma  cells  and  lymphocytes.  Bony  trabec- 
ulae  v.-ere  not  destroyed,  but  there  was  ac- 
tually some  new  bone  formation.  The  perios- 
teal infiammatory  reaction  was  quite  exten- 
sive, chronic,  and  not  strictly  tuberculoid 
in  type.  One  intervertebral  cartilage  was 
thin  in  places,  but  in  other  places  it  had 
proliferated  as  part  of  the  healing  reaction. 
No  active  or  caseous  lesion  was  present. 

In  general,  then,  the  granulomatous  in- 
flammation was  characterized  by  caseous 
necrosis  in  many  sites,  particularly  the 
nodes.  Nowhere,  however,  was  there  an  ex- 
ceptionally active,  progressive  extension  of 
the  lesions  or  even  well-marked  tubercle  for- 
mation. In  most  places  hyalinization  and 
scarring  were  conspicuous ;  repair  and  bone 
formation  in  the  vertebra  were  remarkable. 

In  acid-fast  stains  of  tissue  sections  and 
of  smears,  tubercle  bacilli  were  not  found  in 
either  scarred  or  caseous  areas.  Unfortun- 
ately, only  the  liver  abscess  was  specifically 
cultured  for  tubercle  bacilli.  Other  possible 
etiologic  agents  such  as  fungi  were  not  seen 
in  the  sections ;  no  doubly-ref ractile  material 
was  seen  with  polarized  light.  Despite  fail- 
ure to  demonstrate  the  organism,  we  think 
that  the  remarkably  positive  tuberculin  test, 
the  course  of  the  disease,  and  the  anatomic 
findings  are  most  consistent  with  tuberculo- 


sis. Clinical  observations,  correlated  with 
the  lesions  described,  indicate  that  this  is 
what  probably  happened : 

The  oldest  lesion,  which  we  have  not  pre- 
viously mentioned,  was  an  almost  completely 
hyalinized  and  healed  peripheral  focus  be- 
neath the  pleura  of  the  right  upper  lobe. 
From  this  site  there  was  lymphatic  spread 
to  the  hilar  nodes  (which  comprised  the  mass 
originally  treated  by  irradiation)  and  sub- 
sequently to  other  lymph  nodes.  There  was 
no  unequivocal  evidence  of  hematogenous 
dissemination  of  tubercle  bacilli  which 
usually  occurs  at  this  time,  for  we  found 
none  of  the  ordinary  miliary  tubercles  or 
peculiar  tubercles  described  in  streptomycin- 
treated  cases'^'. 

As  the  inflammatory  reaction  extended 
from  the  mediastinal  nodes  and  was  fol- 
lowed by  healing,  the  esophageal  diverticula, 
and  possibly  recurrent  laryngeal  nerve  in- 
volvement were  produced.  Next  appeared 
excruciating  mediastinal  pain  associated 
with  collapse  of  the  fourth  thoracic  verte- 
bra. Tuberculous  osteomyelitis  of  the  spinal 
column  often  begins  from  blood-borne  medul- 
lary foci,  but  in  this  case  the  extensive  peri- 
ostitis involving  adjacent  vertebrae  may  in- 
dicate local  extension  from  contiguous  para- 
esophageal lymph  nodes. 

1.  Florr,  r.  M.,  and  others:  Modification  of  Tuberculous 
Lesions  in  Patients  Treated  with  Streptomycin,  Am.  Rev. 
Tuberc.  53:431-Jls    (Oct.)   19  IS. 
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The  final  clinical  episode  was  related  to 
the  complicated  situation  culminating  in  the 
hepatic  abscess.  Had  this  last  chance  com- 
plication not  intervened,  the  course  of  the 
disease  might  have  been  greatly  extended, 
for  healing  of  lesions  everywhere  was  the 
rule.  At  the  same  time,  however,  the  pa- 
tient's hypersensitivity  was  sufficient  to  ac- 
count for  caseous  necrosis  in  the  presence 
of,  we  suppose,  only  a  few  organisms. 

It  is  not  profitable  at  this  time  to  discuss 
the  possible  eifects  of  antibiotic  therapy  on 
the  lesions,  because  roentgen  therapy  and 
efforts  at  desensitization  confuse  an  already 
complicated  situation.  The  histologic  reac- 
tion and  fibrosis  resemble  in  certain  details 
the  reported  anatomic  effects  of  streptomy- 
cin"'^i. 

A )ia to m  ic   Diagn oses 

Focal  pulmonary  scarring  (healed  tuber- 
culosis) ;  granulomatous  inflammatory  re- 
action with  caseous  necrosis  and  fibrosis  of 
hilar,  mediastinal,  porta  hepatic,  and  para- 
pancreatic  lymph  nodes;  traction  diverticula 
of  esophagus  and  stomach;  peritoneal  ab- 
scess at  porta  hepatis  with  fistula  from  stom- 
ach diverticulum  ;  pylephlebitis ;  multilocular 
abscesses  of  right  lobe  of  liver;  granulomat- 
ous inflammatory  destruction  of  fourth 
thoracic  vertebra  (old  tuberculosis)  ;  portal 
inflammation  and  early  fibrosis  of  liver 
(early  biliary  cirrhosis)  ;  congestive  splen- 
omegaly. Bilateral  lobular  pneumonia.  Fi- 
brous pleural  adhesions. 

2.  Auorbacli,  0.,  arid  Sti*ninierniaiiii,  U.  N.:  Aiiittoiuio  Cliaiif-'o 
ill  Tuberculosis  Following'  Strt'iitmiiyciii  Therapy,  Am. 
Kev.  Tuberc.  jS;U9-Jti2    (Oct.)    lilts. 


Committees  aiiid  Organizations 


Schering'   Appoints   New   Southern   Field 
Representatives 

Schering  Corporation  of  Bloonifield  and  Union, 
New  Jersey,  manufacturers  of  endocrine  and  pharm- 
aceutical preparations  for  the  medical  profession, 
announces  the  appointment  of  five  new  representa- 
tives to  the  Southern  Division  of  the  Schering  Pro- 
fessional Service  staff.  The  two  wlio  will  serve  North 
Carolina  are  ilr.  John  A.  Bookhout,  whose  head- 
quarters will  be  in  Charlotte,  and  Air.  William  E. 
Davis,  who  will  he  located  in  Greensboro. 


The  appointment  of  Ur.  Geoffrey  W.  Rake  as  Di- 
rector of  the  Squibb  Institute  for  Medical  Research 
was  announced  recently  by  Carleton  H.  Palmer, 
Chairman  of  the  Board  of  E.  R.  Squibb  &  Sons. 

Dr.  Rake  is  assuming  the  duties  of  Director  of 
the  Institute  following  the  resignation  of  Dr.  James 
A.  Shannon,  who  will  shortly  take  up  his  duties  as 
Associate  Director  in  charge  of  research.  National 
Heart  Institute. 


CANCER  COMMITTEE* 

CANCER  CONTROL  IN  NORTH 
CAROLINA 

During  the  past  year  North  Carolina  has 
made  momentous  strides  in  the  control  of 
cancer.  The  Division  of  Cancer  Control  of 
the  North  Carolina  State  Board  of  Health 
has  been  most  active.  The  long  range  pro- 
gram of  cancer  control  in  North  Carolina  is 
at  last  becoming  a  reality.  Dr.  Ivan  Procter 
is  director  of  the  Division',  and  has  as  his 
assistant  Dr.  Mildred  Schram,  Ph.D.,  form- 
erly of  the  Donner  Foundation  of  Phila- 
delphia. 

Many  will  remember  the  time  when  tuber- 
culosis was  the  leading  cause  of  death  in 
North  Carolina.  The  story  of  the  control  of 
tuberculosis  is  familiar  to  everyone.  It  was 
accomplished  through  education,  research, 
and  service.  The  same  plan  has  been  adopted 
to  control  cancer,  the  number  2  killer.  The 
control  of  cancer  depends  upon  the  early 
diagnosis  of  the  disease.  That  the  education- 
al program  of  the  American  Cancer  Society 
is  being  felt  cannot  be  denied.  The  program 
has  made  the  laity  cancer  conscious — per- 
haps, in  some  instances,  too  much  so.  The 
program  has  attempted  to  teach  the  mass 
of  people  the  early  signs  of  cancer — the 
seven  danger  signals — and  to  consult  their 
physician  at  the  first  appearance  of  any  of 
these  signs.  It  has  told  them  that  only  phy- 
sicians are  qualified  to  treat  cancer,  that 
there  are  only  three  accepted  methods  of 
treatment — surgery,  x-ray,  and  radium — 
and  that  the  ability  to  cure  cancer  depends 
on  early  diagnosis. 

As  a  result  of  this  program  of  education 
more  and  more  people  are  consulting  physi- 
cians for  periodic  health  examinations  and 
at  the  first  appearance  of  one  of  the  seven 
danger  signals.  Physicians  must  not  allow 
this  urogram  of  education  to  get  ahead  of 
theni.  When  these  individuals  present  them- 
selves for  a  periodic  health  examination  or 
with  one  of  the  seven  danger  signals,  they 

■'Members  of  the  Cancer  Committee  are  Drs.  T. 
Leslie  Lee,  Chairman,  Kinston;  L.  P.  Williams,  Eden- 
ton;  H.  B.  Ivey,  Goldsboro;  Ivan  JM.  Procter,  Ra- 
leigh; Robert  P.  Morehead,  Winston-Salem;  Edward 
McG.  Hedgpeth,  Chapel  Hill;  Hugh  A.  McAllister, 
Lumberton;  A.  M.  Oelrich,  Sanford;  B.  W.  AIcKenzie, 
Salisbury;  Monroe  T.  Gilmour.  Charlotte;  Forrest 
:\I.  Houser,  Cherryville;  and  E.  W.  Schoenheit,  Ashe- 
ville. 
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deserve  to  be,  and  must  be,  examined.  All 
physicians  in  every  field  of  medicine  must 
alert  themselves  and  must  be  able,  after  us- 
ing the  latest  and  best  methods  of  diagnosis, 
to  assure  the  individual,  in  so  far  as  possible, 
that  he  has  or  does  not  have  cancer.  This 
will  cure  many  cases  of  cancerphobia.  Fur- 
ther advice  should  be  given  as  to  future  ex- 
aminations. No  longer  can  a  physician  tell 
a  female  patient  with  irregular  vaginal 
bleeding  that  her  condition  is  due  to  the 
meno]3ause,  without  doing  a  bimanual  or 
speculum  examination.  The  public  will  no 
longer  accept  this  sort  of  treatment.  That 
physician  is  jeopardizing  his  patient's  life. 

During  the  past  year  six  clinics  for  the  de- 
tection and  diagnosis  of  cancer  have  been 
established  by  the  Division  of  Cancer  Con- 
trol of  the  State  Board  of  Health.  It  is  hoped 
in  the  near  future  to  establish  many  more 
detection  centers  throughout  the  state.  These 
detection  and  diagnostic  centers  have  met 
with  the  enthusiastic  approval  of  both  the 
profession  and  the  laity  in  the  areas  in  which 
they  are  located.  Letters  received  from  grate- 
ful individuals  attending  these  clinics  seem 
to  indicate  that  these  clinics  are  a  means  of 
improving  our  public  relations.  The  clinics 
and  other  services  rendered  by  the  American 
Cancer  Society  are  our  service  in  the  control 
of  cancer. 

Untold  millions  of  dollars  are  being  spent 
by  the  American  Cancer  Society,  the  United 
States  Public  Health  Service,  foundations, 
and  individuals  in  a  search  for  the  cause  and 
cure  of  cancer.  Much  has  been  accomplished 
by  research.  Much  has  been  learned  of  the 
biologic,  metabolic,  chemical,  and  physical 
properties  of  cells.  As  yet  the  etiologic  agent 
is  unknown,  but  the  search  will  go  on.  Let 
us  hope  that  in  the  not  too  distant  future  the 
cause  and  even  the  cure  of  cancer  will  be 
discovered. 


Important  messages  are  presented  in  the  adver- 
tisements in  our  journal  each  month.  New  products 
are  announced  from  time  to  time  and  infoi-mation 
is  presented  regarding  the  use  of  products  featured. 
Other  types  of  ads  emphasize  services  rendered  and 
commodities  offered  that  may  be  used  in  your  prac- 
tice, in  your  office,  and  in  your  home.  Doctor,  you 
can  rely  on  the  statements  and  facts  presented.  We 
intend  to  include  only  ethical  advertisements  in  our 
journal.  Please  tell  the  advertisers  that  you  saw 
their  ads  in  the  North  Carolina  Medical  .Journal. 
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Ninety-Fifth  Annual  Session 

The  Medical  Society 

of  the  State  of  North  Carolina 

SESQUICENTENNIAL  CELEBRATION 

One  Hundred  and  Fifty  Years  of 
Medical  Progress  in  North  Carolina 

May  9,  10  and  11 
1949 

PINEHURST,  NORTH  CAROLINA 
Headquarters — Hotel  Carolina 


REGISTER  PROMPTLY 


Members  of  the  State  Medical  Society,  of  the 
Auxiliary,  and  all  visitors  are  requested  to  register 
promptly  at  the  Registration  Desk  in  the  Lobby 
of  The  Carolina.  Please  present  membership  card 
when  you  register. 

Registrations  in  charge    of — 

Miss  Anne  Williams Red  Springs 

Miss  Catherine  Johnson  Winston-Salem 

Mrs.  Grady  Covington McCain 

Miss  Lema  Crissman  Raleigh 


OFFICIAL  CALL 

According  to  the  By-Laws,  as  amended  at  the 
1940  Session,  the  House  of  Delegates  will  convene 
at  Pinehm-st,  North  Carolina,  in  the  Ballroom  of 
the  Carolina  Hotel,  Monday  afternoon.  May  9 
1949,  at  2:00  o'clock. 

James  F.  Robertson,  M.D.,  President 
Attest: 
Roscoe  D.  McMillan,  M.D.,  Secretary-Treasurer. 


ANNOUNCEMENT 


A  series  of  valuable  prizes  is  being  offered  for 
attendance  of  physicians  at  the  exhibit  area  lo- 
cated on  the  west  porches  of  the  Headquarters 
Hotel. 

Each  physician  will  liave  received  a  "punch 
ticket"  at  General  Registration  Desk  containing 
a  serial  number  which,  when  punched  out  by  each 
technical  exhibi,tor  will  entitle  him  to  a  chance  at 
the  i\vs,t  award,  then  second  award,  etc.,  at  a  public 
drawing  to  be  held  Wednesday,  May  11,  at  11:55 
A.  M.  Holder  of  ticket  must  be  present  to  win, 
James  T.  Barnes 
Executive   Secretary. 


ENTERTAINMENT 

Annual  Golf  Tournament. 
18  holes  Blind  Bogy, 

Your   handicap   must   be   turned   in   at   Country 
Club  desk  before  starting  play. 

W.  A,  Brewton,  M.D.,  Chairman  of  Tournament, 
Enka. 

Frank  P.  Powers,  M.D.,  Co-Chairman,  Raleigh 
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Prizes 

1.  For  winning  score  between  70  and  80,  includ- 
ing handicap. 

2.  Prizes  for  low  net  18  holes  and  low  net  36 
holes. 

3.  Prizes  for  low  gross  18  holes  and  36  holes. 

4.  Prizes  awarded  Wednesday  morning  at  Second 
General  Session. 


PROGRAM   OF  THE  MEDICAL 
SOCIETY 


RESUME         OF         PROGRAM 


3:00  P.M.- 


9:00  A.M. 

2:00  P.M.- 

5:30  P.M.- 

6:00  P.M.- 

8:00  P.M.- 
8:30  P.M.- 


7:30  A.M. 
8:00  A.M. 
9:00  A.M. 
9:00  A.M. 

10:30  A.M. 

11:00  A.M. 

1  :00  P.M. 


2:30   P.M. 


4:00  P.M. 
7:00  P.M. 


8:00  A.M.- 
9:00  A.M.- 

10:00  A.M.- 

11:50  A.M.- 

11  :55  A.M.- 

12:00  Noon- 

1  :00  P.M.- 


2:30  P.M.- 
2:30  P.M.- 


2:30  P.M.- 


SUNDAY,   MAY    .S,    1949 

—Executive  Committee  Meeting 
(Small  Card  Ruoni) 

MONO  AY.    .MAY    !i,    ]!il!l 

— Rtgristration    Booth    Opens 

-House  of  Delesates  o£  Medical  Society    (Ballroom) 
-Intermission,  House  of  Delegates  of  Medical  Society 
-Medical  College  of  Virginia  Alumni  Dinner    (Crystal 

Room) 
-House  of  Delegates  Reconvenes 
—Bingo    Party.    Au.xiliary    to   Medical    Society     (Pine 

Room) 

TUESDAY.   MAY    10,   1949 

-Officers'    Breakfast    (Crystal    Room) 
—Registration    Booth    Opens 

-First  General  Session  of  Medical  Society    (Ballroom) 
—Executive    Board     Meeting,     Auxiliary     to     Medical 

Society    (Pine  Room) 
—Annual  Meeting.  Auxiliary  to  Medical  Society   (Pine 

Room) 
—Medical  Advisory  Committee  to  the  North   Carolina 

Commission  for  the  Blind    (Dutch  Room) 
-Luncheon.    Auxiliary    to   Medical    Society    (Pinehurst 

Country  Club) 

University      of      Pennsylvania      Alumni      Luncheon 

(Crystal   Room) 

Jefferson    Medical    College   Alumni    Luncheon     ( East 

End  of  Dining  Room) 

Tulane    Medical    College     Alumni    Luncheon     (Stag 

Room) 
—Section    Meetings.    Medical    Society : 

Section  on  General  Practice  of  Medicine  and  Surgery 

(Ballroom) 

Section    on    Pediatrics     (Large    Card    Room) 

Section      on      Ophthalmology      and      Otolaryngology 

(Theater) 

Section    on    Radiology     (Community    Church) 

Section     on    Public     Health    and     Education     (Pine 

Room) 
—Professional    Sound     Motion     Pictures  —  The    Early 

Diagnosis    of    Cancer — Division    of    Cancer    Control, 

State    Board    of    Health,    Cancer    Committee    of  the 

State     Medical     Society,     and     the    North     Carolina 

Division — American  Cancer  Society  (Dutch  Room) 
—Tea,  Auxiliary  to  Medical  Society  (West  Parlor) 
—President's    Dinner     (Main    Dining    Room) 

WEDNESDAY.   MAY   11,   1949 

—Registration  Booth  Opens 

— Second    General    Session    of    Medical    Society     (Ball- 
room) 

-Bridge  Party,  Auxiliary  to  Medical  Society  (Large 
Card  Room) 

-Election  of  two  members  of  State  Board  of  Health 

-.-^warding    of    Prizes 

—Conjoint   Session    (Ballroom) 

-Wake  Forest  Alumni  Luncheon  (East  End  of  Din- 
ing Room ) 

Duke    University    Medical    Alumni   Luncheon     (Stag 
Room) 

University  of  North  Carolina  Medical  Alumni 
Luncheon     (Crystal   Room) 

-Second    Meeting    of    House    of    Delegates 
(Small  Card  Room) 

-Section  Meetings,  Medical  Society : 
Section  on  Surgery    (Large  Card  Room) 
Section  on  Practice  of  Medicine    (Ballroom) 
Section  on  Gynecologry  and  Obstetrics    (Pine  Room) 
Section   on    Neurology    and    Psychiatry    (Community 

Church) 
Section  on  Pathology    (Theater) 

-Professional  Sound  Motion  Pictures — The  Early  Di- 
agnosis of  Cancer — Division  of  Cancer  Control.  State 
Board  of  Health.  Cancer  Committee  of  the  State 
Medical  Society,  and  the  North  Carolina  Division 
— American   Cancer  Society    (Dutch  Room) 

-Third    General    Session    (Ballroom) 


3:00  P.M.- 


SUNDAY. MAY  3,  1949 

-Executive  Committee  Meeting  (Small 
Card    Room) 


MONDAY,  MAY  9,   1949 

9:00  A.M. — Registration  Booth  Opens 
2:00  P.M. — First  Meeting   of  House   of   Delegates 
(Ballroom) 
Invocation — 

Intermission,  5:30  P.M.  to  8:00  P.M. 
6:00  P.M. — Medical    College    of  Virginia    Alumni 

Dinner  (Crystal  Room) 
8:00  P.M. — House  of  Delegates  Reconvenes 
(Ballroom) 


TUESDAY,  MAY  10,  1949 
7:30  A.M.— Officers'  Breakfast  (Crystal  Room) 
SYMPOSIUM 

The  Job  of  the  County  and  the  District  Medical 
Societies— Joseph  S.  Hiatt,  Jr.,  M.D.,  McCain, 
Moderator 
8:00  A.M.— 1.    The  County  and  the  District  Medi- 
cal Societies^Their  Part  in  Medi- 
cal Organization — Alban  Papineau, 
M.D.,  Plymouth 

(a)  Relation  to  the  State  Medical 
Society 

(b)  Relation  to  the  American  Med- 
ical Association 

(c)  Relation  to  Other  Medical  Or- 

ganizations— such  as  N.  P.  C, 
Blue  Cross,  Academy  of  Gen- 
eral Practice,  etc. 
8:20  A.M. — 2.    The  County  and  the  District  Medi- 
cal Societies — Their  Responsibility 
to      the     Membership — Milton     S. 
Clark.  M.D.,  Goldsboro 

(a)  Organization  Responsibilities 

1.  Membership — Selection  and 
Maintenance 

2.  Censorship  —  Maintaining 
Ethics 

3.  Hospital  Relations 

(b)  Scientific  Program 

(c)  Fellowship  and  Business 

1.  Social  Functions  —  Golf, 
Bowling,  Parties 

2.  Business  Aids  —  Credit  and 
Collection.  Telephone  An- 
swering Service,  etc. 

8:40  A.M.— 3.  The  County  and  the  District  Medi- 
cal Societies — Their  Responsibility 
to  the  Public— Allyn  B.  Choate, 
M.D.,  Charlotte 

(a)  Medical  Care  —  Serving  the 
Public 

(b)  Community  Agencies 

(c)  Newspapers,  Radio,  Industry, 
and  Labor 

(d)  Legislative  -  Political  Re- 
sponsibilities of  the  County 
Medical  Societies 

9:00  A.M. — Adjournment 

8:00  A.M. — Registration  Booth  Opens 
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FIRST  GENERAL  SESSION 

(Ballroom) 

TUESDAY,  MAY  10,  1949 

9:00  A.M. — Call  to  Order,  Roscoe  D.  McMillan, 
M.D.,  Chairman  Committee  on  Ar- 
rangements 

Invocation 

Announcements 

Presentation  of  President  James  F. 
Robertson,  M.D. 

9:10  A.M.— Report    of   Committee    on  Award    of 

Moore  County  Medal: 
David  R.  Murchison,  M.D.,  Chairman, 

Wilmington 
R.   Beverly  Raney,   M.D.,   Durham 
Edward   W.   Phifer,   M.D.,   Morganton 

9:20  A.M. — Report  of  Obituary  Committee: 

Robert  M.  McMillan,  M.D.,  Chairman, 

Southern  Pines 
Herbert  N.  Ogburn,  M.D.,  Greensboro 
Heyward  C.  Thompson,   M.D.,  Shelby 

9:30  A.M. — Circulatory  Changes  in  Hyperthyroid- 
ism— Eugene  A.  Stead,  Jr.,  M.D., 
Professor  of  Medicine,  Dulte  Univer- 
sity School  of  Medicine,  Durham 
(From  Section  on  General  Practice 
of  Medicine  and  Surgery) 

9:50  A.M. — The  Management  of  Vomiting  in 
Acute  Infections  Without  the  Use 
of  Parenteral  Fluids — A.  H.  Pate, 
M.D.,  Goldsboro  (From  Section  on 
Pediatrics) 

10:10  A.M. — Errors  in  Medical  Education  and  the 
Remedy — R.  B.  Davis,  M.D.,  Greens- 
boro 

10:30  A.M.— Cancer  of  the  Breast  —  Samuel  F. 
Marshall,  M.D.  (by  invitation),  Co- 
sponsored  by  North  Carolina  Divi- 
sion of  American  Cancer  Society. 
Lahey  Clinic,   Boston,  Mass. 

11:10  A.M. — Bilateral  Recurrent  Laryngeal  Nerve 
Paralysis  following  Thyroidectomy 
—V.  K.  Hart,  M.D.,  Charlotte  (From 
Section  on  Ophthalmology  and  Oto- 
laryngology) 

11:30  A.M. — The  Roentgen  Aspect  of  Non-opague 
Pulmonary  Foreign  Bodies — George 
J.  Baylin,  M.D.,  Department  of  Ra- 
diology, Duke  University,  Medical 
School  and  Hospital,  Durham  (From 
Section  on  Radiology) 

-Nursing  for  the  Future — Miss  Ruth 
W.  Hay,  Professor  of  Public  Health 
Nursing,  University  of  North  Caro- 
lina, Chapel  Hill 

-Recent  Advances  in  the  Treatment  of 
Neurosyphilis  —  Augustus  S.  Rose, 
M.D.  (by  invitation),  Boston,  Mass. 
(From  Section  on  Neurology  and 
Psychiatry) 

-Problems  in  Medical  Legal  Investiga- 
tion in  North  Carolina  —  Wiley  B. 
Forbus,  M.D.,  Duke  University 
School  of  Medicine,  Durham  (From 
Section  on  Pathology) 

12:50  P.M.— Adjournment 


J- 

11:50  A.M 

ii- 

ty 

te, 

12:10  P.M. 

ke 

ly.' 

12:30  P.M 

ALUMNI  LUNCHEONS 


TUESDAY,  MAY   10,   1:00  P.M. 

University   of  Pennsylvania — W.    Raney  Stanford, 
M.D.,   President,    Durham 
(Crystal  Room) 
Jefferson  Medical  College— H.  H.  Bradshaw,  M.D., 
President,   Winston-Salem 
(East  End  of  Dining  Room) 
Tulane  Medical  College— W.  M.  Long,  M.D.,  Presi- 
dent, Mocksville 

(Stag  Room)  •  • 


TUESDAY  MAY  10,  2:30  P.M. 
(Dutch  Room) 

Professional  Sound  Motion  Pictures— The  Early 
Diagnosis  of  Cancer — Division  of 
Cancer  Control,  State  Board  of 
Health,  Cancer  Committee  of  the 
State  Medical  Society,  and  the  North 
Carolina  Division — American  Can- 
cer Society 


SECTION   ON    GENERAL   PRACTICE    OF 
MEDICINE  AND  SURGERY 

(Ballroom) 

Tuesday,  May  10,  2:30  P.M. 

Amos  N.  Johnson,  M.D.,  Garland,  Chairman 

The    Diagnosis    and   Management    of   Jaundice  in 

General  Practice. 

WiUiam  H.  Flythe,  M.D.,  High  Pomt 

Laboratory  Methods  in  General  Practice. 

Weston  M.   Kelsey.   M.D.,  Department   of  Pe- 
diatrics, Bowman  Gray  School  of  Medicine, 
Winston-Salem. 
Some   Neui-ologic   and   Vascular   Complications   of 
Diabetes  Mellitus. 

William   M.    Nicholson,  M.D.,   Department   of 
Medicine,  Duke  University  School  of  Medi- 
cine, Durham. 
The    Dangers    of    Obscuring    Serious    Disease    by 
Early   Treatment   of   Mild    Symptoms. 

George  T.  Harrell,  Jr.,  M.D.,  Professor  of  Medi- 
cine, Bowman  Gray  School  of  Medicine, 
Winston-Salem. 

Allergy   in   General   Practice. 

Milton  S.  Clark,  M.D.,  Goldsboro. 
Circulatory  Changes  in  Hyperthyroidism. 

Eugene  A.  Stead,  Jr.,  Professor  of  Medicine, 
Duke  University  School  of  Medicine,  Dur- 
ham. 

(Before  First  General  Session,  Tuesday,  May 
10.) 


SECTION  ON  PEDIATRICS 

(Large  Card   Room) 
Tuesday,    May    10,    2:30    P.M. 

J.   Robert  Adams,   M.D.,    Charlotte,   Chairman 

Spinal    Subarachnoid  —  Ureteral   Anastomosis    for 
Communicating-    Cnng-enital    Hydrocephalus.     Lan- 
tern SUdes  and  Motion  Picture. 
Barnes  Woodhall,   M.D..  Durham. 
The  Therapy  of  Certain  Types  of  Epilepsy. 

R.    L.    Masland,    M.D.,    and   W.    S.    Lockhardt, 
M.D.,  Winston-Salem. 
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The  Psychosomatic  Approach  in  Pediatrics. 

Frank  Howard  Richardson.  M.D..  Asheville. 
The  Management  of  Vomiting  in  Acute  Infections 
Without  the  Use  of  Parenteral  Fluids. 

A.    H.    Pate,    M.D.,    Goldsboro     (Before    First 
General  Session.  Tuesday,  May  10). 
Drug  Therapy  for  Asthmatic  Children. 

Susan  C.  Dees,  M.D.,  Durham. 
Acrodynia — Case  Reports  and  Discussion  of  Etiol- 
ogy and  Treatment. 
C.  G.  Watkins,  M.D.,  Charlotte. 


SECTION   ON    OPHTHALMOLOGY   AND 
OTOLARYNGOLOGY 

(Theater) 

Tuesday,  May   10,   2:30  P.M   . 

L.  R.  Hedgepeth,  M.D.,  Lumberton,  Chairman 
Bilateral  Recurrent  Laryngeal  Nerve  Paralysis  Fol- 
lowing Thyroidectomy.  Motion  Picture. 

V.    K.    Hart,    M.D.,    Charlotte    (Before    First 
General  Session,  Tuesday,  May  10). 
Spindle  Cell  Sarcoma  of  Choroid.    Report  of  a  Case. 

Elbert   Anderson,   M.D.,    Wilmington. 
Malignant  Melanoma  of  the  Nasal  Cavity. 

William    B.    Alsup,    M.D..    Winston-Salem. 
Recent   Advances    in    Cataract    Surgery.    Colored 
Film. 

H.  H.  Briggs,  M.D.,  Asheville. 
Treatment    of   Tuberculosis    of   the    Larynx   with 
Streptomycin. 

E.  J.  Chapman,  M.D.,  Asheville. 

The  Use  of  Beta  Rays  in  External  Diseases  of  the 
Eye. 

F.  W.  Stocker,  M.D.,  and  S.  D.  McPherson,  Jr., 
M.D.,  Durham. 


SECTION  ON  RADIOLOGY 

(Community  Church) 
Tuesday,  May   10,  2:30  P.M. 

Henry  B.  Ivey,  M.D.,  Goldsboro,  Chairman 
Gastric  Malignancy:  A  Correlation  of  Present  Clin- 
ical and  Roentgenologic  and  Gastroscopic  Find- 
ings   with  Prognosis. 
W.  W.  Vaughan,  M.D.,  Radiologist,  Watts  Hos- 
pital, Durham. 
The  Roentgen  Aspect  ot  Non-opague  Pulmonary 
Foreign  Bodies. 

George  J.  Baylin,  M.D.,  Department  of  Radiol- 
ogy,   Duke    Hospital    and    Medical    School, 
Durham.       (Before    First    General   Session. 
Tuesday,  May  10). 
Reading  Difficult  and  Unusual  Films  by  Members. 


SECTION  ON  PUBLIC  HEALTH  AND 
EDUCATION 

(Pine  Room) 

Tuesday,  May   10,   2:30  P.M. 

E.  H.  Ellinwood,   M.D.,  Newton,  Chairman 
Public   Health  and  the  Medical  Care  Program. 
E.  G.  McGavran,  M.D.,  Dean,  School  of  Public 
Health,  University  of  North  Carolina,  Chapel 
Hill      (Before      Second      General      Session, 
Wednesday,  May  11). 


Report   on   the   Activities  of   the  North   Carolina 
(IJancer  Program. 

Ivan  Proctor,  M.D.,  Director,  Division  of  Can- 
cer Control,  State  Board  of  Health,  Raleigh. 
Present  Trends  in  the  Treatment  of  Syphilis. 

Harold  G.  Magnuson,  M.D.,  Director,  Syphilis 
Experimental  Laboratory,  School  of  Public 
Health,  Chapel  Hill. 
The    Problems    of    Adequate    Training  for   Public 
Health  Personnel  to  Meet  Today's  Needs. 
Wm.    P.    Richardson,   M.D.,    Director,   Depart- 
ment   of  Field    Training,   School   of  Public 
Health,  Chapel  Hill. 


1799-SESQUICENTENNIAL    CELEBRATION-1949 

(Main  Dining  Room) 

(Dress  optional) 

Tuesday,  May  10,  1949 

Banquet. 

Toastmastei- — Sam   F.  Ravenel,   M.D., 

Greensboro. 
Invocation — Wingate      M.       Johnson, 

M.D.,  Winston-Salem. 
■Presentation  of  Guests. 
-Address — James    F.   Robertson,    M.D., 

President  of  the  Medical  Society  of 

the  State  of  North  Carolina. 
■Presentation     of    President's   Jewel     to 

the    Retiring    President,    James    F. 

Robertson,    M.D.,    by    V.    K     Hart 

M.D.,  Charlotte. 

■Presentation  of  Sesquicentennial  Cel- 
ebration Committee: 
Wm.  deB.  MacNider.  M.D..  Chapel  Hill 
Paul  H.  Ringer,  M.D.,  Asheville 
Donnell  B.  Cobb,  M.D.,  Goldsboro 
Wm.  deB.  MacNider.  M.  D.,  Presiding 
-A  Century  and  a  Half  of  Medicine  in 
North  Carolina— Hubert  A.  Royster 
M.D..  Raleigh. 

-Then  and  Now  —  Hugh  J.  Morgan, 
M.D.,  Professor  of  Medicine  and 
Physician-in-Chief  to  the  Vanderbilt 
University  Hospital.  Nashville,  Ten- 
nessee. 

-Adjournment. 
-President's  Ball. 

(Ballroom   ) 


7:00  P.M.— 

7:40  P.M.- 
7:50  P.M.- 

8:10  P.M.- 
8:15  P.M.—: 

8:20  P.M.- 
8:40  P.M,- 


9:15  P.M.- 
10:00  P.M.- 


WEDNESDAY. MAY  11.  1949 
8:00  A.M.— Registration  Booth  Opens. 


SECOND    GENERAL    SESSION 

(Ballroom) 

Wednesday,  May  11,  1949 

9:00  A.M. — The  Diagnosis  and  Management  of 
Pre-eclampsia;  Mild  and  Severe  — 
Ledyard  De  Camp,  M.D.,  Charlotte 
(From  Section  on  Obstetrics  and 
Gynecology). 

'J:20  .-V.M. — Gastric  Carcinoma — C.  Graham  Reid, 
M.D.,  Charlotte  (From  Section  on 
Practice  of  Medicine). 
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9:40  A.M. — Carcinoma  of  the  Stomach — Clarence 
E.  Gardner,  M.D.,  Durham  (From 
Section  on  Surgery). 

10:00  A.M.— Public  Health  and  the  Medical  Care 
Program— E.  G.  McGavran,  M.D., 
Dean,  School  of  Public  Health,  Uni- 
versity of  North  Carolina,  Chapel 
Hill  (From  Section  on  Public  Health 
and  Education). 

10:20  A.M.— PANEL  DISCUSSION. 

The  Medical  Profession's  Present-day 
Health  Problems. 

Moderator   —  Paul   F.   Whital^er, 
M.D.,  Kinston. 

Members   of    Panel 

J.  W.  R.  Norton.  M.D.,  State  Health 
Officer.  State  Boai-d  of  Health,  Ral- 
eigh— 10  minutes. 

David  A.  Young,  M.D.,  General  Su- 
perintendent, State  Hospital  Board 
of  Control,  Raleigh — 10  minutes. 

Henry  S.  Willis.  M.D.,  Superintendent 
of  North  Carolina  State  Sanatoria, 
McCain — 10  minutes. 

Fred  C.  Hubbard,  M.D.,  Chairman  of 
Rural  Health  Committee,  Medical  So- 
ciety of  the  State  of  North  Carolina, 
North  Wilkesboro — 10  minutes. 

John  R.  Bender,  M.D.,  General  Prac- 
tice,  Winston-Salem — 10  minutes. 

William  M.  Coppridge,  M.D.,  member. 
Medical  Care  Commission,  Durham 
— 10  minutes. 

Discussion  Leaders 

E.  H.  Ellinwood,  M.D.,  Health  Direc- 
tor, Catawba  -  Lincoln  -  Alexander 
District  Health  Department,  Newton 
— 5  minutes. 

George  F.  Bond,  M.D.,  General  Prac- 
tice, Bat  Cave — 5  minutes. 

J.  Street  Brewer.  M.D.,  member.  Medi- 
cal Care  Commission,  Roseboro — ^ 
minutes. 

Coy  C.  Carpenter.  M.D.,  Dean,  Bow- 
man Gray  School  of  Medicine,  Win- 
ston-Salem— 5  minutes. 

Wilburt  C.  Davison.  M.D..  Dean.  Duke 
University  School  of  Medicine.  Dur- 
ham— 5  minutes. 

W.  Reece  Berryhill.  M.D..  Dean.  School 
of  Medicine,  University  of  North 
Carolina.  Chapel  Hill — 5  minutes. 

General  Discussion  from  floor. 

11:50  A.M. — Election  of  two  members  of  State 
Board  of  Health  for  three  year  terms. 
(Dr.  S.  D.  Craig's  and  Dr.  W.  T.  Rain- 
ey's  terms  expire.) 

11:55  A.M. — Awarding  of  prizes. 


CONJOINT  SESSION 

(Balh-oom) 

Wednesday,  May  11,  12:00  Noon 

S.  D.  Craig,  M.D.,:  Winston-Salem,  President  of  the 
State  Board  of  Health,  will  preside  over  this 
meeting  of  the  Medical  Society  of  the  State 
of  North  Carolina  and  the  State  Board  of 
Health. 


ALUMNI   LUNCHEONS 
Wednesday,  May  11,  1:00  P.M. 

Wake  Forest  College— T.  W.  Baker,  M.D.,  President, 
Charlotte. 

(East  End   of   Dining   Room) 
Duke  University — Eleanor  B.  Easley,  M.D.,  Presi- 
dent,   Durham. 

(Stag  Room) 
University  of  North  Carolina — S.  R.  Taylor,  M.D., 
President,  Greensboro. 

(Crystal  Room) 


2:30  P.M. — Second  Meeting  of  House  of  Delegates 
(Small  Card  Room). 

2:30  P.M.— Professional  Sound  Motion  Pictm-es— 
The  Early  Diagnosis  of  Cancer — Divi- 
sion of  Cancer  Control,  State  Board  of 
Health,  Cancer  Committee  of  the  State 
Medical  Society,  and  the  North  Caro- 
lina Division — American  Cancer  So- 
ciety. 

(Dutch  Room) 


SECTION  ON  SURGERY 

(Large   Card  Room) 

Wednesday,  May  11,  2:30  P.M. 

George  L.  Carrington,  M.D.,  Burlington,  Chairman 
Subparietal  Rupture   of  the  Intestine   Incident   to 
Severe  Abdominal  Muscular  Effort. 

George  R.  Benton,  Jr.,  M.D.,  Goldsboro. 
Fractures  of  the  Lower  End  of  the  Humerus   in 
Children. 

R.    Beverly   Raney,   M.D.,   Durham. 
Carcinoma  of  the  Stomach. 

Clarence    E.    Gardner.   M.D.,   Durham   (Before 
Second   General   Session,    Wednesday,   May 
11). 
Causes    and     Prevention     of    Thrombophlebitis    and 
Phlebothrombosis. 

J.  T.  Kerr,  M.D.,  Wilson. 
The     Problem     of     Thrombophlebitis     antl      Fhlelici- 
thiombosis  from  the   Medical   Standpoint. 
Edward  S.  Orgain,  M.D.,  Durham. 
Surgical     Treatment     of     Phlebothrombosis     and 
Thrombophlebitis. 

H.  H.  Bradshaw,  M.D.,  and  Felda  Hightower, 
M.D.,  Winston-Salem. 


SECTION   ON  PRACTICE   OF  MEDICINE 

(Ballroom) 

Wednesday,   May   11,   2:30  P.M. 

R.  Z.  Query,  Jr.,  M.D.,  Charlotte,  Chairman 
Useful  Drugs  in  Geriatric   Practice. 

Arthur  Freedman,  M.D.,   Greensboro.  Discus- 
sion   opened    by    O.    Norris    Smith,    M.D., 
Greensboro. 
Panel  Discussion  on  Congestive  Heart  Failure. 
Eugene  A.  Stead,  Jr.,  M.D.,  Professor  of  Medi- 
cine. Duke  University,  Durham,  Moderator. 
The  Mechanism  of  Congestive  Heart  Failure. 

A.   T.  Miller.   Jr..  M.D.,  The   School  of  Medi- 
cine, University  of  North  Carolina,   Chapel 
Hill. 
The  Diagnosis  of  Congestive  Heart  Failure. 

Robert    L.     McMillan,     M.D..     Bowman    Gray 
School  of  Medicine,  Winston-Salem. 
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The  Dietary  and  Diuretic  Management  of  Conges- 
tive Heart  Failure. 

Eugene   A.   Stead,   Jr.,   Professor   of  Medicine, 
Duke  University,  Durham. 
The  Use  of   Digitalis  Preparations  in   Congestive 
Heart  Failure. 

Edward  S.  Orgain,  M.D.,  School  of  Medicine, 
Duke  University.  Durham.  Questions  and 
answers.  30  minutes. 

Gastric  Carcinoma. 

C.  Graham  Reid,  M.D.,  Charlotte.  (Before  Sec- 
ond General  Session,  Wednesday,  May  11.) 


SECTION  ON  GYNECOLOGY  AND 
OBSTETRICS 

(Pine  Room") 
Wednesday,  May  11,  2:30  P.M. 
Frank  R.  Lock,  M.D.,  Winston-Salem,  Chairman 
Panel  Discussion  on  Toxemia  of  Pregnancy. 
R.  A.   Moss,  M.D.,  Durham,  Moderator. 

Prenatal  Care  in  a  Rural  Area. 

H.  Fleming  Fuller,  M.D.,  Kinston. 
Management  of  Hypertensive  Cardiovascular  Dis- 
ease and  Renal  Disease  Complicating  Pregnancy. 
Mary  I.  Griffith,  M.D.,  Bowman  Gray  School 
of    Medicine,    Winston-Salem. 
The  Diagnosis  and  Management  of  Pre-eclampsia; 
Mild  and  Severe. 

Ledyard     DeCamp,     :M.D.,      Charlotte      (Before 
Second  General  Session,  Wednesday,  May  11). 
Management  of  Eclampsia;  Convulsions  and  Coma. 
John  C.  Burwell,  Jr.,  M.D.,   Greensboro. 


SECTION  ON  PATHOLOGY 

(Theater) 
Wednesday,  May  11,  2:30  P.M. 

E.  D.  Peasley,  M.D.,  Asheville,  Chairman 
John  C.  Reece,  M.D.,  Morganton,  Secretary 
Problems  in  Medical  Legal  Investigation  in  North 
Carolina. 

Wiley  D.  Forbus,  M.D.,  Duke  University  School 
of  Medicine,  Durham  (Before  First  General 
Session,  Tuesday,  May  10). 
Obstruction  of  the  Aqueduct  of  Sylvius  as  a  Cause 
of  Acute  Hydrocephalus  and  Death. 

C.  C.  Carpenter,  M.D.,  and  Peter  H.  Dillard, 
M.D.,    Department    of    Pathology,    Bowman 
Gray  School  of  Medicine,  Winston-Salem. 
The  Clotting  Defect  in  Hemophilia. 

John  B.  Graham,  M.D.,  and  Kenneth  M.  Brink- 
hous.  M.D.,  Department  of  Pathology,  Uni- 
versity of  North  Carolina.  School  of  Medi- 
cine, Chapel  Hill. 
Carcinoma    Arising    from    Endometriosis    of    the 
Ovary. 

Lee   Large,   M.D..   Pathological   Laboratory   of 
Charlotte  Memorial  Hospital,  Charlotte. 
The  Role  of  Infection  in  the  Production  of  Periar- 
teritis Nodosa  in  Hypertensive  Rabbits. 

George  Kipkie,  M.D.,  Department  of  Pathol- 
ogy, Duke  University  School  of  Medicine, 
Durham. 


SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

(Community  Church) 

Wednesday,  May  11,  2:30  P.M. 

John  S.  McKee,  Jr.,  M.D.,  Morganton,  Chairman 

Neuropsychiatry  and  Private  Practice. 

Robert  L.  Garrard,  M.D.,  Greensboro. 
Successful  Leucotomy  in  a  Twelve-Year-Old  Com- 
pulsive-Obsessive   Boy    Previously    Diagnosed    as 
Schizophrenic.  ..      t-> 

Leslie  B.  Hohman,  M.D.,  Duke  University,  Dur- 
ham. 
Favorable  Mental  and  Motor  Changes  Produced  by 
Prefrontal  Leucotomy  in  a  Patient  Showing  Dou- 
ble Athetosis  with  Pfropfschizophrenia  with  Ob- 
servation of  Electrically  Induced  Convulsions 
Before  and  After  Operation. 

Guy  L.  Odom,  M.D.,  Division  of  Neurosurgery, 
Duke   University   School   of  Medicine,  Dur- 
ham. 
R.   Burke  Suitt,   M.D.,   Department   of  Neuro- 
psychiatry. Duke  University  School  of  Medi- 
cine, Durham. 
R.  Charman  Carroll,  M.D..  Highland  Hospital, 
Asheville. 
The  Effects   of  Lobotomy  as   Observed   in  a   North 
Carolina  State  Hosoital. 

Sarah  E.  Glass,  M.D.   State  Hospital  at  Ral- 
eigh. 
Recent  Advances  in  the  Treatment  of  Neurosyphilis. 
Augustus  S.  Ro.^e.  M.D.  (by  invitation),  Boston, 
Mass.   (Before  First  General  Session,  Tues- 
day, May  10). 


THIRD  GENERAL  SESSION 
(Ballroom) 

Wednesday.  May  11,  1949 
5:00  P.M. — Report  of  House  of  Delegates 
5:15  P.M. — Unfinished  Business 
5:20  P.M. — New  Business. 
5:30  P.M. — Installation    of    President,    President- 

Elect,  Vice  Presidents,  and   Councilors. 
5:40  P.M. — Remarks  by  President  and  President- 

Elect. 
5:50  P.M. — Adjournment  Sine  Die. 


SCIENTIFIC  EXHIBITS 

The   Physician   in  the  U.   S.  Public  Health   Service. 

U.  S.  Public  Health.  Author :  Eugene  J.  Gillespie.  Surgeon. 
Exhibitor  :    same. 

Parenteral    Proteins    in    Surgery. 

George  Washington  Medical  School  —  Gallinger  Hospital, 
^Va:^hin2:to^,  D.  f.  Author:  Jacob  ,1.  Weiiistein.  Washing- 
ton.  D.  C.  Exhibitor;  same. 

Injuries   of   the    Carpal    Bones. 

Dept.  Roentgenology.  University  of  Virginia  Hospital,  Uni- 
versity. Va.  Authors :  George  Cooper,  Jr.,  M.D.,  and  Charles 
Frankel.    M.D.    Exhibitors :    same. 

Surgical    Emergencies   of  the   Newborn. 

Dept.  Roentgenology  University  of  Virginia  Hospital,  Uni- 
versity. Vn.  .\uthors:  Herbert  Hebel,  >i.D..  and  McLemore 
Binison.    M.D.    Exhibitor:   same. 

Impaired  Venous  Circulation. 

Author:  J.  Ross  Veal,  M.D..  Washington.  D.  C.  Exhibitor: 
same. 

A.  Tin'^a  Capitis  in    N'nrtli   Carolina. 

Duke  University  School  of  Medicine,  Durham,  N.  C,  (au- 
thors not  to  be  stated  > .  Exhibitor :  Carlyle  Adams.  M.D., 
Durham.    N.    C. 

B.  Foreign    Bodies   in   the  Lungs    of   Children. 

Department  of  Pediatrics.  Exhibitor :  Carlyle  Adams,  M.D.. 
Durham,  N.C. 

Blue   Cross-Blue  Shield. 

North  Carolina  Hospital  Saving  Association,  Chapel  Hill. 
Author :  Louis  M,  Connor.  Jr.,  Director  of  Public  Relations, 
Chapel    Hill.    N.    C.    Exhibitor:    same. 

Vitamin    Requirements    in    Health  and    Disease. 

Wake  Forest  College.  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.  C,  Author:  David  Cayer,  M.D..  Winston- 
Salem.    N.    C.    Exhibitor :    same. 
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The    National    Blood    Program.    ■ 

American  Red  Cross.  Washinj;ton.  D.  C.  Authur :  W.  H. 
Stimpson,  Art  and  Exhibit  Section,  Washington,  D.  C. 
Exhibitor :   same. 

The  Diagnosis   and  Treatment  of  Skeletal   Lesions. 

Authors:  Irvin  Stein.  M.D..  and  Raymond  O.  Stein.  M.D., 
Philadelphia,   Pa.    Exhibitors:   same. 

Leg-    Length    Discrepancies    with    Their    Treatment. 

Shriners'  Hospital  for  Crippled  Children  and  National  Foun- 
dation for  Infantile  Paralysis.  Authors :  J.  Warren  White, 
M.D.,  Greenville,  S.  C.  and  Walter  A.  Hoyt.  Jr.,  M.D., 
and  Jack  C.  Hughston.  M.D.,  Fellows  N.  F.  I.  P..  Duke 
University    Hospital,    Durham,    N.    C.    Exhibitors :    same. 

The    Dairy    Council's    Services    to    Professional    Groups. 

The  X.  C.  Units'  of  the  .\;itioniil  Dairy  Couneil.  Durham, 
N.    C.    Mrs.   Bessie    Starling   Ware,    Director,   Durham,   N.    C. 

North    Carolina    State    Board    of    Health    Services. 

North  Carolina  State  Board  of  Health,  Raleigh,  N.  C. 

Venereal   Disease  Control. 

N.  C.  Social  Hygiene  Society.  Horace  Holmes,  P,  H,  Rep- 
resentative. Division  Local  Health- Venereal  Disease  Control, 
U.  S.  Public  Health  Service,  Raleigh.  N.  C.  Mrs.  Margaret 
Barrow  and  Miss  Grey  Fulghum,  Field  Representatives, 
N.    C.    Social    Hygiene   Society,    Raleigh,    N.    C. 

Vocational  Rehabilitation  for  Civilians. 

N.  C.  Department  Vocational  Rehabilitation  and  Office  of 
Vocational  Rehabilitation,  Federal  Security  Agency.  Author: 
W.  Oliver  Kincannon,  Chief,  Office  of  Vocational  Rehabili- 
tation, Federal  Security  Agency.  Exhibitor :  C.  L.  Haney, 
Super\nsor  Physical  Restoration,  N.  C.  Dept.  Voca.  Rehabili- 
tation. 

Earh"    Ainliulatioii    After  Suri:er\'   and    IriiruiTial    Herniorrliaphy 
for    Indirect   Inguinal   Hernia. 

Author:    Ernest    T.    Trice.    M.D.,    Richmond,    Va.    Exhibitor: 


TECHNICAL  EXHIBITORS 
1949 

A.  S.  Aloe  Co.,  St.  Louis,  Mo.,  spaces  77  and  78 

Ayerst.    McKcima   A:    Harrison.    New    York,    N".    Y ..    .sp.ire    li.'i 

Baker    Laboratories.    Cleveland,    Ohio,    space     29 

The    Borden    Co.,    New    York    17.    N.    Y.,    spaces    12    and    13 

Bilhuber -Knoll    Corp..    Orange,    N.    J.,    .spaces    89    and    90 

Camel  Cigarettes.  New  York  17,  N.  Y.,  spaces  2,  3,  4  and  5 

Carnation    Co.,    Oconomowoc,    Wis  .   space   28 

Carolina   Surgical  Supply    Co.,    Raleigh,   N.    C,    spaces    66   and   67 

Ciba    Pharmaceutical    Products,    Summit,  N.    J.,    spaces    106   and 

107 
Davies,  Rose  &  Co.,  Boston,  Mass.,  spaces  51  and  52 
Doak    Co..    Inc.,    Hyattsville.    Md..    space    62 

Doho  Chemical  Corp.,  Ntw  York  13,  N.  Y.,  spaces  34  and  35 
Drug   Specialties,    Winston-Salem,   N.    C,   space   11 
Eaton,   Inc..   Xonvich.   \.   V,.   -spaces   !M.   !t.<   and   Mil 
Endo  Products  Inc.,  Richmond  Hill.  N.  Y.,  space  48 
H.   G.    Fischer   &   Co.   Franklin    Park,    N.    Y.,   spaces   21    and  22 
C.    B.    Fleet    Co..    Lynchburg,    Va..    space    97 

General   Electric   X-ray  Corp.,   Charlotte.  N.   C,   spaces  40   and  41 
J.   E.    Hanger,   Inc.,   Raleigh,   N.   C,  spaces   19   and  20 
Charles  C.   Haskell  &  Co..  Richmond.   Va.,  spaces  38  and  39 

'  Hoffman-La   Roche,    Inc.,    Atlanta.    Ga.,    spaces    63    and    64 
Lanteen    Medical    Laboratories,    Inc..    Chicago,    111. 
Lederle   Laboratories,   New   York,   N.   Y.,   spaces   53   and  54 
Libel-Flarsheim    Co.,    Cincinnati,    Ohio,    spaces    23,    24,    and    25 
Eli  Lilly  &  Co..   Indianapolis,  Ind.,  spaces  32  and  33 
M.    &    R.    Dietetic    Laboratories    Inc.,    Columbus,    Ohio,    space    65 
Mead  Johnson   &   Co.,   Evansville,    Ind.,  space  81 
Wm.   S.    Merrell    Co.,   Cincinnati.   Ohio,    spaces   42   and   43 
The   National  Drug    Co.,    Philadelphia.    Pa.,    spaces    9   and    10 
Ortho   Pharmaceutical    Corp.,    Linden.    N.    J.,   spaces    82   and   83 
Parke,    Davis    &    Co..   Detroit,    Mich.,    spaces    68    and    69 
Picker   X-ray   Corp..   Charlotte.   N.   C.,   spaces  30   and  31 
Powers     &    Anderson    Surgical     Instrument    Co..    Norfolk,    Va., 

spaces   49   and   50 
Raleigh   Hearing   Aid   Co.,   Raleigh,   N.  C,    space  S 
L.  &  B.  Reiner,   New  York,   N.  Y.,  spaces  91.  92.   and  93 
S.   &   H.    X-ray    Corp.    Charlotte.    N.    C,    spaces    79  and   80 
W.    B.    Saunders  Co.    Philadelphia,    Pa.,    space    1 
G.  D.  Searle  &  Co.,  Chicago,  111.,  spaces  75  and  76 

I  Smith.   Kline  &  P'rench    Labs..   Philadelphia.   Pa.,  space  72 
E.  R.   Squibb   &   Sons,   New   York,  N.   Y.,    spaces  36  and  37 

I  Tablerock   Laboratories.    Inc.,   Greenville,   S.    C,   space   6 
U.   S.    Vitamin    Corp..   New    York.    N.    Y.,   space   -15 


DOCTOR  WANTED 

Doctor  wanted  to  take  over  well  equipped, 
eight-room  doctor's  office,  with  well  estab- 
lished practice  in  eastern  North  Carolina  town 
of  3000  population.  Eighteen  miles  distant 
from  modern  hospitals  on  route  .301.  south. 

If  interested,  write 

Harrison  Drug  Company 
Enfield,  N.  C. 


Universal   Products    Corp.,    NorristowTi,    Pa.,    space    98 
VanPelt  &  Brpwn,  Inc.,  Richmond.   Va.,  spaces  70  and  71 
Winchester  Surgical  Supply  Co.,  Charlotte,  N.  C,  spaces  59,  60, 

and  61 
Winchester-Ritch     Surgical    Co.,    Greensboro,    N.    C,    spaces    66, 

37,    and    58 
Winthrop-Stearns.  Inc..  New  York,  N.  Y.,  spaces  26  and  27 
World  Insurance  Co.,   Winston-Salem,   N.   C.   space  7 
Zimmer  Manufacturing  Co.,  Charlotte.   N.  C,  space  44 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Duke  Hospital  conducted  a  clinic  for  paraplegic 
patients  on  March  26.  The  clinic,  directed  by  Dr. 
Lenox  D.  Baker,  professor  of  orthopaedic  surgery, 
was  held  in  cooperation  with  the  North  Carolina 
Industrial  Commission,  at  the  request  of  T.  A.  Wil- 
son, chairman. 

Designed  to  further  the  work  now  being  done  at 
Duke,  the  clinic  was  directed  at  the  rehabilitation 
of  amputees  and  patients  with  paralysis  following 
damage  to  the  spinal  cord  caused  by  fractures  of  the 
spine,  gunshot  wounds  and  other  wounds.  Some  15-20 
paraplegic  patients  were  studied,  and  will  form  a 
nucleus  for  further  studies  of  similar  patients. 

Dr.  Robert  J.  Reeves,  director  of  the  Department 
of  Radiology  and  professor  of  radiology,  read  a  pa- 
per on  "Radiological  Diagnostic  Problems  in  the 
Study  of  Rectal  Bleeding"  to  the  Montgomery 
County  Medical  Society,  District  of  Columbia,  on 
March  15. 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

The  following-  members  of  the  faculty  attended 
the  meeting  of  the  American  Association  of  .A,nat- 
onusts  in  Philadelphia  on  April  13,  14,  and  15:  Dr. 
W.  C.  George,  Dr.  C.  D.  Van  Cleave,  Dr.  C.  T.  Kay- 
lor.  Dr.  A.  V.  Jensen,  and  Dr.  W.  C.  Doust.  Dr.  Van 
Cleave  presented  a  paper  on  "A  Radioautographic 
Study  of  the  Localization  of  Radioactive  Europium 
in  Certain  Soft  Tissues  of  the  Rat." 

Faculty  members  attending  the  Detroit  meetings 
of  the  Federation  of  American  Societies  for  Experi- 
mental Biology,  April  18-22,  were  Drs,  K.  M.  Brink- 
hous,  .fohn  B.  Graham,  and  Joseph  A.  Buckwaltei  of 
the  Department  of  Pathologv,  Drs.  John  H.  Fergu- 
son, A.  T.  Miller,  and  Edwin  P.  Hiatt  of  the  Depart- 
ment of  Physiology,  Dr.  H.  D.  Bruner  of  the  Depait- 
ment  of  Pharmacology,  and  Dr.  G.  C.  Kykor  and  ATr. 
M.  K.  Berkut  of  the  Depai'tment  of  Biological  Chem- 
istry. 

Papers  presented  before  the  meetings  were: 

Dr.  John  H.  Ferguson,  "Significance  of  Activation 
of  Prothrombin  m  Serum." 

Dr.  Eawin  P.  Hiatt,  "The  Antagonism  of  Cinchona 
.Alkaloids  to  the  Circulatory  Effects  of  Intravenous 
Epinephrin." 

Dr.  H.  D.  Bruner  (with  Dr.  Kwang  Soa  Leel, 
"Adrenergic-like  .Action  of  Acetylcholine  on  the  Iso- 
lated Rabbit  Heart." 

Dr.  G.  C.  Kyker  (with  S.  L.  Steelman),  "Certain 
Organic  Anions  and  Amide  and  Peptide  Linkages," 

Dr.  John  B.  Graham  (with  Joseph  A.  Buckwalter, 
L.  J.  Hartley,  and  K.  JI.  Brinkhous),  "Canine  Hemo- 
philia: The  Clotting  Anomaly  and  the  Effectiveness 
of  Transfusions." 

The  U.  S.  Atomic  Energy  Commission  has  agreed, 
as  of  .4pril  1,  to  support  the  research  project  of  Dr. 
C.  D.  Van  Cleave  and  Dr.  C.  T.  Kaylor,  of  the  De- 
partment of  Anatomy,  at  the  rate  of  $30,000  for 
the  first  year.  The  project  is  a  radioisotopic  study 
of  the  distribution  and  retention  of  beryllium  in  lab- 
oratory animals. 
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Dr.  Isaac  F.  Harris  recently  presented  to  the  Uni- 
versity a  portrait  of  his  father.  Dr.  Thomas  West 
Harris,  who  was  the  first  clean  of  the  School  of  Medi- 
cine. The  portrait,  done  by  Deane  Keller,  professor 
of  painting  in  the  Yale  School  of  Fine  Arts,  has  been 
hung  in  the  Medical  Library. 

Dr.  William  G.  Lennox,  associate  professor  of  neu- 
rology at  the  Harvard  Medical  School,  addressed  the 
Whitehead  Medical  Society  and  the  Medical  Faculty 
on  March  24  on  "Epilepsy." 

A  postgraduate  medical  course  sponsored  by  the 
University    School   of    Medicine    and   the    Extension 
Division  has  been  arranged  at  North  Wilkesboro  and 
Elkin,  with  the  Wilkes-Alleghany  Counties   Society 
and    the     Surry- Yadkin    Counties     Society     as    co- 
sponsors.  The  program  is  as  follows: 
April  .5  (North  Wilkesboro) 
4:00  p.m.)   Diagnosis  and  Treatment  of  Neurologic 
8:00  p.m.)   Problems  Seen  in  General  iVIedical  Prac- 
tice— Dr.  H.  Houston  Merritt,  Columbia 
University    College    of    Physicians    and 
Surgeons,  New  York  City 
April  12   (Elkin) 
4:00  p.m.     The  Management  of  Some  Unusual  Com- 
plications in  Pregnancy 
8:00  p.m.     Diagnosis    and    Treatment    of     Ectopic 
Pregnancy 

—Dr.  H.  Hudnall  Ware,  Jr.,  Medical  Col- 
lege of  Virginia,  Richmond. 
April  19  (North  Wilkesboro) 
4:00  p.m.     Rheumatic  Fever  in  Children 
8:00  p.m.     Rheumatic  Heart  Disease  in  Children 

—Dr.  John  P.  Hubbard,  Children's  Hos- 
pital, Philadelphia. 
April  26  (North  Wilkesboro) 
4:00  p.m.)   Blethods  of  Decreasing  the  Risk  of  Sur- 
8:00  p.m.)   gery  in  Older  Patients 

— Dr.  W.  E.  Burnett,  Temple  University 
School  of  Medicine,  Philadelphia. 
May  3  (Elkin) 
4:00  p.m.)   Ditferential  Diagnosis  of  Cancer  of  Pan- 
8:00  p.m.)   creas  and  AmpuUary  Area;  Clinical  and 
Laboratory  Methods 

— Dr.  Allen  O.  Whipple,  Memorial  Hos- 
pital, New  York  City   (N.  C.  Division 
of     American     Cancer     Society,     co- 
sponsor) 
May   10 — No   meeting.   Week  of   State   Medical   So- 
ciety meeting. 
May  17  (North  Wilkesboro) 
4:00  p.m.     Essentials   of   Physical   Diagnosis 
8:00  p.m.     Gastrointestinal  Problems 

— Dr.  L.  A.  M.  Krause,  University  of 
Maryland  School  of  Medicine,  Balti- 
more. 


News  Notes  from  the  Bowman  Gray 
School  of  Medicine 

Dr.  Arthur  Valk,  of  the  department  of  surgery, 
was  elected  president  of  the  Association  of  Surgeons 
of  the  Southern  Railway  System  at  a  meeting  held 
in  Cincinnati  in  March. 


Dr.  Frank  R.  Lock,  head  of  the  department  of 
obstetrics  and  gynecology,  was  elected  to  member- 
ship in  the  American  Society  of  Obstetricians,  Gyne- 
cologists, and  Abdominal  Surgeons  at  a  recent  meet- 
ing of  the  council.  He  was  guest  speaker  on  April 
18  at  the  meeting  of  the  Alabama  State  Obstetrical 


and  Gynecological  Society  on  the  subject  of  "Con- 
servatism in  the  Management  of  Gynecological  Pa- 
tients." 

Dr.  Harold  D.  Green,  head  of  the  department  of 
physiology  and  pharmacology,  attended  a  meeting 
of  the  scientific  board  of  the  American  Foundation 
for  High  Blood  Pressure  in  Cleveland,  Ohio,  April 
15-16. 

Members  of  the  department  of  physiology  and 
pharmacology  presented  four  papers  and  membei'B  of 
the  department  of  biochemistry  presented  three  pa- 
pers at  the  meeting  of  the  American  Physiological 
Society  in  Detroit,  April  19-22.  Papers  from  the  de- 
partment of  physiology  and  pharmacology  were  pre- 
pared by  Dr.  Green,  Dr.  J.  Maxwell  Little,  Lewis 
Franklin,  Howard  Wayne,  Dr.  Alan  B.  Denison,  and 
Miss  June  Harris.  Dr.  Green  and  Dr.  Little  partici- 
pated in  a  symposium  on  kidney  functioning  at  a 
meeting  of  the  circulation  section  of  the  society. 

Those  who  attended  the  meeting  from  the  depart- 
ment of  biochemistry  were  Dr.  Camillo  Artom,  Dr. 
W.  E.  Cornatzer,  Dr.  Marjorie  Swanson,  and  Miss 
Marietta  Crowder. 


Postdoctoral  fellowships  granted  by  the  Atomic 
Energy  Commission  have  been  renewed  for  another 
year  to  Dr.  Kingsley  M.  Stevens  and  Dr.  Jerry 
Aikawa,  both  of  whom  are  doing  research  with 
radioisotopes  in  the  department  of  medicine.  Dr. 
Stevens,  who  is  studying  the  synthesis  of  protein  by 
bacteria  will  continue  his  work  at  the  University  of 
Chicago  after  September.  Dr.  Aikawa's  grant  is  for 
research  on  the  alteration  in  the  distribution  of  body 
fluids  in  infectious  diseases. 

Work  has  been  started  on  a  new  isotope  labora- 
tory, to  occupy  the  top  floor  of  the  medical  school's 
east  wing. 
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Grants  totaling  $51,802  have  been  approved  re- 
centlv  for  various  departments  of  the  Bowman  Gray 
School  of  Medicine.  All  are  from  the  U.  S.  Public 
Health  Service,  with  the  exception  of  one  from  the 
Markle  Foundation. 

A  grant  of  $25,000  made  to  the  department  of 
physiology  and  pharmacology  will  provide  funds  for 
further  study  and  experimentation  on  the  usefulness 
of  various  new  drugs  in  the  treatment  of  peripheral 
vascular  disease  and  other  circulatory  disturbances. 
A  grant  of  $4,320  to  the  department  of  internal 
medicine  is  for  further  study  in  alterations  of  per- 
meability of  membranes  in  infectious  diseases.  The 
department  of  medicine  also  received  a  grant  of 
$5,929  for  research  in  factors  concerned  in  reaction 
to  chemotherapy  and  shares  with  the  department  of 
biochemistry  a  grant  of  $5,940  for  research  on  liver 
disease  using  radioisotopes.  Dr.  R.  V.  Postlethwait 
of  the  department  of  surgery  was  recipient  of  a 
grant  of  $3,613  for  further  study  in  wound  healing. 

The  Markle  grant  of  $7,000  to  the  department  9f 
medicine  is  for  continued  study  on  the  alteration  in 
body  functions  caused  by  spotted  fever  and  typhus, 
and  on  factors  possibly  producing  positive  trichi- 
nella  skin  tests  in  the  absence  of  infection. 


Dr.  Richard  A.  Groat,  director  of  the  department 
of  anatomy,  presented  a  paper  at  the  sixty-second 
session  of  the  American  Association  of  Anatomists 
held  in  Philadelphia  at  the  invitation  of  Temple 
University  School  of  Medicine,  April  13-15.  The  title 
of  his  paper  was  "Temporal  and  Spatial  Character- 
istics of  Histological  Changes  in  Peripheral  Nerve 
Axons  during   Secondary  Degeneration." 
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Prog-iess  reports  07i  two  research  projects  being- 
carried  on  at  the  Bowman  Gray  School  of  Medicine 
were  made  at  the  Second  National  Symposium  on 
Recent  Advances  in  Antibiotics  Research,  held  in 
Washington,  D.  C,  April  11  and  12. 

"A  Comparative  Study  of  the  Effects  of  Aureo- 
mycin  and  Penicillin  on  Pharyngeal  Flora  of  Nor- 
mal Human  Beings"  was  the  title  of  the  paper  pre- 
pared by  Dr.  Manson  Meads,  Dr.  Wallace  T.  Rowe 
and  Miss  Nancy  M,  Haslam  of  the  department  of 
medicine.  A  paper  on  "Observations  on  Tuberculous 
Meningitis  Treated  with  Oral  Aureomycin"  was  pre- 
pared by  Drs.  George  T.  Harrell  and  Manson  Meads, 
of  the  department  of  medicine;  Dr.  Robert  Lawson, 
associate  professor  of  pediatrics;  and  Dr.  Thomas 
N.  Lide,  instructor  in  pathology. 


News  Notes  from  the  State  Board 
OF  Health 

."^s  of  July  1,  every  county  in  North  Carolina  will 
have  an  organized  public  health  department,  accord- 
ing to  an  announcement  made  by  Dr.  J.  W.  R.  Nor- 
ton, Srate  Health  Officer.  The  last,  and  one  hun- 
dredth, county  to  join  up  for  full-time  local  health 
work  is  Pamlico,  which  will  be  in  a  district  with 
either  Craven  or  Beaufort  County. 

On  January  1,  this  year,  there  were  ninety-six 
counties  with  full-time  public  health  departments, 
leaving  only  four  to  make  the  number  100  per  cent. 
Jones  joined  with  Lenoir,  Brunswick  with  Columbus, 
and  Madison  with  Buncombe.  The  action  of  the 
Pamlico  County  Commissioners  in  voting  to  estab- 
lish a  county  health  department  not  only  rounds  out 
one  hundred  counties,  but  fulfills  a  dream  of  long 
standing  on  the  part  of  those  sponsoring  public 
health  activities  in  this  state. 

Dr.  Norton,  since  taking  office  last  Julv  1,  has 
emphasized  the  importance  of  local  health  work, 
taking  the  position  that  public  health  is  a  matter 
for  the  grass  roots. 

i-  «  *  * 
'  Dr.  J.  W.  R.  Norton,  North  Carolina  State  Health 
Officer,  will  lead  a  discussion  on  "The  Tax  Dollar 
in  Public  Health,"  before  the  second  general  ses- 
sion of  the  Southern  Branch  of  the  American  Public 
Health  Association,  in  Dallas,  Texas,  on  Anril  14. 
Later  that  same  afternoon.  Dr.  Edward  G.  McGav- 
ran,  dean  of  the  School  of  Public  Health  at  Chanel 
Hill,  will  participate  in  a  panel  discussion  on  the 
subject.  "The  Importance  of  Immediate  Personnel 
Policy  Planning." 

One  of  the  vice  presidents  of  the  Southern  Branch 
of  the  American  Public  Health  Association  is  Dr. 
Lucy  Morgan  of  Chapel  Hill,  who  played  a  promi- 
nent part  in  laying  the  groundwork  for  this  or- 
ganization. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

The  Health  Education  Service  of  the  National 
Tuberculosis  Association  soonsored  a  five-dav  Work- 
ing Conference  in  Health  Education  at  the  Univers- 
ity of  North  Carolina,  March  27-April   1. 

The  1949  meeting  of  the  Southern  Tubercidosis 
Conference  will  be  held  in  Memphis,  Tennessee,  Sep- 
tember 1.5-17.  Hotel  reservations  should  be  made 
directly  with  the  Peabody  Hotel. 


Carteret  County  Medical  Society 

Regular  monthly  meetings  of  the  Carteret  County 
Medical  Society  were  held  at  the  Morehead  City 
Hospital,  Febi'uary  14,  and  March  14. 


At  the  February  meeting  it  was  reported  that  the 
Society's  invitation  to  the  Second  District  Medical 
Society,  to  meet  next  year  in  Morehead  City,  had 
been  accepted.  The  new  president  of  the  District  So- 
ciety is  Dr.  W.  S.  Thompson,  Morehead  City,  and 
the  new  secretary  is  Dr.  L.  W.  Moore,  Beaufort. 

At  the  March  meeting,  the  chief  items  discussed 
were  the  x-ray  follow-up  program,  after  the  mass 
x-ray  survey  is  concluded,  and  the  matter  of  the  use 
of  immune  globulin  in  the  control  of  measles. 

At  the  Beaufort  Rotary  Club  on  March  15,  Dr. 
F.  E.  Hyde,  president  of  the  Carteret  County  Medical 
Society,  discussed  "Political  Medicine."  His  talk  was 
favorably  received. 

Reported  by  N.  Thomas  Ennett,  M.D., 
Corresponding  Secretary 


Edgecombe-Nash  Counties  Medical 
Society 

A  motion  picture  on  "Management  of  the  Failing 
Heart"  was  shown  to  the  Edgecombe-Nash  Counties 
Medical  Society  at  its  meeting  in  Rockv  Mount  on 
March  9. 


Forsyth  County  Medical  Society 

The    Forsyth    County    Medical    Society    met    with 
the  Trudeau  Society  in  Winston-Salem  on  April  18. 


Halifax  County  Medical  Society 

Dr.  T.  F.  Adkins  of  Durham  spoke  on  "Abnormal 
Uterine  Bleeding"  at  a  dinner  meeting  of  the  Hali- 
fax Countv  Medical  Society,  held  in  Roanoke  Rapids 
on  April  8. 


News  Notes 

Dr.  Frederick  A.  Blount  has  announced  the  open- 
ing of  offices  at  College  Village  in  Winston-Salem. 
His  practice  will  be  limited  to  the  care  of  infants 
and  children. 

^::  :{:  :;:  * 

Dr.  S.  F.  Horne  has  opened  offices  in  the  New 
Ricks  Hotel  Building,  Rocky  Mount,  for  the  practice 
of  dermatology  and  syphilology. 

Dr.  Sam  E.  Way  has  announced  his  association 
with  Drs.  M.  L.  Stone  and  O.  E.  Bell  in  the  Speight- 
Stone-Bell  Clinic  in  Rocky  Mount.  His  practice  will 
be  limited  to  general  surgery. 


AMERICAN  Cancer  Society 

A  new  film,  titled  "Cancer:  The  Problem  of  Early 
Diagnosis,"  which  has  received  the  approval  of  the 
American  Medical  Association's  Committee  on  Medi- 
cal Motion  Pictures,  was  made  available  to  the  med- 
ical profession  recently  through  more  than  fifty 
state  and  regional  distributing  points. 

Through  the  efforts  of  its  co-sponsors,  the  Ameri- 
can Cancer  Society  and  the  National  Cancer  Insti- 
tute of  the  United  States  Public  Health  Service, 
prints  for  single  showings  may  be  borrowed  from 
State  Cancer  Society  offices,  State  Health  Depart- 
ments, and  four  regional  offices  of  .4.ssociation  Films 
located  in  New  York  City;  Chicago,  Illinois;  Dallas, 
Texas;  and  San  Francisco,  California. 

The  film,  designed  for  general  practitioners,  is 
based  on  the  premise  that  if  cancer  were  diagnosed 
early  and  effectively  treated  the  death  rate  might  be 
reduced  by  almost  50  per  cent. 

"Cancer:  The  Prolilem  of  Early  Diagnosis"  is  the 
first  in  a  series  of  six  films  to  deal  with  the  subject. 
The  succeeding  five,  to  be  released  within  the  next 
two  years,  _  will  deal  with  diagnosis  of  cancer  by 
specific  body  site. 
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Cook  County  Graduate  School  of 
Medicine 

The  Cook  County  Graduate  School  of  Medicine  of 
Chicago  has  arranged  two  courses  that  will  be  of 
special  interest  to  some  of  the  members  of  the  North 
Carolina  medical  profession.  A  two  weeks'  intensive 
pergonal  course  in  the  "Diagnosis  and  Treatment  of 
Congenital  Malformations  of  the  Heart"  will  be  of- 
fered by  Benjamin  M.  Gasul,  M.D.  starting  Monday, 
June  13.  A  two  weeks'  intensive  personal  course  in 
"Cei'ebral  Palsy"  will  be  offered  by  M.  A.  Perlstein, 
M.D.  starting  Monday,  August  1.  These  physicians 
are  members  of  the  attending  staff  of  the  Cook 
County  Hospital. 


Course  in  Gastrointestinal  Surgery 

The  National  Gastroenterological  Association,'  in 
cooperation  with  the  Postgraduate  Division  of  Tufts 
College  Medical  School  and  the  First  and  Second 
Surgical  Services  of  the  Boston  City  Hospital,  an- 
nounces a  course  in  gastrointestinal  surgery  to  be 
given  at  the  Boston  City  Hospital,  Boston,  on  Oc- 
tober 27,  28,  29,  1949. 

The  course  will  cover  various  phases  of  gastro- 
intestinal surgery.  It  will  be  under  the  personal 
direction  of  Dr.  Owen  H.  Wangensteen,  professor 
of  surgery.  University  of  Minnesota  Medical  School, 
assisted  by  Lord  Alfred  Webb-Johnson,  president 
of  the  Royal  College  of  Surgeons,  London,  England, 
and  the  members  of  the  surgical  staff  of  the  Boston 
City  Hospital,  as  well  as  other  distinguished  guests. 

Enrollment  in  the  course  is  limited  to  250.  The 
fee  will  be  $35.00  per  person.  Veterans  may  take 
this  course  under  the  G.  I.  Bill  of  Rights. 

For  further  information  and  enrollment,  write  to 
the  National  Gastroenterological  Association,  Dept. 
GSJ.  1819  Broadway.  New  York  23,  N.  Y. 


American  Association  of  Railway 
Surgeons 

The  sixty-first  annual  meeting  of  the  American 
Association  of  Railway  Surgeons  will  be  held  at 
the  Drake  Hotel,  Chicago,  Illinois,  June  30-July  2, 
1949.  The  morning  sessions  will  include  twelve  pa- 
pers on  various  medica'  and  surgical  subjects,  given 
by  outstanding  authorities.  The  two  afternoon  ses- 
sions will  be  devoted  to  symposia  on  "Lesions  of  the 
Bones  and  Joints"  and  "Intrathoracic  Disorders." 
The  annual  dinner  will  be  held  at  the  Drake  Hotel 
on  Friday  evening,  July  1,  1949.  There  will  be  a 
technical  exhibit  in  conjunction  with  the  scientific 
meetings. 

Room  reservations  may  be  made  at  the  Drake 
Hotel  or  at  the  nearby  Knickerbocker  Hotel. 


internati0n.4l  congress  on  rheumatic 
Diseases 

The  current  interest  in  arthritis  and  the  other 
rheumatic  diseases  will  receive  additional  impetus 
when  several  hundred  physicians  from  the  United 
States  and  foreign  countries  gather  at  the  Waldorf 
Astoria  in  New  York  for  the  seventh  International 
Congress  on  Rheumatic  Diseases  from  May  10  to 
June  3.  This  Congress  is  sponsored  and  supported 
by  several  organizations,  including  the  American 
Rheumatism  Association,  the  United  States  Public 
Health  Service,  and  the  Arthritis  and  Rheumatism 
Foundation,  the  latter  being  established  only  in  1948. 

Inquiries  concerning  registration,  the  complete 
program,  and  other  aspects  of  the  Congress  can  be 
addressed  to  Mr.  Robert  D.  Potter.  Executive  Di- 
rector, 535  Fifth  Avenue,  New  Y'ork,  New  Y'ork. 
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MRS.  J.  B.  SIDBURY 

Mr.s.  J.  B.  Sidbury  died  October  23,  1948, 
in  Wilmington.  With  her  passing,  the  Auxil- 
iary lost  one  of  its  most  loyal  and  stalwart 
members.  For  many  years,  Mrs.  Sidbury 
gave  of  her  abilities  and  personality  to  en- 
rich the  program  of  the  Auxiliary.  She 
leaves,  therefore,  a  treasury  of  pleasant 
memories  for  its  entire  membership.  Tact, 
consideration,  cheerfulness,  enthusiasm,  de- 
pendability, and  humility,  all  of  a  high  de- 
gree, characterized  her  work.  To  these  she 
added  a  host  of  capabilities  and  a  forthright- 
ness  which  won  our  admiration  and  respect. 

Willie  Daniel  Sidbury  was  born  in  the 
Methodist  parsonage  at  York,  South  Caro- 
lina, where  her  father  and  mother.  Reverend 
and  Mrs.  W.  W.  Daniel,  were  serving.  She 
was  graduated  from  Columbia  College  in 
Columbia,  South  Carolina,  while  her  father 
was  president  of  that  institution.  It  was 
while  she  was  doing  graduate  study  at  Co- 
lumbia University  in  New  York  City  that 
she  met  Dr.  J.  B.  Sidbury,  who  was  at  Physi- 
cians' and  Surgeons'  Hospital.  They  were 
married  in  1918.  Since  that  time  they  have 
lived  in  \yilmington.  It  may  be  said  that, 
while  Wilmington  I'emained  home  to  this 
fine  couple,  they  both  belonged  to  the  entire 
state. 

Sirs.  Sidbury's  interests  were  wide  and 
varied.  She  took  an  active  part  in  all  for- 
ward looking  civic  and  cultural  programs. 
Perhaps  her  greatest  contributions  were 
made  as  President  of  the  State  Parent- 
Teacher  Association,  of  the  State  Garden 
Clubs,  and  of  the  Auxiliary  to  the  Medical 
Society  of  the  State  of  North  Carolina. 

During  World  War  II,  despite  failing 
health,  she  was  active  in  war  service  .  .  . 
receiving  special  recognition  for  her  work 
with  Red  Cross  volunteers  in  the  armed  serv- 
ices' hospitals  in  the  eastern  North  Carolina 
area. 

She  was.  without  doubt,  the  most  sought 
after  woman  in  North  Carolina  on  matters 
of  parliamentary  procedure.  It  seemed  that 
every  organization  needed  her  advice  and 
counsel.  She  found  herself  heading  many  a 
constitution  and  by-laws  committee! 

All  of  us  who  knew  her  and  had  the  privi- 
lege of  working  with  her  will  miss,  sorely, 
her  guidance  and  counsel  at  future  Auxiliaiy, 
meetings.    In  truth,  it  will  be  hard  to  thinkl 
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of  an  Auxiliaiy  meeting  without  Mrs.  Sid- 
bury.  Her  winning  smile,  that  comfortable 
feeling,  once  she  arrived,  that  all  was  well 
were  so  apparent  to  every  one  except  Mrs. 
Sidbury  herself! 

But  she  would  have  us  go  forward!  She 
would  have  us  strive  to  bring  to  fruition, 
more  fully  than  ever  before,  the  objectives 
of  our  Auxiliary — the  objectives  for  which 
she  gave  so  deeply  of  her  energy,  interests, 
and  capacities.  Having  carried,  throughout 
her  entire  married  life,  the  banner  of  higher 
aims  and  attainments  for  our  Auxiliary,  Mrs. 
Sidbury,  in  passing  that  banner  to  those  of 
us  remaining,  shall  be  most  honored,  most 
revered,  and  most  sincerely  mourned  by  our 
receiving  it  in  its  true  sense  and  keeping  it 
aloft  ahvays ! 

TWENTY-SIXTH  ANNUAL  MEETING 

OF  THE 

AUXILIARY  TO  THE  MEDICAL 

SOCIETY  OF  THE  STATE  OF 

NORTH  CAROLINA 

RULES   AND  PROCEDURE 

1.  Register  on  arrival  and  receive  badge  ($2.00 — 
fifty  cents  for  Auxiliary  expense  and  one  dollar 
due  to  Auxiliary  of  A.  M.  A.,  and  fifty  cents 
for  upkeep  of  three  beds  at  State  Sanatoria 
maintained  for  doctors,  doctors'  families,  nurses, 
children,  others,  preference  in  order  given — 
fee  for  all  who  do  not  present  current  member- 
ship card).  Wear  badge  to  all  functions. 

2.  Register  for  Bridge  Party. 

3.  Secure  luncheon  ticket. 

Guests  registered  at  Carolina  Hotel  attending 
luncheon  notify  cashier  at  Hotel  prior  to  11:00 
A.  M.  to  obtain  a  luncheon  credit  ticket.  Those  reg- 
istered at  Holly  Inn  get  transfer  tickets  at  Holly 
Inn  Desk  before  10:00  A.M.  These  tickets  will  be 
accepted  at  Country  Club.  All  not  having  transfer 
tickets  will  pay  $2.00  at  the  Country  Club.  Special 
table  for  Past  Presidents. 

PROGRAM 

MONDAY,  MAY  9TH 

8:.30  P.M.— Bingo    Party    —    Pine    Room    —    Mrs. 
George  Heinitsh,  Chairman. 

TUESDAY,   MAY   10th 

9:00  A.M. — Executive      Board      Meeting    —    Pine 
Room. 

10:30  A.M. — Annual   Meeting  —  Pine  Room. 


1:00  P.M.— Luncheon— Pinehurst  Country  Club- 
Mrs.  W.  F.  Hollister,  Chairman. 

4:00  P.M.— Tea— West  Parlor— Mrs.  Paul  McCain, 
Chairman. 

WEDNESDAY,  MAY  IITH 

10:00  A.M.— Bridge    Party    (Large   Card  Room)— 
Mrs.  R.  M.  McMillan,  Chairman. 


GENERAL  MEETING 

Tuesday,  May  10th— 10:30  A.M. 

Pine  Room 

Mrs.   Raymond  Thompson,  President,  Presiding 

PROGRAM 

Call    to    order Mrs.    Raymond    Thompson,    Charlotte 

Invocation Mrs.    Jostph   A.    Elliott,    Charlotte 

Address  of  Welcome Mrs.    W.   F.    Hollister,   Southern   Pines 

^«>^P°"''«' Mrs.    G.    M.    Billings,    Morganton 

Memorial    Service _ Mrs.    H.    H.    Foster,    Norlina 

Reports  of   Executive   Officers 
First     Vice-President 

Chmn.  of  Organization... .Mrs.  W.  Reece  Berryhill,  Chapel  Hill 
Second    Vice-President 

Chairman    of    Activities Mrs.    M.    D.    Hill.  Raleigh 

Corresponding   Secretary Mrs.   Charles   H.    Gay,   Charlotte 

Recording  Secretary Mrs.    David   Cayer.    Winston-Salem 

Treasurer Mrs.   E.   C.   Judd,    Raleigh 

President Mrs.    Raymond   Thompson,    Charlotte 

Report   of    Chairman  of 

Advisory  Board Dr.   Rachel  Davis,   Kinston 

Report  of  Chairman  of 

Revision   Committee Mrs.   Robert  T.   Pigford,   Wilmington 

Greetings    from    Medical    Society    of    the 

State  of  North  Carolina Dr.  J.  F.  Robertson,  Wilmington 

Presentation  of  Davis  Cup 
Unfinished   Business 

New    Business 

Election    of    Delegatts   to   National    Au.xiliary 

Report    of 

Nominating  Committee  Mrs.  Ben  H.  Kendall    Shelby 

Ili.stiillation    of  Olficer.s  _   .Mrs.    W.   Ueece   Uerrvliill.    fliapel 
Hill 

Presentation    of    Gavel 

Inaugural  Remarks Mrs.  Thomas  Leslie  Lee,  Kinston 

Announcements 
Adjournment 

MOORE  COUNTY  AUXILIARY  HOSTESSES 

Mrs.    James    S.    Milliken,    President Southern  Pines 

Mrs.     A.     A.     Vanore.     Vice-President Southern   Pines 

Mrs.    R.    M.    McMillan,    Secretary-Treasurer -...Southern  Pines 

Mrs.  P.  P.  McCain.  General  Chairman  Southern  Pines 

Mrs.     H.     E.    Bowman Aberdeen 

Mrs.   Wm.   F.   Hollister Southern  Pines 

Mrs.     George    Heinitsh Southern  Pines 

Mrs.    M.    T.    Pishkoe Southern  Pines 

Mrs.   R.   G.   Rosser Vass 

Mrs.   C.  E.  Brady Robbins 

Mrs.  W.  M.  Marr _ Pinehurst 

Mrs.    J.    C.    Grier... Pinehurst 

Mrs.    Malcolm  Kemp Southern  Pines 

Mrs.     Charles     Grier Carthage 

SPECIAL  GUESTS  COMMITTEE 

Mrs.   Edward  R.   Hipp ; charlotte 

Mrs.  John  P.  Kennedy Charlotte 

Mrs.    Charles    L.    Nance Charlotte 

Mrs.     Walter    Summerville. Charlotte 


A.  M.  A.  CONVENTION 

The  American  Medical  Association  meets 
June  6-10  in  Atlantic  City,  New  Jersey.  Had- 
don  Hall  will  be  headquarters.  All  Auxiliary 
members  who  are  planning  to  attend  are 
asked  to  notify  Mrs.  Raymond  Thompson, 
240  Cherokee  Road,  Charlotte,  N.  C,  so  that 
she  may  send  them  a  registration  card. 
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"It  is  to  be  hoped  that  this  little  volume 
will  have  a  wide  circulation." 

— Xurth  CaroViita  MLdk'ftl  Journal 

The   Case   Against 
Socialized   Medicine 

By   Lawrence   Sullivan 

"A    book   of    far-reaching   significance." 

— Journal  of  Insttraiue  Medicine 

"His  arguments  against  Socialized  Medi- 
cine are  worthy  of  the  tax-payers' 
study." 

— Xeu-   Berl/ord  Standard 

"The  chapter  on  pre-fabricated  statistics 
« ill  prove  an  eye-opener." 

— Cliica'jo  Tribune 

".  .  .  large  type,  well  written,  easy  to  read." 

-    llliiinis    Ihntal    .luiirnid 

"He  has  broiighl  out  the  fact  that  the 
Government  is  one  of  the  prime  pro- 
moters of  Socialized  Medicine." 

—Charles  P.  Kijland,  M.D. 

"An  important   contribution." 

—South   Bend   Tribune 

"Outlines  the  opposition  to  Socialized  Medi- 
cine with  much  pungency,  and  many 
hard-hitting  punches." 

—The  Speetatta- 

"'I'he  chief  fault  is  that  it  is  so  brief.  You 
can   read   it    through  in  half  an  hour." 

Conueetici'i   Medical   Journal 


Mail   Orders  Shipped   Same  Day 
Deliverv    Guaranteed 


At  All  Bookstores,  $1.50 


THE   STATESMAN    PRESS 

NATIONAL   PRESS    BUILDING 

WASHINGTON  4,    D.   C. 
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Methods    in    ^Medical    Research,    Volume    1. 

Edited  by  Van  R.  Potter.  Price,  .?8.00.  372 
pages.  Chicago:  The  Year  Book  Publishers, 
1948. 

This  volume,  the  first  in  a  series,  represents  an 
intriguing  departure  in  medical  books.  Tlie  authors 
have  elected  to  review,  periodically,  the  methods 
proposed  for  the  solution  of  some  experimental 
prolDlem.  Because  of  the  frequent  modifications  and 
improvements  worked  out  in  laboratories  and  not 
published,  and  because  the  puljlication  of  methods 
in  original  articles  appearing  in  many  journals  is 
severely  restricted  by  space  limitations,  this  series 
should  serve  a  very  useful  purpose. 

The  current  volume  reviews  four  subjects:  (1) 
assay  of  antibiotics;  (2)  circulation — blood  flow 
measurement;  (3)  selected  methods  in  gastroenter- 
ologic  lesearch;  (4)  cellular  respiration.  The  tech- 
niques of  assay  for  penicillin  and  streptomycin  are 
given  in  detail,  and  can  be  readily  followed  in  any 
laboratory.  The  survey  of  blood  flow  measurements 
is  presented  from  the  laboratory  point  of  view  in 
animals,  and  the  application  to  disease  in  man  is 
discussed.  Individual  articles  in  this  section  have 
been  reviewed  frequently  by  several  people,  and 
comments  of  the  reviewers  are  appended.  The  sec- 
tion on  gastroenterolog'ic  research  is  short  and  cov- 
ers only  three  subjects:  choleretic  compounds,  the 
Mann-Williamson  dog,  and  gastric  acidities  in  man. 
The  section  on  cellular  respiration  discusses  tech- 
niques for  measuring  o.xygen  consumption  in  intact 
small  animals,  as  well  as  in  tissue  slices  and  tissue 
homogenates. 

Bibliographies  are  included  with  each  section. 
Graphs  and  monographs  are  included  where  they 
would  be  helpful.  The  volume  would  be  useful  in 
any  research  laboratory,  but  would  be  of  limited 
value  to  students  or  practitioners. 


Everyday  Psychiatry.  By  John  D.  Campbell, 
M.D.   Diplomate,   American   Board   of   Neu- 
rology and  Psychiatry;   Psychiatrist  to   St. 
Joseph's   Infirmary  and  Crawford   W.  Long 
Hospital,  Atlanta,  Georgia.  Ed.  2.  394  pages. 
Price,   $6.00.   Phialdelphia:   J.   B.   Lippincott 
Company,   1949. 
Tho.s^e  who  read  the  first  edition  of  Dr.  Campbell's 
book  will  not  be  surprised  to  know  that  its  success 
has    justified    a    second    edition,    enlaiged    by    sixty 
pages.    What    was    said    in    the   review   of   the    first 
edition    (North   Carolina   M.  J.   7:41,  Jan.,   1946)    is 
even  more  true  of  the  second:  "This  book  fulfills  the 
expectations  aroused  by  its  name."  The  first  edition 
was  based  largely  upon   the  author's   experience   in 
dealing  with  service  men;  consequently  most  of  his 
reports  dealt  with  men.  In  the  second  edition  much 
more  attention  is   paid  to  the  problems   of  civilian 
practice,   and   much   new   material    has    been   added. 
The  chapter  on  the  psychoneuroses  has  been  rewrit- 
ten, and  electroshock  treatment   is  discussed.   Some 
who  have  used  insulin  with  good  results  in  selected 
cases    will    perhaps    object   to    the    rather   curt    dis- 
missal of  this  foim  of  therapy  in  favor  of  electro- 
shock. 

The  author  has  adhered  to  the  principle  of  the 
first  edition — telling  the  reader  how  to  recognize 
and  treat  the  psychoneurotic  and  mild  psychiatric 
problems  that  are  encountered  in  everyday  practice. 
The  second  edition  of  Everyday  Psychiatry  can  be 
recommended  even  more  heartily  than  the  first  to 
all  practitioners  who  want  to  learn  more  about  the 
psychiatric  problems  that  confront  them  every  day. 
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Alias  of  Peripheral  Nerve  Injuries.  By  Wil- 
liam  R.   Lyons.   Ph.D.,   A.ssociato   Professor 
of  Anatomy,  University  of  California  Medi- 
cal School;"  and  Barnes  Woodhall.  M.D.,  Pro- 
fessor    of     Neurosurgery,      Duke     Medical 
School,    Durham,    N.    C.    3.39    pages.    Price, 
$16.00.     Philadelphia    and     London:     W.    B. 
Saunders  Company,  1949. 
In  tht  early  months  of  World  War  II,  when  efforts 
were    made    by   those    concerned    with    the    care    of 
peripheral  nerye  injuries  to  glean  all  the  informa- 
tion   possible    from    nerye    injuries    treated    during 
World  War  I,  it  was  all  too   obvious  that   the   ma- 
terial   had    never    been    properly    concentrated    and 
analyzed.    The    collection    of    material    from    World 
War  II  was  begun  in  those  days  by  the  Neurologi- 
cal Consultant  to  the  Office  of  the  Surgeon  General 
of  the  Army,  and,  largely  as  a  result  of  this  work, 
the  peripheral  nerve  injuries  of  World  War  II  were 
subjected     to     intensive     study     by     neurosurgeons, 
neuropathologists,  neurophysiologists,  and  a  host  of 
other  scientists  working  as  teams  in  various  neuro- 
sui'gical   centers. 

The  Atlas  of  Peripheral  Nerve  Injuries  by  Dr. 
Lyons  and  Dr.  Woodhall  is  a  forthright,  detailed, 
authoritative  compilation  of  this  tremendous  mass 
of  data.  Only  an  intensive  interest  and  enthusiasm 
could  have  made  possible  the  completion  of  this 
woi'k.  The  authoi-s  have  applied  to  this  task  an  ex- 
tensive scientific  experience,  and  the  monograph 
shows  evidence  of  planning  and  careful  selection  of 
material,  which  make  it  useful  to  all  those  interested 
in  this  subject. 

The  text  is  well  written  in  clear-cut  English.  It 
was  written  at  a  time  when  the  war  expei'ience  with 
peripheral  nerve  injuries  could  be  evaluated  with 
some  objectivity,  and  after  the  work  of  men  in  other 
fields  and  in  other  countries  was  available  for  ci'itical 
analysis.  The  discussion  of  "Completely  Severed 
Nerves,'"  dealing  with  the  mechanics  of  injuries  to 
the  peripheral  nerves,  deserves  special  mention.  A 
large  mass  of  literature  on  this  aspect  of  the  prob- 
lem has  been  condensed  into  a  few  pages,  the  read- 
ing of  which  leaves  one  with  a  clear  concept  of 
the  problem.  In  a  similar  manner  the  section  de- 
voted to  "'Nerve  Grafts"  is  an  extremely  lucid  and 
impartial  presentation  of  the  facts. 

The  Atlas  is  profusely  illustrated  with  more  than 
600  photographs,  selected  from  a  tremendous  collec- 
tion of  such  material  available  to  the  authors.  The 
care  with  which  these  have  been  composed  on  each 
page  to  give  a  sense  of  symmetry  and  order  to  the 
entire  publication  should  be  a  source  of  pride  to 
both  the  author?  and  the  publishers.  The  text  is 
singularly  free  of  typographical  errors,  and  the 
volume  is  printed  on  excellent  paper  and  well  bound. 
This  book  will  be  of  special  interest  to  neuro- 
surgeons and  those  in  other  fields  of  surgery  con- 
cerned witli  peripheral  nerve  injuries.  It  will  become 
a  standard  reference  for  any  study  of  this  subject, 
and,  taken  as  a  companion  piece  to  Peripheral  Nerve 
Injuries  by  Haymaker  and  Woodhall,  offers  the  most 
complete  presentation  of  the  subject  now  available. 


Mayo  Clinic  Diet  Manual.  By  the  Committee 

on  Dietetics  of  the  Mayo  Clinic.  329  pages. 

Price,  $4.00.  Philadelphia  and  London:  W.  B. 

Saunders  Company,  1949. 
Increased    interest    in    the    importance    of    <lieto- 
therapy   for   the   maintenance   of   health   and    treat- 
ment of  diseases  has   aroused  considerable   interest 
in  the  practical  aspects  of  dietetics. 

The  Mayo  Clinic  manual  is  designed  to  provide  the 
answer  to  the  problem  of  feeding  the  patient  who 
needs  a  special  diet.  Some  thirty-five  different  diets 
are  described.  The  principles  of  each  diet,  a  general 
description,  and,  in  many  instances,  methods  for  its 


preparation  are  given.  Sample  menus  are  carefully 
evaluated  in  terms  of  National  Research  Council 
vitamin  requirements. 

Most  practicing  physicians  will  be  particularly  in- 
terested in  the  diets  used  in  the  management  of 
gastrointestinal  disorders  and  cardiovascular  renal 
disease.  However,  diets  for  the  management  of  al- 
lergy, diabetes,  obesity,  underweight,  and  postoper- 
ative management,  as  well  as  diets  for  children  and 
many  others,  are  also  included. 

A  forty-six  page  appendix  includes  a  comprehen- 
sive table  of  food  composition,  vitamin  supplements, 
and  height-and-weight  tables. 

This  book  represents  the  results  of  careful  clini- 
cal and  laboratory  research  and  sound  practical  ex- 
perience. It  emphasizes  that  the  clinical  diagnosis 
and  correct  choice  of  a  diet  still  rest  with  the  phy- 
sician. It  is  a  valuable  source  of  information,  and 
should  be  of  interest  and  value  to  all  students  and 
practitioners  of  medicine. 


The  Business  Side  of  Medical  Practice.   By 

Theodore    Wiprud,    Executive    Director   and 
Secretary  of  the  ;\Iedical  Society  of  the  Dis- 
trict of  Columbia  and   Managing  Editor  of 
the   Medical   Annals  of  the   District  of  Co- 
lumbia.  Ed.   2.   232   pages   with  22   figures. 
Price,  $3.50.  Philadelphia  and  London:  W.  B. 
Saunders   Company,  1949. 
There  are  few,  if  any,  men  in  the  United  States 
better   qualified   than    Mr.   Wiprud   to   write    on   the 
business  side  of  medical  practice.  His  long  experience 
as  executive  director  of  the  Medical  Society  of  the 
District    of    Columbia    has    given    him    frrst    hand 
knowledge    of    the    problems    of    medical    men.    As 
managing  editor  of  the  Medical  Annals  he  is  thor- 
oughly familiar  with  the  problems  of  preparing  med- 
ical papers  for  publication,  and  with  the  importance 
of   a   physician's    being   able    to    express   himself   in 
speaking"  or  writing.  Certainly,  after  living  so  long 
in  Washington,  he  has  learned  how  important  it  is 
for   doctors,   even    those    in   private   practice,   to    be 
interested  in  public  affairs. 

This  book  gives  doctors  much  more  than  excel- 
lent advice  about  building  a  practice,  managing  an 
office,  keeping  books  and  records,  and  dealing  with 
medicolegal  problems.  It  deals  with  the  preparation 
of  manuscripts,  public  speaking,  and  relations  with 
the  press  and  the  public.  Among  the  best  chapters 
are  these  dealing  with  medical  meetings,  group 
medical  practice,  and  I'elations  with  other  doctors. 
The  book  can  be  heartily  commended  to  any  prac- 
ticing physician.  It  should  be  of  particular  interest 
to  North  Carolinians,  since  Mr.  Wiprud  is  the 
father-in-law  of  Dr.  Isaac  Manning,  Jr.,  of  Durham. 


Clinical  Case-Taking.    By  George  R.   Herr- 
mann,  ;\I.D.,   Ph.D..  Professor  of   Medicine, 
University  of  Texas.  240  pages.  Price,  $3.50. 
St.  Louis:  C.  V.  Mosby  Company.  1949. 
The  author  emphasizes  that   the  art  of  medicine 
in  large  measure  depends  on  the  ability  of  the  phy- 
sician  to    interpret   the   complaints    of   the   patient. 
He  stresses  the   systematic   method   of  history  tak- 
ing and  a  complete  study  of  each  individual  patient. 
He    stresses    logical    sequence    and    arrangement    of 
data  as  a  prerequisite  to  intelligent,  accurate  diag- 
nosis. 

After  a  general  outline  of  history  taking,  the  com- 
mon chief  complaints  and  the  significant  physical 
and  laboratory  findings  apt  to  be  associated  are 
discussed.  Special  sections  on  history  and  physical 
examination  outlines  for  surgical  and  pediatric 
cases  are  included. 

This  book  is  of  value  to  students  of  physical  diag- 
nosis, to  house  officers,  and  to  physicians  for  gen- 
eral review. 
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National  Society  for  Crippled  Children 
AND  Adults 

The  Annual  Convention  of  the  National  Society 
for  Crippled  Chiklren  and  Adults  will  be  held  No- 
vember 7,  8,  and  9,  at  the  Commodore  Hotel  in  New 
York. 


American  Board  of  Orthopaedic 
Surgery,  Inc. 

The  following'  change  has  liecn  nuulc  in  the  regu- 
lations of  the  Board: 
(■2)    examination,    Part    1. 

(a)  Eligibility  for  Examination,  Fart  I:  Begin- 
ning in  the  year  lil52  the  minimum  requirements 
for  eligibility  for  examination.  Part  I,  shall  con- 
sist of  completion  of  an  internship;  a  year  of 
resident  training  in  general  surgeiy  and  two 
years  of  resident  training  in  orthopaedic  sur- 
gery.on  an  approved  service. 

Applicants  filing  in  11)51  for  examination. 
Part  I,  to  be  given  in  11)52  are  subject  to  these 
minimum  requirements. 


American  Academy  of  Neurology 

The  American  Academy  of  Neuiology,  whose  pur- 
pose it  is  to  further  and  encourage  the  practice  of 
clinical  neurology  and  to  stimulate  teaching  and  re- 
search in  neurology  and  allied  sciences,  has  recently 
been   established. 

Active  membership  in  the  Academy  is  open  to 
every  physician  who  has  iieen  certified  in  neurology 
or  in  both  neurology  and  psychiatry.  Junior  member- 
ship is  available  to  physicians  presently  engaged  in 
postgraduate  studies  in  neurology  or  who  are  await- 
ing certification  in  neurology.  In  addition,  there  is 
an  associate  membership  for  those  who  are  not  cer- 
tified in  neurology  but  whose  interests  are  in  fields 
related  to  neurology. 

The  first  scientific  meeting  will  be  held  at  the 
French  Lick  Springs  Hotel,  French  Lick  Springs, 
Indiana,  on  June  1,  2,  and  3.  Dr.  Dave  B.  Ruskin 
of  the  Caro  State  Hospital,  Caro,  Michigan,  is  in 
charge  of  the  scientific  program. 

Communications  to  the  Academy  should  be  ad- 
dressed to  Dr.  Joe  R.  Brown,  19  Millard  Hall,  Uni- 
versity of  Minnesota,  Minneapolis   14,  Minnesota. 


United  States  Atomic  Energy 
Commission 

Twenty-one  new  research  pro,jects  in  biology  and 
medicine  will  be  financed  by  the  U.  S.  Atomic 
Energy  Commission,  under  contract  with  sixteen  uni- 
versities and  two  hospitals.  With  the  new  contracts 
a  total  of  seventy-eight  research  studies  in  biology 
and  medicine  are  currently  being  financed  by  the 
Commission,  in  addition  to  the  work  being  done  at 
the  major  laboratories  of  the  national  atomic  energy 
piogi'am. 

Included  in  the  twenty-one  now  projects  are  five 
in  North  Carolina:  one  at  Duke  University  by  Dr. 
Philip  Handler,  Office  of  Naval  Research,  on  Meta- 
bolic Studies  with  Radioactive  Isotopes;  one  at  the 
University  of  North  Carolina  by  Dr.  C.  P.  Van 
Cleave  and  Dr.  C.  T.  Kaylor,  Oak  Ridge  Operations 
Office  on  Radioautographic  Study  of  Beriillium  7; 
and  three  at  North  Carolina  State  College. 


Life  Insurance  Medical  Research  Fund 

Life  insurance  companies  of  the  United  States 
and  Canada  will  contribute  $680,000  during  the  com- 
ing year  for  the  support  of  heart  disease  research, 
it  was  announced  recently  by  M.  Albert  Linton, 
chairman  of  the  Life  Insurance  Medical  Research 
Fund.  The  awards  raise  to  more  than  .$2,500,000  the 
amount  contributed  by  the  companies  since  the  Fund 
was  started  late  in  1945.  One  award  of  $10,500  went 
to  Duke  University  School  of  Medicine,  for  research 
by  Dr.  Walter  Kempner  on  the  effect  of  diet  on 
mineral  metabolism  in  renal  and  hypertensive  dis- 
ease. 


Federal  Security  Agency 

Federal  agencies  of  the  United  States  and  C'anada 
have  joined  to  sponsor  an  across-the-liorder  cam- 
paign to  tell  the  story  of  cancer  research — what  it 
means,  what  it  has  accomplished,  what  directions 
it  is  taking — to  the  people  of  both  countries.  A  half- 
hour  documentary  film,  tentatively  titled  "The  Scien- 
tist vs.  Cancer,"  is  described  as  the  keystone  of 
the  new  program. 

.Appointment  of  Dr.  James  A.  Shannon  of  the 
Squilib  Institute  for  Medical  Research,  New  Bruns- 
wick, New  Jersey,  to  the  National  Heart  Institute 
as  Associate  Diiector  in  charge  of  research  was 
announced  recently  by  Surgeon  General  Leonard  A. 
Scheele  of  the  Public  Health  Service. 

Research  grants  totaling  $2,040,900  to  finance 
medical  and  allied  research  projects  at  non-federal 
institutions  in  thirty  states,  Alaska,  Puerto  Rico, 
and  the  District  of  Columbia  were  announced  re- 
cently by  Oscar  R.  Ewing,  Fedeial  Security  Admin- 
istrator. The  grants  include  two  to  the  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College,  seven 
to  Duke  University,  and  three  to  the  University  of 
North  Carolina. 


Institute  of  Life  Insurance 

Three  quarters  of  all  the  babies  born  last  year 
will  live  to  the  age  of  60  and  one  half  will  be  alive 
at  the  age  of  72,  even  if  there  is  no  further  im- 
provement in  mortality.  This  is  in  marked  contrast 
with  the  beginning  of  the  century  when,  under  the 
then  prevailing  mortality  conditions,  only  three- 
quarters  of  those  boi-n  at  that  time  would  live  to  the 
age  of  24  and  one-half  would  be  alive  at  the  age  of 
58. 

This  dramatic  change  in  the  nation's  health  en- 
vironment was  reported  recently  by  Reinhard  A. 
Hohaus,  actuary.  Metropolitan  Life  Insurance  Com- 
pany, in  an  editorial  appearing  in  the  Wisconsin 
State  Medical  Journal. 

A  major  factor  in  the  greatly  increased  length  of 
the  average  life  span  has  been  the  control  of  infec- 
tious and  acute  diseases,  notably  those  of  childhood, 
Mr.  Hohaus  stated. 


Asphy.ma  and  Resuscitation 

If  either  of  these  topics  interests  you,  write  for 
a  free  copy  of  Spad  News.  A  postcard  will  In'ing 
you  a  copy  without  charge.  The  Society  for  the 
Prevention  of  Asphyxial  Death,  Inc.  is  pioneering  in 
a  neglected  major  medical  field.  It  is  attempting 
to  coordinate  the  efforts  of  the  physician  an<l  the 
technician  in  resuscitation,  to  the  end  that  the  high 
mortality  from  asphvxial  accidents  may  be  reduced. 

A.ddie'ss  Secretarv,  S.P.A.D.,  Inc.,  Box  162,  New 
York  21,  N.  Y. 
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PRESIDENT'S  ADDRESS 

James  F.  Robertson,  M.D. 
Wilmington 


This  is  indeed  a  happy  occasion  for  me, 
and  I  am  proud  to  have  had  a  hand  in  deal- 
ing with  the  many  problems  which  have 
come  before  this  organization  in  the  past 
year.  Some  of  them  have  been  met  and  dealt 
with  very  successfully,  and  I  feel  that  we 
can  truthfully  say  that  some  worthwhile  ob- 
jectives have  been  achieved.  Each  year  the 
work  of  this  Society  becomes  more  volum- 
inous and  more  time  consuming,  and  I  am 
very  glad  that  we  now  have  a  full  time  exec- 
utive secretary,  who  can  take  a  great  many 
of  the  duties  from  the  shoulders  of  the  other 
officers.  If  we  are  fortunate  enough  to  get 
a  full  time  public  relations  director,  the 
president's  job  in  the  future  will  be  much 
less  arduous  and  time  consuming.  I  am  glad, 
however,  that  during  this  period  of  transi- 
tion you  will  have  a  most  able  president  for 
the  next  year,  and  one  who  will  be  able  to 
give  more  time  to  the  manifold  chores  he  is 
called  on  to  perform. 

As  in  every  business,  there  have  been  num- 
erous occasions  when  the  work  has  been  most 
enjoyable,  but  at  times  situations  have  arisen 
which  were  far  from  pleasant.  But  I  have 
yet  to  call  on  anyone  to  give  his  time  to  the 
Medical  Society  who  has  not  willingly  and 
generously  done  so.  I  have  made  many  very 
pleasant  contacts  and  some  fast  friends  dur- 
ing this  term  of  office,  and  I  have  been  im- 
pressed by  the  fact  that  one  must  know  and 
work  with  people  in  order  to  form  a  true 
picture  of  them.  At  times  the  opinions  we 
form  of  our  colleagues  on  superficial  ac- 
quaintance are  not  complimentary,  but  after 
knowing  and  working  with  them  we  usually 
find  these  to  be  erroneous  impressions.  I 
believe  that  everyone  has  much  good  in  him, 
although  it  is  manifested  in  different  wavs. 


Delivered   at  the  Sesquicentcimial   Baiitiutt,    .Medical    Swietv 
of  the  State  of  North  Carolina,   Pinchurst,  May  10.   1919. 


Recommendations 
A  permanent  home  for  the  Society 

In  my  address  to  the  House  of  Delegates 
I  made  three  recommendations  which  I  would 
like  to  emphasize  here  this  evening.  One  is 
the  project  for  a  permanent  home  for  the 
State  Medical  Society.  With  the  advice  and 
consent  of  the  Medical  Society,  I  appointed 
several  months  ago  a  committee  to  look  into 
the  feasibility  of  purchasing  a  site  for  a 
home  in  Raleigh.  They  were  asked  to  study 
the  question  and  report  to  us  at  this  meet- 
ing. Our  State  Medical  Society  should  defi- 
nitely own  a  permanent  home.  It  should  con- 
tain record  rooms,  offices,  a  rather  large 
meeting  room,  a  bedroom  suite  where  the 
oflicers  of  the  Society  could  stay  when  they 
are  in  Raleigh  on  business,  and  other  offices 
which  we  could  rent  to  such  auxiliary  organ- 
izations as  the  North  Carolina  Divisions  of 
the  Cancer  Society  and  the  Polio  Foundation, 
the  North  Carolina  Dental  Society,  the  Wo- 
man's Auxiliary,  the  State  Board  of  Medical 
Examiners,  and  the  Red  Cross. 

There  are  ample  funds  in  the  treasury  now 
to  initiate  this  project.  I  would  not,  however, 
advise  haste  in  undertaking  it.  I  think  a 
committee  should  be  prepared  at  any  time  to 
investigate  and,  with  the  advice  and  consent 
of  the  Executive  Committee,  purchase  a  suit- 
able piece  of  real  estate  if  the  price  and  site 
seem  right.  Then  there  should  be  set  aside 
from  the  receipts  of  the  Society  each  year  a 
definite  sum  which  would  be  earmarked  for 
the  permanent  home  and  would  be  used  for 
nothing  else. 

A  state  home  for  the  aged 

The  second  ]3roject  which  I  have  in  mind, 
and  which  I  believe  would  appeal  to  a  great 
many  of  our  fellow  citizens,  is  a  home  for 
the  aged  built  by  the  state.    It  should  be  a 
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place  where  they  could  be  housed  and  fed 
and  have  minimal  medical  cai-e  at  a  figure 
which  the  average  person  could  afford  to  pay. 
When  old  people  become  dependent  on 
their  chikh-en  for  support  and  are  forced  to 
live  with  a  young  married  couple,  this  ar- 
rangement does  not  often  produce  the  best 
results.  In  fact,  it  is  sometimes  the  cause 
of  unhappiness  in  the  home,  and  even  of 
divorce.  The  young  people  don't  like  it  and 
the  old  folks  don't  like  it.  Old  people  like  to 
be  independent  and  to  be  where  they  can 
have  company  which  is  congenial,  and  yet 
they  do  not  want  to  be  in  the  "poor  house." 
I  hope  that  we  can  interest  some  of  our  leg- 
islators in  a  project  of  this  sort,  so  that  such 
a  home  may  be  built,  and  supported  in  part 
by  funds  from  the  state. 

A  public  relations  director 

The  third  and  last  project  which  I  wish 
to  bring  to  your  attention  again  tonight  is 
that  of  employing  a  full  time  public  relations 
director.  Most  of  us  have  ideas  about  what 
should  be  done  in  the  realm  of  public  rela- 
tions, but  there  is  a  great  need  for  a  trained 
man  to  coordinate  our  ideas  and  to  advise 
with  us  and  lead  us.  Many  times  during  the 
past  year  and  a  half  I  have  had  to  make  deci- 
sions which  have  involved  public  relations. 
when  expert  advice  was  badly  needed. 
Usually  I  consulted  with  what  friends  and 
colleagues  were  near  by,  and  I  believe  that 
the  advice  I  received  has  been  sound.  How- 
ever, a  well  trained  public  relations  man 
could  save  us  much  embarrassment  and  some 
bad  advertising. 

My  idea  of  good  public  relations  is  not  so 
much  good  radio  and  newspaper  publicity  as 
it  is  guidance  and  education  of  us  doctors, 
along  with  all  of  our  employees  who  come 
in  contact  with  the  public  in  our  offices,  hos- 
pitals, and  over  the  phones  in  our  everyday 
work.  I  believe  that  a  good  public  relations 
director  could  increase  the  percentage  of 
membership  in  our  State  Society,  and  could 
see  and  point  out  our  weaknesses  and  short- 
comings in  a  way  no  doctor  could  do. 

As  I  see  it,  the  things  which  have  brought 
our  public  relations  to  a  new  low  in  the  past 
two  years  are  such  practices  as  rebates,  over- 
charging, failure  to  provide  for  emergency 
and  night  calls,  unnecessary  operations,  and 
unnecessary  gadgets  to  run  up  the  bill  to  a 
point  where  it  is  beyond  the  reach  of  the 
average  person  to  pay.  Many  of  these  things 
can  be  corrected  and   are  being  corrected, 


but  a  good  public  relations  director  could 
help  us  tremendously  with  these  and  other 
problems.  Dr.  Koonce  and  his  committee 
have  done  a  fine  job,  but  they  have  been 
handicapped  by  lack  of  funds,  lack  of  time, 
and  lack  of  special  training. 


SELECTED  NEURO-OPHTHALMOLOGIC 
DISORDERS 

Henry  Carroll  Smith,  M.D. 
Nashville,  Tennessee 

The  purpose  of  this  paper  is  to  present  a 
few  interesting  neuro-ophthalmologic  condi- 
tions, with  examples  which  occurred  in  my 
practice.  Although  the  titles  of  some  of  these 
conditions  would  seem  commonplace,  I  be- 
lieve that  the  cases  selected  cannot  be  so 
described.  Many  of  the  patients  were  seen 
during  the  three  years  that  I  spent  at  an 
Army  General  Hospital  which  was  desig- 
nated for  the  care  of  neurologic  disorders. 
The  remainder  were  seen  in  the  clinics  and 
wards  of  a  teaching  hospital,  or  in  private 
practice. 

The  conditions  to  be  discussed  are  grouped 
under  five  classifications :  (1)  migraine,  (2) 
Horner's  syndrome,  (3)  deniyelinating  dis- 
eases, (4)  miscellaneous  defects  in  the  field 
of  vision,  and  (5)  nystagmus. 

Migraine 

Ophthalmic  migraine  is  typified  by  ocular 
symptoms — principally  the  appearance  of 
zig-zag  flashes  of  light  homonymously  placed 
in  the  fields  of  vision,  and  called  "fortifica- 
tion spectra."  These  may  give  way  to  homon- 
ymous loss  of  a  portion  of  the  field  of  vision, 
or  proceed  to  extreme  constriction  of  the 
peripheral  fields  bilaterally.  With  the  sub- 
sidence of  ocular  symptoms,  headache  and 
nausea,  perhaps  with  vomiting,  occur.  Fol- 
lowing recurrent  attacks,  defects  in  the  field 
of  vision  may  become  permanent.  Walsh' ^' 
records  one  such  case,  and  mentions  another 
which  was  observed  by  Dandy.  Ormoiid  de- 
scribed the  persistence  of  relative  hemian- 
opsia in  2  cases. 

The  headache  may  be  mild,  but  is  often 
severe.  It  has  been  described  as  being  char- 
acteristically unilateral;  however,  it  is  some- 
times bilateral.    The  duration  varies  from  a 

Read  befiire  the  Section  on  Oplithaluioloixs'  ond  Otolan'n- 
^olo?A',  Medical  Society  of  tlie  State  of  Xortli  Carolina,  Pine- 
liurst.   May  5,   1948. 

1.    Walsli.    F.    B.:    Clinical    Neuro-OphthalmoloCT-,    Baltimore, 
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few  minutes  to  days.  Adie,  the  London  neu- 
rologist, whose  descriptions  of  migraine  are 
classical,  was  himself  subject  to  attacks  so 
severe  that  he  was  unable  to  go  to  his  office 
sometimes  for  as  long  as  a  week. 

The  etiology  of  migraine  is  based  upon 
two  factors — a  certain  individual  predispo- 
sition, and  an  exciting  cause.  The  predisposi- 
tion is  apparently  due  to  an  imbalance  of  the 
vegetative  nervous  system,  which  is  consti- 
tutional. The  types  of  individuals  most  apt 
to  develop  migraine  are  the  hypomanic, 
euphoric  person,  such  as  the  dynamic  exec- 
utive, and  the  helpless,  inadequate  one,  who 
covets  attention  and  support.  ]\Iany  attacks 
of  migraine  in  the  latter  are  simple  "escape" 
or  "convenience"  headaches.  Exciting  causes 
are  disappointment,  fear,  anxiety,  chagrin, 
fatigue  from  any  cause,  allergy,  vestibular 
irritation  (such  as  might  be  incited  by  rid- 
ing in  a  vehicle) ,  and  exposure  of  the  eyes  to 
bright  light(2'. 

The  visual  disturbances  and  other  mani- 
festations of  migraine  are  believed  to  result 
from  a  cerebral  vascular  disorder — either 
spasm  or  dilatation'^'. 

Treatment  of  migraine  revolves  around 
the  abolition  of  the  exciting  factors.  Psycho- 
therapy might  be  employed  for  the  victims 
of  migraine-for-convenience.  The  usual 
treatment  of  allergy  by  elimination  of  ex- 
citants, and  the  administration  of  certain 
drugs,  particularly  ergotamine  tartrate,  have 
proved  beneficial.  More  recently,  histamine 
desensitization  has  been  employed. 

Surgical  procedures  designed  to  alter 
vasomoter  control  have  been  recommended, 
and  indeed  employed  in  extreme  cases. 
Dandy'^'  reported  success  from  cervico- 
thoracic  ganglionectomy ;  and  Adson"""  of  the 
Mayo  Clinic  performed  periarterial  sympa- 
thectomy of  the  common  carotid,  resection  of 
the  internal  carotid,  and  removal  of  the 
superior  cervical  sjTnpathetic  ganglion  to- 
gether with  a  portion  of  the  upper  sympa- 
thetic trunk  in  one  case.  Love  and  Adson 
reported  improvement  from  cervicosympa- 
thectomy  in  5  cases  of  migraine.  Decompres- 
sion of  the  brain  has  been  suggested"". 

Permanent  field  defects 
produced  by  migraine 

I  have  had  2  patients  with  permanent  field 


Nielsen,    J.    M. :    A    Textbook   of   Clinical    Neurolosy.    New- 
York,  Paul  B.  Hoeber.   1941.  pp.  .5n2-S2:t. 
Kea.     R.    I..:      Neuro-Ophthnlniolo?\-.     ed.     2,     St.     I.tmi-^. 
C.  v.  Mosbv,   1041,  p.   3S1. 

■I.    Rea.  R.L.(3).  p.  40S. 

■>.    Rea.  R.  L.(3),  p.  382. 

fi.    Ren.  R.  L.(8),  p.   383. 


defects  produced  by  migraine.  This  feature 
is  a  rare  manifestation  of  migraine,  and,  un- 
less carefully  considered,  may  lead  to  an  er- 
roneus  diagnosis'"'. 

Case  1 

This  woman  had  experienced  the  visual  disturb- 
ance of  ophthalmic  migraine  for  several  years.  In 
1938,  at  the  age  of  32,  she  developed  an  attaclv  which 
left  an  upper  segmental  defect  in  the  left  field  of 
vision  (fig.  1).  Three  weeks  later,  without  visual 
disturbance  or  headache,  a  homonymously  placed 
defect  appeared  in  the  right  field.  When  I  first  saw 
the  patient,  she  had  received  a  diagnosis  of  advanced 
intracranial  disturbance,  and  was  quite  distressed 
because  she  believed  that  she  had  a  brain  tumor. 
I  have  been  able  to  observe  this  patient  for  ten 
years.  No  further  change  in  the  fields  of  vision  has 
occurred,  although  she  is  still  subject  to  attacks  of 
headache. 


Fig.    1    (Case    1). 


PermaneJit    field    defects    of 
migraine. 


Case  2 

This  man  had  been  subject  to  attacks  of  hemi- 
anopic  color  aberrations,  followed  by  absolute  loss 
of  homonymous  halves  of  the  visual  fields,  for  fif- 
teen years.  When  he  was  27  years  old,  the  homonym- 
ous field  loss  became  permanent.  I  was  able  to  fol- 
low this  patient  for  two  years,  during  which  time 
there  v\'as  no  change  in  the  field  defect  (fig.  2). 

VuoAL  FaxM: 


3, 


Fig.    2    (Case    2).     Permanent    field    defects    of 
migraine. 

Ophtha I m npleg ic  »i  i grain e 

Ophthalmoplegic  migraine  occurs  after 
migraine  has  been  present  for  many  years, 
and  makes  its  appearance  after  an  attack  of 

7.    Rea,  R.  L.{3),  p.   329-030. 
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unusual  severity.  It  is  characterized  by 
nausea  and  intense  pain  in  the  head  or  in  the 
eye  itself,  which  usually  persists  several  days 
and  is  followed  by  paralysis  of  one  or  more 
of  the  extra-ocular  muscles,  or  of  the  in- 
trinsic ocular  muscles.  In  the  early  attacks, 
the  paralysis  is  temporary.  After  several 
recurrences,  it  may  become  permanent.  The 
association  of  headache  or  ocular  pain  with 
paralyses  indicates  organic  disturbance  of 
the  fifth  nerve  and  those  cranial  nerves 
which  supply  the  muscles  of  the  eye.  The 
third  nerve  is  most  usually  affected ;  how- 
ever, the  fourth  and  sixth  may  be  involved. 
Interestingly,  the  same  nerves  may  not  be 
affected  in  each  attack. 

Subarachnoid  hemorrhage,  leaking  aneu- 
rysm, tumors  such  as  neurofibromas,  toxins, 
and  angioneurotic  processes  have  all  been 
named  as  causes.  It  seems  certain  only  that 
the  trouble  originates  in  or  near  the  origin 
of  the  sensory  and  motor  nerves  involved. 
Ophthalmoplegic  migraine  may  simulate  pro- 
gressive nuclear  ophthalmoplegia  and  myas- 
thenia gravis. 

I  have  two  cases  to  describe: 

Case  .3 

Since  the  age  of  <3,  a  24  year  old  woman  had 
suffered  recurring  attacks  of  diplopia.  Four  times 
in  her  life  she  had  experienced  an  episode  of  severe 
unilateral  headache,  accompanied  liy  diplopia,  nausea 
and  vomiting,  and  numbness  on  one  side  of  the  face 
and  in  one  shoulder  and  upper  extremity.  Homon- 
ymous hemianopsia,  on  the  side  of  the  unilateral 
headache  and  numbness,  was  always  present.  The 
hemicrania,  hemianesthesia,  and  hemianopsia  had 
occurred  twice  on  the  right  side  and  twice  on  the 
left.  Each  time  the  changes  had  disappeared  com- 
pletely within  three  days  after  the  onset.  At  the 
time  of  my  examination,  she  presented  only  partial 
paralysis  of  the  left  external  rectus  muscle — a  resi- 
dual of  the  most  recent  attack. 

Complete  neurologic  examination  was  negative; 
however,  electro-encephalographic  studies  persist- 
ently showed  a  "seizure"  type  of  disorder  described 
by  the  consultant  as  similar  to  that  seen  in  epilepsy. 
Without  localization,  there  was  a  definite  recurrence 
of  fast  and  slow  waves  of  electrical  cortical  activity. 

This  finding  was  particularly  interesting 
because  of  the  relation  between  migraine  and 
epilepsy  which  has  often  been  described  in 
the  literature.  Indeed,  there  are  reasons  to 
believe  that  there  is  a  close  etiologic  relation 
between  the  two  conditions.  Possibly  electro- 
encephalograms performed  upon  all  patients 
with  migraine  would  prove  enlightening. 
The  case  was  also  interesting  because  of  the 
absence  of  any  third  nerve  involvement,  and 
the  alternate  appearance  of  symptoms  on  the 
right  and  left  side. 
Case  I 

A  young  lieutenant  was  stricken  with  sudden  se- 
vere pain  in  the  right  eye  and  deep  orbit  while  re- 


turning to  his  post  of  duty  after  a  thirty  day  leave 
at  his  home.  I  felt  that  the  circumstance  of  return- 
ing to  duty  was  possibly  the  explanation  for  his 
complaint,  and,  having  satisfied  myself  that  there 
was  nothing  wTong  with  his  eye,  I  instructed  the 
lieutenant  to  proceed  to  his  station. 

Three  weeks  later  he  returned  with  the  history 
that,  three  days  after  I  examined  him,  drooping  of 
the  right  upper  eyelid  and  diplopia  had  developed. 
The  records  from  his  station  hospital  showed  that 
paralysis  of  the  third,  fourth,  and  sixth  nerves  had 
occurred.  Four  weeks  after  the  onset  of  headaches, 
the  symptoms  and  signs  had  completely  disappeared. 
As  is  characteristic  of  ophthalmoplegic  migi-aine,  the 
heatlache  had  ceased  with  the  appeai'ance  of  the 
paralysis. 

Horne)-'s  Sijndrome 

The  symptom  group  which  we  know  as 
Horner's  syndrome  was  described  in  1869 
by  the  man  for  whom  it  is  named.  Because 
it  was  believed  to  be  due  to  paralysis  of  the 
cervical  sympathetic  trunk,  it  became  known 
as  sympathetic  ophthalmoplegia.  Now  it  is 
known  that  certain  points  of  connection  exist 
between  the  sympathetic  system  and  the 
brain  itself,  and  it  is  perhaps  no  longer  cor- 
rect to  think  of  Horner's  syndrome  as  aris- 
ing exclusively  from  lesions  of  the  cervical 
sympathetic  trunk. 

The  sympathetic  fibers  pass  down  the 
brain  stem,  leave  the  spinal  cord,  follow  the 
carotid  vessels  up  the  neck,  re-enter  the  skull, 
and  pass  to  the  eye  either  through  the  long 
ciliary  nerves  or  by  way  of  the  ciliary  gang- 
lion and  the  short  ciliary  nerves ;  other 
branches  supply  the  extra-ocular  structures 
(muscles  and  lacrimal  gland).  Such  a  cir- 
cuitous course  predisposes  the  nerve  to  the 
development  of  lesions  at  many  points,  and 
make:!  it  difficult  to  discover  the  site  of  a 
lesion.  Among  the  causes  of  cervical  sym- 
pathetic derangement  are  tumors  or  syringo- 
myelia of  the  cervical  cord ;  enlarged  glands 
pressing  upon  the  cervical  sympathetic 
trunk;  an  enlarged  thyroid;  neuroma  of  the 
sympathetic  cord ;  aneurysm  ;  cervical  rib ; 
tuberculosis  of  the  apex  of  the  lung;  and 
injuries,  surgical  or  accidental"".  Injection 
of  novocain  into  the  cervical  .sympathetic 
trunk,  by  paralyzing  the  sympathetic  fibers, 
will  cause  the  symptom  group  to  appear  im- 
mediately. Hereditary  Horner's  syndrome  is 
often  found  in  routine  examination  of  the 
eyes. 

Interruption  of  the  sympathetic  fibers  in 
any  part  of  their  course  will  produce  the  fol- 
lowing definite  manifestations : 

1.  Parahjtic  miosis.  The  dilator  stimulus 
being  abolished,  along  with  any  inhibiting 
action  upon  the  constrictor  stimulus,  the  pupil 
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becomes  noticeably  small.  It  continues  to  re- 
spond to  direct  and  consensual  light  stimu- 
lus, and  will  become  dilated  upon  the  instilla- 
tion of  any  mydriatic  solution,  such  as  atro- 
pine, which  acts  by  paralysis  of  the  con- 
strictor nerve  endings.  It  will  not  become 
dilated  when  a  sympathetic  stimulant,  such 
as  cocaine  solution,  is  instilled. 

2.  Ptosis.  The  levator  palpebrae  superioris 
contains  smooth  muscle,  which  is  sympa- 
thetically innervated.  Paralysis  of  this  in- 
nervation produces  partial  drooping  of  the 
eyelid. 

3.  Ennphfhalmos.  In  lower  forms  of  ani- 
mals, the  orbit  is  not  separated  from  the  tem- 
poral fossa  by  a  bony  wall,  but  by  a  muscle 
barrier.  We  fiind  in  man  the  vestigial  re- 
mains of  this  formation  in  what  we  know  as 
Miiller's  muscle,  a  faint  structure  which 
bridges  the  inferior  orbital  fissure.  It  is  sup- 
plied by  the  sympathetic  nerves,  and  its  re- 
laxation when  the  paralysis  occurs  allows  a 
slight  enlargement  of  the  orbital  cavity,  in- 
viting the  contents  to  expand  posteriorly. 
Thus  the  eyeball  recedes. 

These  three  changes — miosis,  ptosis,  and 
enophthalmos — are  all  the  results  of  im- 
paired muscle  activity.  Because  they  fre- 
quently occur  without  other  changes,  it  is 
believed  that  the  sympathetic  fibers  supply- 
ing ocular  muscles  reach  their  destination 
by  a  path  separate  from  that  of  the  fibers 
which  pass  to  the  blood  vessels,  sweat  glands, 
and  lacrimal  gland. 

In  addition  to  ptosis,  miosis,  and  enoph- 
thalmos, cervical  sympathetic  paralysis  may 
cause  vasomotor  disturbance.  This  is  usually 
characterized  by  flushing  of  the  ipsilateral 
side  of  the  face  immediately  after  the  paral- 
ysis occurs,  followed  later  by  pallor  of  this 
area.  The  surface  temperature  on  the  af- 
fected side  may  be  lowered.  Anhidrosis  may 
be  present.  Although  this  symptom  is  one 
of  the  three  most  frequently  described 
(ptosis,  miosis,  anhidrosis),  it  is  not  so  uni- 
formly present  as  might  be  supposed.  In- 
creased flow  of  saliva  on  one  side  may  occur, 
the  sympathetic  nerve  being  known  to  exer- 
cise an  inhibitory  eflfect  upon  the  salivary 
glands'"'. 

While  little  is  known  about  the  central 
connections  between  the  cervical  sympathetic 
system  and  the  brain,  their  existence  is  pred- 
icated upon  clinical,  pathologic  and  experi- 

fi.  fal  Brock.  S. :  The  Basis  of  Clinit-al  Xeurolofry.  Baltimore, 
Willi.am  Wood,  1037,  pp.  07-0!i.  (1>)  Bins.  R.:  Textbook  of 
Nervous  Diseas'es,  translated  by  Webb  Ha>'niaker.  St. 
Louis,  C.  V.  Mosbr,  1930,  pp.  01-02. 


mental  evidence.  Their  sites  and  functions 
have  remained,  to  a  large  extent,  a  matter  of 
conjecture.  The  connections  are  cerebral, 
hypothalamic,  medullary,  and  spinal'"". 

Incidental  to  observations  during  research 
upon  other  subjects,  it  was  repeatedly  noted 
that  stimulation  of  certain  areas  of  cerebral 
cortex  (Area  8,  Brodmann)  produced  symp- 
toms identical  with  those  caused  by  stimula- 
tion of  the  cervical  sympathetic  system,  and 
opposite  to  those  caused  by  its  paralysis — ■ 
namely,  dilatation  of  the  pupil,  widening  of 
the  palpebral  aperture,  and  proptosis.  These 
areas  were  principally  in  the  cortex  of  the 
frontal  lobe.  The  maximum  effects  of  their 
stimulation  were  obtained  only  as  long  as  the 
cervical  sympathetic  system  remained  in- 
tact ;  and  it  was,  therefore,  concluded  that 
these  cerebral  areas  exercise  some  control 
over  the  action  of  the  sympathetic  nerves. 
Furthermore,  stimulation  of  other  frontal 
cortical  areas  (Area  19,  Brodmann)  pro- 
duced constriction  of  the  pupil,  indicating 
the  presence  of  parasympathetic  control  in 
this  cerebi'al  locality. 

Eventually,  through  experiment,  the  pre- 
frontal cortical  region  was  divided  into  more 
or  less  definite  tracts  according  to  the  motor 
processes  which  each  may  control'"'.  We 
now  know  that  levator  and  pupillary  motor 
functions,  as  well  as  conjugate  movements 
of  the  eyes,  are  in  part  controlled  by  a  small 
portion  of  the  prefrontal  cortex. 

The  following  cases  of  Horner's  syndrome 
vary  both  in  manifestations  and  in  etiology. 

Frontal  cortical  dysfunction 

In  the  first  two  cases  the  appearance  of 
Horner's  syndrome  seemed  to  be  due  to 
frontal  cortical  dysfunction. 

Case  5 

A  26  yeai-  old  man  related  that  he  had  received 
an  injury  to  the  right  frontal  bone  at  birth.  Slight 
ptosis,  enophthalmia,  and  constriction  of  the  pupil 
were  present  on  the  right  side.  A  roentgenogram 
of  the  skull  showed  circumscribed  focal  thinning  of 
the  lateral  portion  of  the  right  frontal  bone  imme- 
diately anterior  to  the  coronal  suture,  and  it  was 
the  opinion  of  the  roentgenologist  that  this  was 
evidence  of  bone  injury  probably  sustained  many 
years  ago.  There  was  no  evidence  of  bone  infection 
or  inflammation,  present  or  past. 

After  repeated  electro-encephalographic  studies, 
it  was  reported  that  each  tracing  had  showed  ab- 
normal cortical  activity,  the  focus  of  the  disturbance 
being  in  the  right  frontal  region.  Such  an  activity 
would  indicate  -rritation,  or  at  least  dysfunction, 
of  the  frontal  cortex;  and  it  was  felt  that  this  could 
be   explained  by  the   cerebral   trauma   sustained   at 

10.  Walsh.   F.   B.(l).  p.    I.-.3. 
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Fig.  3   (Case  7).    Right  ptosis,  miosis,  and 
enophthalmos. 

birth. 

Investigation  of  other  possible  causes  for  the 
ocular  symptoms  of  sympathetic  paralysis,  including 
roentgenograms  of  the  chest  and  of  the  dorsal  and 
cervical  regions,  was  completely  negative.  A  ven- 
triculogram was  not  made,  although  this  might  have 
added  something  to  our  knowledge  of  the  case. 

Case  6 

A  second  and  more  conclusive  case  of  Horner's 
syndrome  due  to  dysfunction  of  the  cerebral  cortex 
occurred  in  a  22  year  old  man  who  was  seen  shortly 
after  having  sustained  an  injury  to  the  right  frontal 
portion  of  the  skull.  Except  for  the  ophthalmoplegic 
changes,  there  were  no  objective  findings. 

Since  the  patient  had  evidently  sutfered  severe 
cerebral  insult,  a  pneumoencephalographic  study 
was  felt  to  be  justified.  The  pictures  showed  a  mod- 
erate degree  of  frontal  cortical  atrophy. 

Complete  cervical  sympathetic  paralysis 

The  next  case  presents  practically  all  of 

the    changes    which    sympathetic    paralyses 

can  produce : 

Case  7 

The  patient  was  a  24  year  old  man  (fig.  3)  who, 
during  a  routine  eye  examination,  volunteered  the 
information  that  drooping  of  the  right  eyelid,  con- 
tracture of  the  right  pupil,  and  pallor  and  absence 
of  sweating  on  the  right  side  of  the  face  had  been 
present  since  his  birth.  His  maternal  grandfather 
had  had  identical  sjTnptoms. 

The  right  palpebral  fissure  was  approximately  3 
mm.  narrower  than  the  left.  There  was  noticeable 
retraction  of  the  right  eyeball,  and  the  right  pupil 
was  2  mm.  smaller  than  the  left.  Both  pupils  were 
normally  active  to  all  stimuli.  Instillation  of  cocaine 
solution  into  the  right  eye  did  not  produce  dilata- 
tion;  homatropine   solution  caused  wide   dilatation. 

The  right  side  of  the  face  was  quite  pale  as  com- 
pared with  the  normal  pinkness  of  the  left  side 
(fig.  4).  Pinching  the  skin  of  the  neck  on  the  right 
side  produced  delayed  flushing:  on  the  left  side,  this 
caused  immediate  flushing  (ciliospinal  reflex).  The 
skin  on  the  right  side  of  the  face  did  not  seem 
drier  than  that  on  the  left.  Surface  temperatures, 
taken  from  the  temple  to  the  mandible  on  each  side, 
were  equal. 

A  complete  neurologic  examination  revealed  no 
evidence    of    other    nerve    disorders,    and    intensive 


Fig.  4   (Case  7).    Patient   after  hot  bath,  show- 
ing  profuse   sweating   and   flushing   of   the   left 
side  of  the   face,  while  the  right   side  remains 
pale  and  dry. 

search  for  the  cause  of  this  familial  complete 
cervical  sympathetic  paralysis  was  negative.  This 
included  roentgenograms  of  the  upper  dorsal  and 
cervical  regions,  and  of  the  clavicular  region  for 
possible  bony  deformity  or  supernumerary  rib;  and 
examination  by  a  medical  consultant  for  evidence  of 
apical  tuberculosis  or  enlargement  of  the  thyroid  or 
other  cervical  glands.  Aneurysm  or  tumor  of  the 
sympathetic  cord  could  not  be  demonstrated. 

Total  brachial  pairdysis 

The  occurrence  of  paralysis  of  the  lower 
brachial  plexus  (Klumpke's  paralysis),  with 
cervical  sympathetic  ophthalmoplegia,  has 
been  recognized  for  years.  In  this  condition 
the  smaller  muscles  and  the  flexors  of  the 
hand  are  paralyzed.  Trauma  (such  as  birth 
injury),  apical  tuberculosis,  syphilitic  men- 
ingitis, and  tumors  have  been  known  to  cause 
it.  Whatever  the  cause,  it  aflFects  the  anterior 
roots  of  the  eighth  cervical  and  first  and 
second  thoracic  nerves  before  the  departure 
of  the  white  rami  communicantes. 

The  case  which  I  wish  now  to  present  is 
one  of  total  brachial  paralysis  in  which  the 
white  rami  communicantes  of  the  three 
nerve  roots  mentioned  here  were  involved, 
and  a  partial  Horner's  syndrome  consequent- 
ly appeared : 

Case  8 

In  a  jeep  accident,  a  24  year  old  army  oflScer  sus- 
tained compound  comminuted  fractures  of  the  bones 
of  the  forearm  and  a  wrenching  injury  to  the  left 
shoulder.  The  wrencli  occurred  in  such  a  way  that 
the  left  arm  was  drawn  backward  behind  the  patient's 
back  and  shoulder,  resulting  in  extensive  damage  to 
the  brachial  plexus.  The  fractures  were  repaired, 
and  they  healed  overseas;  but  function  of  the  entire 
left  ami,  both  motor  and  sensory,  was  lost   (fig.  5). 

The  neurologic  examination  first  recorded  in  the 
patient's  medical  history  described  inequality  of  the 
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Fig.  5   (Case  8).    Lateral  and  anterior  views,  showing  atrophy  of  the  left  shoulder  ajnd  arm,  follow- 
ing trauma  to  the  left   brachial  plexus. 


pupils  and  a  iiariowed  palpebral  fissure  on  the  left 
(fig.  6).  The  left  pupil  was  the  smaller.  The  patient 
had  noticed  that  rubbing  the  left  side  of  his  face 
produced  tingling,  which  radiated  to  the  forearm 
and  hand. 

The  presence  of  a  partial  Horner's  syndrome, 
together  with  referred  sensory  impulses,  seemed  to 
indicate  that  the  lesion  must  be  central  to  the  point 
at  which  the  rami  communicantes  of  the  eighth 
cervical  and  first  thoracic  nerves  leave  the  ventral 
roots  to  join  the  cervical  sympathetic  nerves.  The 
site  of  injury  would,  therefore,  be  so  close  to  the 
vertebral  foramina  that  effective  nerve  suture  would 
be  considered  impossible.  The  injury  was  thought  to 
involve  the  fifth,  sixth,  seventh  and  eighth  cervical 
segments,  and  the  first  thoracic. 

When  I  examined  the  patient,  he  stated  that  he 
perspired  more  readily  and  copiously  upon  the  left 
side  of  his  face  than  upon  the  right.  This  sign,  of 
course,  would  indicate  irritation,  rather  than  paral- 
ysis, of  the  secretory  branch  of  the  cervical  sympa- 
thetic nerve.  It  was  impossible  to  demonstrate  any 
dirt'erence  between  the  two  sides  of  the  face;  how- 
ever, on  attempts  to  produce  sweating,  it  was  no- 
ticed that  the  left  shoulder  and  arm  remained  com- 
pletely dry.  No  flushing  or  blanching  was  observed. 


Fig.  6  (Case  8).    Ptosis,  miosis,  and  enophthal 
mos,    left    (sympathetic    ophthalmoplegia). 


Further  indication  of  irritation,  rather  than  paraly- 
sis, of  the  branches  of  the  cervical  sympathetic 
nerves  supplying  the  face  was  the  referred  tingling 
which  the  patient  felt  in  his  shoulder  and  arm  when 
the  left  side  of  the  face  was  rubbed  or  pinched.  No 
evidence  of  depigmentation  of  the  iris  of  the  affected 
eye  appeared  during  the  period  of  observation,  which 
was  more  than  twelve  months. 

Demijelinating  Diseases 

Ophthalmologists  have  long  been  aware  of 
the  possibility  that  acute  retrobulbar  neuritis 
may  precede  by  an  indefinite  time  the  other 
changes  of  disseminated  sclerosis.  This  dis- 
ease is  one  of  five  defined  as  the  demyelinat- 
ing  diseases  of  the  nervous  system,  which 
produce  ocular  symptoms.  As  the  term  im- 
plies, the  pathologic  background  of  these  dis- 
order.s  is  destruction  of  the  myelin  sheaths 
of  the  nerve  fibers.  The  demyelinating  pro- 
cess exhibits  a  predilection  for  the  visual 
fibers,  and  may  attack  them  at  any  point  of 
their  course  from  the  retina  to  the  occipital 
cortex. 

Classification  of  a  disease  with  such  pro- 
tean manifestations  has  been  difficult.  I  be- 
lieve that  the  one  offered  recently  by  Mc- 
Intyre  and  Mclntyre'^-'  seems  best.  Upon  a 
clinical  basis,  these  writers  recognized  the 
remittent,  the  chronic  progressive,  and  the 
rapidly  fatal  type,  also  called  acute  multiple 
sclerosis.  The  coui'se  of  this  last  type  is 
measured  in  months,  rather  than  in  years 
like  those  of  the  first  two.  Since  its  symptoms 
undergo  rapid  remissions  and  exacerbations, 
it  may  be  imagined  that  acute  multiple 
sclerosis  is  an  accelerated  version  of  the 
slow-motion  process  which  characterizes  the 

12.  Mclntyre,  H.  D.  and  Mclntyre,  A.  P.:  Prognosis  of  Mul- 
tiple Sclerosis,  Arch.  Neurol.  &  Psvchiat  50:431-438  (Oct.) 
1043. 
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remittent  and  chronic  progressive  forms  of 
the  disease. 

Charcot's  original  triad  of  symptoms  of 
disseminate  sclerosis — nystagmus,  intention 
tremor,  and  scanning  speech  —  are  now 
known  to  be  late  manifestations  of  the  dis- 
ease, and  are,  in  fact,  but  evidence  of  cere- 
bellar degeneration  from  any  cause.  Two 
findings  are  considered  pathognomonic:  (1) 
bitemporal  atrophy  of  the  optic  discs,  and 
(2)  absence  of  the  upper  abdominal  reflexes, 
while  the  lower  reflexes  persist.  A  highly 
characteristic  symptom  is  transient  blind- 
ness of  one  or  both  eyes,  occasionally  with, 
but  usually  without,  visible  change  in  the 
optic  nerve  head. 

It  is  now  believed  that  retrobulbar  optic 
neuritis  is  due  to  multiple  sclerosis  in  ap- 
proximately 50  per  cent  of  the  cases.  Bene- 
dict" ■'  reported  in  1942  that  a  review  of  400 
cases  of  retrobulbar  neuritis,  examined  at 
the  Mayo  Clinic  between  1920  and  1940,  re- 
vealed that  other  symptoms  of  multiple 
sclerosis  had  developed  in  41  of  the  90  pa- 
tients in  whom  this  disease  had  originally 
been  suspected.  He  further  stated  that  in 
not  a  single  one  of  the  remaining  cases  had 
another  cause  for  retrobulbar  neuritis  be- 
come evident. 

In  addition  to  retrobulbar  neuritis,  with 
attendant  visual  loss,  other  ocular  symptoms 
may  occur.  Pupillary  abnormalities,  extra- 
ocular palsies,  and  nystagmus  are  not  infre- 
quent. All  of  these  are  transient,  but  have 
a  tendency  to  recur.  Careful  examination  of 
the  fields  of  vision  during  remission  will 
usually  show  a  faint,  indistinct  central 
scotoma. 

Acute  cei'ebivJ  dissei)ii)iated  sclerosiy 

As  all  of  us  know,  the  sensory  and  motor 
changes  of  multiple  sclerosis  are  bizarre.  No 
attempt  will  be  made  now  to  describe  them. 
It  is  pertinent,  however,  to  mention  certain 
symptoms  which  occur  when  the  demyelin- 
izing  process  is  cerebral  rather  than  spinal. 
These  are  aphasia,  emotional  instability, 
myoclonic  jerkings,  Jacksonian  seizures,  or 
even  generalized  convulsions. 

Case  9 

Ten  days  prior  to  the  date  of  his  admission  to 
the  hospital,  a  36  year  old  man  had  experienced 
blurring  of  vision  in  the  right  eye,  followed  in 
twenty-four  hours  by  blurring  in  the  left  eye.  For 
five  days  he  had  been  completely  blind.  Blindness  and 
pain  on  movement  of  the  eyeballs  or  upon  pressure 
over  the  closed  eyelids  were  his  only  complaints.  He 

\i.    Benedict.  W.  L. ;  Multiple  .Sclerosis  a.?  Etiologic  Factor  in 
Retrobulbar  \euritis,   Arcli.   Ophtli.   28:988-9011    (Dec.)    19  12. 


was  euphoric. 

Ophthalmoscopic  examination  revealed  bilateral 
optic  neuritis,  with  swelling  of  the  nerve  heads  of 
about  3  diopters,  and  numerous  hemorrhages  on  and 
around  the  disc.  Neurologic  examination  was  at  first 
entirely  negative,  and  it  was  concluded  that  the  pa- 
tient suffered  from  bilateral  optic  neuritis  of  unde- 
termined cause. 

On  the  third  hospital  day  euphoria  was  conspicu- 
ously increased,  and  slight  sluiring  of  speech  was 
observed.  Spinal  fluid  examination  at  this  time  re- 
vealed 14  white  blood  cells,  and  a  meningitic  gold 
curve. 

Three  weeks  after  admission  to  the  hospital,  paral- 
ysis of  conjugate  deviation  of  the  eyes  developed, 
followed  within  a  few  days  by  complete  third  nerve 
paralysis,  first  on  the  right  and  then  on  the  left  side. 
Concurrently  there  appeared  tremor  of  the  I'ight 
arm  and  leg,  and  increased  emotional  lability  was 
evidenced  by  episodes  of  spontaneous  laughing  and 
crying.  The  deep  tendon  reflexes  became  exagger- 
ated, and  the  abdominal  reflex  could  not  be  elicited. 

These  neurologic  signs  persisted  about  two  weeks, 
at  the  end  of  which  time  the  tremors  and  the  emo- 
tional changes,  together  with  the  bilateral  internal 
and  externai  ophthalmoplegia,  began  to  abate.  Vision 
slowly  improved,  and  inflammation  of  the  optic  nerve 
heads  gave  way  to  atrophy. 

The  patient  was  observed  for  five  months.  The 
only  residuals  at  the  end  of  this  time  were  diminu- 
tion of  vision  to  20/50  bilaterally,  moderate  peri- 
pheral depression  of  the  fields  of  vision,  slight  en- 
largement of  the  normal  blind  spots,  and  partial 
atrophy  of  the  optic  nerves. 

It  was  concluded  that  this  was  a  case  of  acute 
cerebral  disseminated  sclerosis,  with  bilateral  optic 
neuritis,  bilateral  complete  ophthalmoplegia,  acute 
Parkinsonism  on  the  right  side,  ataxia,  slurring 
speech,  euphoria,  and  emotional  lability. 

Disseminated  niij(^litis  with  optic  )iei()-itis 

The  second  case  is  an  example  of  a  condi- 
tion which  is  not  universally  classified  under 
the  heading  of  multiple  sclerosis.  Known  as 
disseminated  myelitis  with  optic  neuritis, 
neuromyelitis  optica,  or  Devic's  disease,  it  is 
typified  by  severe  visual  loss  and  paraplegia, 
with  sensory  loss  and  paralysis  of  the  blad- 
der and  rectum.  About  half  the  patients  die 
within  a  few  weeks  or  months  because  of 
the  extensive  destruction  of  the  spinal  cord. 
The  others  are  subject  to  remissions  and 
exacerbations,  as  in  multiple  sclerosis.  Ob- 
servers have  almost  uniformly  described  the 
acute  symptoms  just  mentioned  as  the  initial 
attack  of  neuromyelitis  optica.  Mclntyre  and 
Mclntyre"-'  reported  a  case  in  a  patient  who 
had  had  bilateral  optic  neuritis,  with  recov- 
ery of  normal  vision,  two  years  before  typi- 
cal symptoms  of  the  disease  developed. 

Visual  loss  precedes  paraplegia  in  about 
80  per  cent  of  the  cases.  In  an  occasional 
instance,  paraplegia  may  not  appear,  and 
the  condition  may  thus  be  considered  abort- 
ive neuromyelitis  optica. 

The  change  in  the  visual  field  is  usually 
central  and  expansive;  however,  homonym- 
ous hemianopsia  and  segmental  defects  have 
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been  reported.  Recovery  is  from  the  peri- 
phery, and  a  fair  degree  of  visual  function 
may  be  restored.  However,  the  prognosis  for 
vision  is  not  altogether  good.  In  most  cases, 
there  is  only  one  episode  of  visual  loss. 
Walsh''"  records  only  one  case  of  total  perm- 
anent blindness  among  his  group  of  12  or 
15  cases. 

Inflammation  of  the  optic  discs  is  rarely 
seen  in  remittent  or  chronic  progressive  mul- 
tiple sclerosis.  The  process  in  the  optic  nerve 
is  retrobulbar,  and  is  usually  unilateral.  Bi- 
lateral nerve  involvement  is  a  feature  of 
acute  multiple  sclerosis  and  of  neuromyelitis 
optica;  however,  the  inflammatory  process 
is  visible  in  the  nerve  head  in  only  a  small 
percentage  of  cases. 

Case  10 

A  29  year  old  man  gave  a  history  of  sudden  blur- 
ring of  vision  in  each  eye,  with  slight  pain  on  move- 
ment or  pressure  upon  the  eyeballs,  beginning  two 
weeks  previously.  Within  ten  days  the  visual  loss 
had  become  complete. 

Initial  examination  revealed  complete  central 
blindness  in  each  eye,  with  questionable  ability  to 
see  movement  in  the  periphery  of  the  fields.  Both 
optic  discs  were  extremely  inflamed;  retinal  edema, 
venous  congestion,  obscuration  of  disc  markings, 
and  numerous  hemorrhages  were  present.  Pupillary 
response  to  light  was  extremely  sluggish. 

Complete  neurologic  examination  disclosed  ab- 
sence of  the  abdominal  reflex  in  the  upper  left  quad- 
rant, bilateral  hyperactive  patellar  reflexes,  a  posi- 
tive Babinski  sign  on  the  right  side,  and  hypesthesia 
from  mid-trunk  to  mid-calf  on  the  left  side.  The 
spinal  fluid  was  normal.  The  patient  was  extremely 
euphoric.  A  diagnosis  of  acute  disseminate  sclerosis 
was  made. 

Three  weeks  later  both  lower  legs  became  com- 
pletely paralyzed.  Deep  reflexes  were  generally 
abolished,  and  paralysis  of  the  bladder  and  bowel  oc- 
curred. Sensation  was  lost  from  the  level  of  the 
third  rib  dowmward. 

The  inflammatory  process  graduall.v  gave  way  to 
atrophy  of  the  optic  nerve  heads.  Peripheral  form 
vision  improved,  but  central  vision  remained  absent 
(fig.  7).  After  many  weeks,  the  patient  regained  the 
ability  to  read  large  print.  There  was  but  slight  im- 
provement in  the  other  neurologic  symptoms.  Ex- 
cept for  the  optic  nerve,  no  evidence  of  cranial  nerve 
involvement  appeared. 

Both  these  cases  were  characterized  by  bi- 
lateral acute  optic  neuritis  with  complete 
loss  of  vision,  followed- within  a  compara- 
tively short  time  by  symptoms  of  scattered 
neurologic  change.  Euphoria  was  conspicu- 
ous in  each  patient.  Recovery  of  vision  began 
while  the  other  neurologic  symptoms  were 
still  pi-esent,  and  despite  marked  optic 
atrophy.  The  difference  between  the  two 
cases  lies  in  the  absence  of  symptoms  of 
transverse  or  ascending  myelitis  in  the  first 
one. 

11.     Walsh,    F.    B.(l),    p.    7S6. 
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Fig.  7   CCase  10).    Central  scotomata  persisting 

after   recovery   of   the   remainder   of   the   visual 

fields   in   neuromyelitis   optica. 

Miscellaneoiift  Defects  in  Fields  of  Vision 

The  following  5  cases  have  no  points  of 
similarity,  but  each  of  them  presented  fea- 
tures of  peculiar  interest  in  the  fields  of 
vision. 

Tic  douloureux  associated  ivith 
defects  in  the  fields  of  vision 
Case  11 

A  41  year  old  man  had  suffered  for  two  weeks 
with  tic  of  the  first  division  of  the  fifth  cranial 
nerve,  the  paroxysms  occurring  as  frequently  as 
thirty  or  more  times  a  day.  He  stated  that  photo- 
phobia and  lacrimation  sometimes  preceded  and 
sometimes  followed  the  paroxysms.  Exposure  to 
bright  light  was  apt  to  precipitate  an  attack.  No 
trigger  zone  was  present. 

Examination  of  the  eyes  revealed  no  abnormality. 
Visual  acuity  equalled  20/20  bilaterally.  The  right 
field  of  vision  showed  an  indistinct  central  scotoma, 
while  the  left  showed  a  definite  depression  of  the 
temporal  neripheiy  (fig.  8).  From  these  fields,  it  was 
suspected  that  an  organic  intracranial  lesion  existed, 
possibly  tumor. 


Fig.  8  (Case  11).    Defects  in  the  fields  of  vision 
accompanying   trigeminal    neuralgia. 

Novocain  injection  of  the  trigeminal  nerve  at  the 
site  of  exit  from  the  orbit  gave  remarkable  relief 
from  pain  and  decreased  the  frequency  of  the  at- 
tacks. 

This  patient  was  oljserved  for  approximately  six 
weeks,  during  which  time  the  tic  completely  ceased 
and  the  changes  in  the  visual  fields  gradually  dis- 
appeared. It  was  concluded  that  this  had  been  a 
case  of  localized  inflammation  afi'ecting  the  ophthal- 
mic division  of  the  fifth  nerve  and  the  optic  tract 
near  the  chiasm  on  the  right  side.  Whether  the  in- 
fiammation    resulted   from    an    infective   process    or 
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from  disseminate  sclerosis  is  a  matter  of  conjecture, 
since  the  patient  disappeared  from  observation. 

Trigeminal  neuralgia,  but  not  tic  doulou- 
reux, has  been  attributed  to  tumor  (menin- 
gioma, acoustic  neurinoma,  and  cholestea- 
toma), and  to  an  infective  process  affecting 
either  the  gasserian  ganglion  or  a  peripheral 
branch  of  the  nerve.  I  have  not  found  any 
record  of  a  case  in  which  transient  changes 
in  the  field  of  vision  were  a  feature. 
Homonymous  hemianopic  field  changes 

The  next  three  cases  present  interesting 
homonymous  hemianopic  field  changes,  indi- 
cating lesions  of  the  suprachiasmal  portion 
of  the  optic  pathway.  Localization  of  such 
lesions  is  not  altogether  simple;  however, 
the  presence  or  absence  of  certain  features 
in  addition  to  the  field  defects  may  be  of  help. 
These  features  are  (1)  incongruity  of  the 
pattern  of  defects  caused  by  a  lesion  of  the 
optic  tract,  as  opposed  to  the  congruity  of 
pattern  in  lesions  of  the  optic  radiations; 
(2)  macular  function,  which  is  spared  more 
frequently  in  radiational  lesions;  and  (3) 
motor  or  sensory  symptoms,  which  may  iden- 
tify the  location  of  a  lesion  in  the  anterior 
or  posterior  portion  of  the  radiations,  or  in 
the  lower  or  higher  visual  centers.  The  defi- 
nite association  which  fibers  from  various 
retinal  areas  maintain  in  their  course 
throughout  the  optic  pathways  explains,  as 
we  know,  the  sharp  demarcation  of  quad- 
rantic  defects,  and  the  appearance  of  central 
and  paracentral  homonymous  defects. 

The  field  changes  found  in  these  cases  are 
explained  by  the  following  quotation  from 
Traquair's  "Clinical  Perimetry. "'i"' 

"Though  no  form  of  field  defect  is  pathognomonic 
of  a  cortical  lesion,  the  presence  of  small  homonym- 
ous hemianopic  scotomata  is  very  suggestive  of 
cortical  or  subcortical  damage,  if  they  occur  in  other- 
wise normal  fields  and  without  other  symptoms. 
They  may  occur  spontaneously  or  following  injui-y, 
and  usually  affect  the  apex  of  one  quadrant. 

"Central  vision  is  usually  good  as  only  part  of  the 
fixation  area  is  affected,  but  reading  or  figuring 
may  be  impaired  according  to  the  position  of  the 
scotoma   (right  or  left  of  fixation). 

"While  such  defects  may  theoretically  be  caused 
by  a  lesion  anywhere  in  the  supra-chiasmal  part  of 
the  pathway,  the  history,  character  and  course  sug- 
gest that  the  cause  is  vascular,  and  the  site  cortical 
or  subcortical,  for  example  obstruction  of  a  small 
vessel  in  the  tip  of  the  occipital  lobe. 

"Some  cases,  of  course,  are  due  to  injury. 

"The  usual  cause  is  softening  due  to  arterial  ob- 
struction. 

"The  prognosis  as  to  recovery  is  improved  if  it  is 
found  that  field  areas  previously  blind  begin  to  ob- 
tain vision.  This  commences  in  the  part  of  the  field 
which  corresponds  to  the  periphery  of  (the  cortical) 
lesion." 

15.    Traquair,    H.    M. :    An    Introduction    to   Clinical    Perimetry, 
ed.  4,  St.  Louis,  C.  V.  Mosby,  1942.  pp.   266-269. 
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Fig.   9    (Case   12).     Right    homonymous   central 

scotomata  persisting  after  recovery  from   acute 

meningo-encephalitis. 

Case  12 

The  fields  shown  in  figure  9,  presenting  right 
homonymous  central  scotomata  affecting  principally 
the  apex  of  a  lower  quadrant  on  each  side,  were 
found  in  the  case  of  a  young  man  who  had  recovered 
from  acute  meningo-encephalitis.  No  other  ocular 
changes  were  noted,  and  no  sensory  or  motor 
changes  remained. 

The  illness  had  occurred  several  weeks  before  the 
patient  came  under  my  observation.  He  stated  that 
the  visual  handicap  had  improved  considerably  li.v 
the  time  I  first  saw  him.  From  this  statement  we 
may  assume  that  the  scotomata  were  originally  more 
extensive  and  that  they  had  melted  from  the  peii- 
phery,  leaving  a  central  defect  corresponding  to  the 
site  of  greatest  cortical  damage,  at  the  tip  of  the 
occipital  lobe  on  the  left  side. 

Case  13 

The  patient  was  a  29  year  old  enlisted  man,  who 
had  sustained  a  shrapnel  injury  to  the  occipital 
skull  at  Aachen,  Germany,  on  December  5,  1944.  Our 
examination  was  made  exactly  one  month  later. 

He  stated  that  at  first  he  had  been  completely 
blind;  that  he  had  regained  the  right  field  of  vision 
within  a  few  days;  and  that  the  left  field  had  cleared 
considerably.  Motor  and  sensory  disturbances  had 
never  been  present. 

Figure  10  shows  the  left  homonymous  central  de- 
fect, indicative  of  cortical  disturbance  of  the  right 
occipital  tip.  This  change  was  apparently  stationary, 
since  the  fields  remained  the  same  on  examinations 
repeated  at  intervals  over  a  period  of  three  months; 
however,  it  might  be  deduced  from  the  history  that 
the  change  was  originally  much  more  extensive,  and 
that  improvement  from  the  periphery  had  taken 
place. 


Fig.   10    (Case    13).    Left   homonymous   central 
scotomata  following  injury  to  the  occipital  skull. 
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Regression  of  the  cerebral  process,  with 
improvement  in  the  field  of  vision,  is  not 
always  observed.  Figures  11  and  12  show 
the  fields  in  a  case  in  which  progression  was 
apparent. 


»i  ^•/-'■'" 


Fig;.    11    (Case    14).     Visual   fields    five    months 

after  injury  to  the  left  temporoparietal  area  of 

the   skull. 


Oi  J'/Jj- 


Fig.  12   (Case  14).    Visual  fields,  showing  pro- 
gression of   cerebral  damage. 

Case  14 

The  patient  had  sustained  a  shrapnel  injury  in  the 
left  temporo-parietal  area  five  months  before  the 
examination.  He  stated  that  he  had  been  completely 
blind  in  the  right  eye  following  his  injury,  but  had 
recovered  his  sight  at  the  end  of  one  month. 

He  had  no  motor  or  sensory  disturbances.  Ocular 
examination  revealed  nothing  but  the  field  changes 
seen  in  figure  11.  The  position  of  the  homonymous 
central  defects  would  explain  the  difficulty  in  writ- 
ing and  reading  which  the  patient  described. 

At  first,  it  was  felt  that  this  was  a  terminal  pro- 
cess, similar  to  that  demonstrated  by  the  pre- 
ceding eases;  however,  the  difficulty  in  seeing  to  the 
right  increased,  and  on  the  last  examination,  the 
defects  in  the  fields  of  vision  had  increased  (fig.  12). 
Evidently  the  damaging  cerebral  process  had  spread, 
and  the  possibility  of  brain  abscess  was  to  be  con- 
sidered. 

In  the  next  case  there  is  no  question  as  to 
the  anatomic  location  of  the  injury.  It  is  pre- 
sented to  point  out  the  sharply  demarcated 
quadrant  of  retained  function,  illustrating 
the  orderly  arrangement  and  association  of 
fibers  within  the  visual  pathway. 

Case  15 

A  mortar  fragment  struck  this  patient  in  the  right 
occipital  area  on  November  22,  1944. 

Thei'e   were   no    motor    or   sensory   changes.   The 


Fig.   1.3   (Case   1.5).    Left  homonymous   hemian- 
opsia with  anopsia  of  the  inferior  right  homon- 
ymous quadrant  after  injury  to  the  right  occi- 
pital skull. 

right  fundus  was  considerably  obscured  by  heavy 
vitreous  opacification,  evidently  due  to  old  hemor- 
rhage. The  left  fundus  was  normal.  Visual  acuity 
equalled  20/50  in  the  right  eye,  20/20  in  the  left. 
The  field  of  vision  showed  the  defect  seen  in  figure 
13.  It  will  be  seen  that  only  the  upper  right  homon- 
ymous quadrants  are  retained.  Definite  sparing  of 
macular  function  is  demonstrated. 

The  patient  could  read  and  write  well.  He  carried 
his  head  tilted  slightly  to  the  right,  and  stated  that 
he  had  difficulty  in  seeing  the  ground  in  walking. 
When  he  attempted  to  look  directly  at  a  person,  he 
was  able  to  see  only  the  tip  of  the  chin  and  the  left 
shoulder. 

I  have  seen  cases  of  bilateral  complete 
homonymous  hemianopsia  in  more  than  one 
patient  who  had  sustained  occipital  injury. 
In  these  cases  the  macular  fibers  alone  func- 
tion, and  the  fields  show  what  might  be  de- 
scribed as  extreme  concentric  constriction. 
The  location  of  the  injury,  however,  would 
not  explain  simple  concentric  constriction  of 
the  field,  but  would  suggest  complete  right 
and  complete  left  homonymous  hemianopsia 
with  a  small  central  seeing  area  remaining. 
Visual  acuity  in  these  cases  is  usually  quite 
good. 

Nystagmus 

Except  in  the  presence  of  patent  evidence 
of  its  cause,  such  as  actual  neurologic  dis- 
ease or  some  visible  ocular  derangement 
such  as  congenital  cataract  or  macular 
coloboma  of  the  retina  and  choroid,  nystag- 
mus is  to  most  of  us  a  puzzling  and  uninter- 
esting condition.  We  have  been  inclined  to 
accept  it  as  probably  of  congenital  origin, 
and  let  it  go  at  that.  I  would  not  attempt  to 
describe  or  discuss  the  various  types  of 
nystagmus,  nor  to  mention  all  of  its  causes. 
I  do  wish,  however,  to  present  examples  of 
three  types  of  nystagmus  which  I  believe 
are  rarely  seen.  All  three  may  be  roughly 
included  in  the  classification  of  "ocular 
nystagmus." 
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Volitional  nystagmus 

I  have  seen  2  patients  with  volitional  nys- 
tagmus, about  12  cases  of  which  have  been 
recorded  in  the  literature.  The  movement  is 
always  horizontal,  with  rapid  equal  exeur- 
sions.  Both  unilateral  and  bilateral  forms 
have  been  seen.  Individuals  who  can  volun- 
tarily produce  nystagmus  never  have  true 
nystagmus.  This  type  is  not  to  be  considered 
as  evidence  of  hysteria. 

Case  16 

For  fifteen  years  I  have  repeatedly  observed  a 
young  man  wlio  presented  himself  at  my  office  m 
1933  with  the  request  that  he  be  allowed  to  exhibit 
his  ability  to  make  his  eyes  dance.  For  as  long  as 
he  could  i-emember  he  had  been  able  to  do  this,  and 
he  stated  that  in  his  youth  he  was  taken  to  severa 
meetings  of  eve  physicians  where  he  demonstrated 
the  accomplishment.  The  nystagmus  was  pendular 
in  type,  extremely  rapid,  and  horizontal;  it  could  lie 
sustained  for  several  seconds. 

Case  17  ■  ,,     ,  ■ 

In  1943,  I  observed  a  second  patient  with  this 
rare  condition.  He  was  a  young  man  undergoing  a 
neurologic  investigation  because  of  a  complaint  ot 
weakness  and  stiffness  of  the  muscles  of  the  legs 
and  arms.  He  volunteered  that  he  could  make  his 
eyes  dance,  and  proceeded  to  demonstrate  this 
ability  with  a  nvstagmus  similar  to  that  described 
in  the  first  case.  He  stated  that  he  became  dizzy 
and  his  eyes  grew  tired  if  he  tried  to  prolong  the 
movement  more  than  a  few  seconds. 

Occupational  nystagmus 

Comparatively  few  cases  of  occupational 
nystagmus  have  been  reported.  Of  these, 
cases  of  miners'  nystagmus,  which  most 
authorities  believe  to  be  functional,  compose 
the  majority.  Fuchs  reported  it  in  composi- 
tors, attributing  it  to  the  long-enforced 
strained  position  of  the  eyes.  Wilson  de- 
scribed its  occurrence  in  train  dispatchers 
and  crane  operators.  McCord  reported  it  in 
men  engaged  in  these  same  occupations,  and 
further  observed  that  it  had  appeared  in 
jewelers,  draftsmen,  and  compositors. 

The  condition  has  its  beginning  in  the  con- 
tinual movement  of  the  eyes  in  performing 
occupations  of  the  types  mentioned.  It  may 
become  established  in  as  little  as  one  year's 
time,  and  can  usually  be  cured  by  a  change 
of  occupation. 

Poor  illumination,  mechanical  to-and-fro 
movement  of  the  eyes,  and  retinal  fatigue 
are  combined  in  the  etiology.  The  mechanical 
movement,  at  first  a  purposeful  act,  becomes 
by  repetition  an  involuntary  one,  which 
seems  governed  by  irrepressible  impulse.  In 
other  words,  a  physiologic  process  is  trans- 
formed into  a  pathologic  one. 

Case  18 

A  white  draftsman  was  admitted  to  the  hospital 
with  the  complaint  of  blurring  of  vision  and  a  sen- 


sation of  jumping  of  objects  in  the  horizontal  plane. 
His  eyes  upon  examination  were  normal  except  foi- 
a  low  hyperopic  error  in  refraction.  Visual  acuity 
without  correction  equalled  20/50  bilaterally,  and 
was  not  improved  by  lenses.  There  was  horizontal 
oscillation  of  the  eyelialls,  the  components  being  of 
equal  rate  and  amplitude,  so  that  a  pendular  type  of 
motion  resulted.  Lateral  gaze  produced  slight  exag- 
geration of  the  rate,  but  did  not  affect  the  ampli- 
tude. The  nystagmus  was  not  influenced  by  accom- 
modative effort. 

The  patient  had  followed  his  occupation  for  three 
years,  and  possessed  records  showing  that  his  vision 
when  he  began  it  equalled  20  '30  bilaterally,  and 
that  the  eyes  were  then  normal.  He  was  engaged 
chiefly  in  close  work,  doing  man  plotting  and  tri- 
angulation.  Seven  months  after  he  began  this  type 
of  work,  he  noticed  that,  following  four  or  five  hours 
of  close  application  of  the  eyes,  he  had  a  sensation 
of  drawing  and  achina  just  above  the  eyes  which 
was  accompanied  by  slight  blurring  of  vision  and  a 
sensation  of  jumning  of  objects  horizontally.  Brief 
rest  would  abolish  these  symptoms,  and  work  could 
be  resumed.  Gradually,  however,  the  symptoms  be- 
came constant. 

Complete  ophthalmologic  and  neurologic  study  re- 
vealed nothing  other  than  the  ocular  condition.  No 
indication  of  vestibular,  cerebellar,  oi'  cerebral  dis- 
turbance which  might  have  explained  the  nystagmus 
could  be  found. 

It  was  concluded  that  this  was  an  actual  instance 
of  occunational  nystagmus.  The  patient,  relieved  of 
his  work  for  several  weeks,  showed  gradual  objective 
and  subjective  improvement.  He  could  produce  the 
disturbance  easily,  however,  by  nrolonged  close  use 
of  his  eyes  in  reading  or  playing  such  games  as 
checkers. 

Hysterical  nj/sfagm us 

In  the  estimable  book,  "Modern  Trends  in 
Ophthalmology"""'.  Millais  Culpen  has  writ- 
ten an  enlightening  chapter  entitled  "Psy- 
chological Factors  in  Eye  Affections."  In  its 
beginning  he  points  out  the  probable  reason 
that  onhthalmologists  so  frequently  fail  to 
recognize  psychologic  factors  in  their  pa- 
tients" comjilaints — namely,  that  ophthalmol- 
ogy i.s  the  most  exact  of  the  medical  special- 
ties, and  attracts  those  whose  interests  lie 
in  thiiigs  that  can  be  seen  and  measured.  I 
found  consolation  in  reading  this,  for  I  have 
long  been  unnrepared  to  accept  psvchoneuro- 
sis  as  an  explanation  for  ocular  diseases,  and 
have  obdurately  doubted  the  opinion  of  the 
psychiatrists  on  more  than  one  occasion.  I 
am  still  unwilling  to  agree  with  a  diagnosis 
of  psvchoneurosis  in  any  case  until  bv  my 
own  effort  I  have  proved  that  the  condition 
is  not  of  organic  origin. 

In  the'  first  World  War,  night  blindness 
was  epidemic  among  European  soldiers.  Our 
own  armies  were  comparatively  free  from 
it.  Hysterical  amblyopia,  amaurosis,  bleph- 
arospasm, and  paralysis  of  accommodation 
were  also  presented  by  many  soldiers.  T  re- 
call having  taken  notes  of  forty-one  methods 

111.    Ridley.    F.    nnd    Sorsliy,    A.:    Mnileni    Trends    in    Dplitli.Tl- 
niolosry.   Lnndini,   nuttonvortli   &   Co.,    HMO,  p.   .'in. 
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for  detection  of  simulated  ocular  disorders 
described  by  Professor  Lauber  of  Vienna.  He 
had  devised  many  of  these  methods  during 
his  experiences  as  a  medical  officer  in  the 
Austrian  Army  during  World  War  I. 

Nystagmus  as  a  hysterical  phenomenon 
among  soldiers  has  apparently  not  been  fre- 
quently recognized.  Culpen  stated  that 
miners'  nystagmus  is  comparable,  from  the 
standpoint  of  its  psychologic  basis  of  origin, 
to  war  night  blindness.  He  further  recog- 
nized and  described  similarities  between  the 
actions  of  miners  with  nystagmus  and  those 
of  soldiers  with  hysterical  ocular  symptoms 
— for  example,  the  spasm  of  convergence 
upon  forceful  separation  of  the  eyelids,  and 
the  contracture  of  the  superior  rectus  mus- 
cles, v/hich  tends  to  keep  the  pupils  hidden 
under  the  upper  eyelids. 

Hiisteiical  )njstag))iiis  presents  .I'erky  and 
irregular  movements  of  the  globes,  prac- 
tically always  in  the  horizontal  plane.  The 
movement  is  not,  of  course,  true  nystagmus. 

I  wish  to  describe  a  case  which  occurred  at 
the  Army  General  Hospital  where  I  was  sta- 
tioned during  most  of  the  recent  war. 

Case  19 

An  enlisted  man  reported  to  the  eye  clinic  with 
the  statement  that  he  had  always  experienced  diffi- 
culty in  holding  his  eyes  fixed  upon  objects,  and 
that  he  could  best  dc  this  by  turning'  the  face 
slightly  away  from  the  direction  of  his  gaze.  For 
the  past  three  or  four  yeai's,  he  had  been  conscious 
of  a  horizontal  jumping  movement  of  objects  upon 
which  he  tried  to  fix  his  eyes. 

Visual  acuity  equalled  20/50  bilaterally.  There 
was  a  low  hyperopic  error  in  refraction,  correction 
for  which  did  not  improve  the  vision.  The  fields  of 
vision  and  the  optic  fundi  weie  apparently  normal. 
An  irregulai',  jerky,  pendular  type  of  nystagmus 
was  present  in  the  eyes  forward  position.  The  move- 
ment became  quite  gross  on  rotation  of  the  eyes  to 
the  left,  and  was  not  so  greatly  increased  on  rota- 
tion to  the  right.  The  patient  carried  his  head  slight- 
ly to  the  right. 

A  neurologic  consultation  revealed  sufficient  evi- 
dence to  justify  a  diagnosis  of  psychoneurosis  with 
a  hysterical  type  of  nystagmus. 

It  was  found  that,  under  hypnosis,  visual  acuity 
equalled  20 '20  bilaterally  and  the  nystagmus  dis- 
appeared. Hypnotherapy  was  continued,  and  the  pa- 
tient had  improved  considerably  when  his  assign- 
ment at  the  hospital  was  changed.  Apparently  dis- 
pleased by  this  change,  he  immediately  presented 
diminution  of  vision  and  nystagmus.  Psychotherapy 
was  intensified,  and  after  about  twelve  sessions  of 
hypnotism  the  improvement  in  visual  acuity  was 
sustained,  and  nystagmus  was  either  lessened  or 
completely  absent  when  he  was  observed. 


The  greatest  contribution  to  real  security  that 
science  can  make  is  through  the  extension  of  the 
scientific  method  to  the  social  sciences  and  a  solu- 
tion of  the  problem  of  complete  avoidance  of  war. 
— E.  U.  Condon:  Science  and  Security,  Science  107: 
665  (June  25)  1948. 


CANCER   OF   THE   LARGE   INTESTINE 

Diagnosis  and  Management 

W.  B.  McCUTCHEON,  M.D. 

and 

Raiford  D.  Baxley,  M.D, 

Durham 

Bockus'^'  states  that  malignant  tumors  of 
the  large  bowel  are  responsible  for  approxi- 
mately 27,000  deaths  in  the  United  States 
each  year,  and  that  the  yearly  death  rate 
from  malignant  lesions  of  the  colon  and  rec- 
tum probably  equals  that  from  gastric 
cancers, 

Anatoni]!  of  the  Large  Intestine 

The  large  intestine  is  a  muscular  tube, 
lined  by  a  mucosa  of  columnar  cells.  These 
cells  form  simple,  tubular  glands.  Aggregates 
of  lymphoid  tissue  appear  in  the  muscularis 
mucosa  and  submucosa.  Goblet  cells  are 
numerous  in  the  glands.  The  muscular  ele- 
ments are  arranged  in  an  outer  longitudinal 
layer  and  an  inner  circular  layer.  The  outer 
longitudinal  muscular  elements  are  grouped 
into  three  prominent  bands  or  taeniae.  Be- 
cause those  bands  are  .shorter  than  the  other 
coats  of  the  intestine,  the  organ  presents  a 
sacculated  form.  Peritoneal  outpouchings 
filled  with  fat  form  the  appendices  epiploicae. 

Divisions 

The  large  intestine  begins  at  the  ileocecal 
valve  and  extends  to  the  anus — a  distance 
of  1.5  meters.  It  is  divided  into  cecum,  as- 
cending colon,  transverse  colon,  descending 
colon,  iliac  colon,  sigmoid  colon,  rectum,  and 
anal  canal.  The  cecum  is  the  large  blind 
pouch  situated  normally  in  the  right  lower 
quadrant  above  the  lateral  third  of  the  in- 
guinal ligament.  It  receives  the  terminal 
ileum,  and  the  vermiform  appendix  arises 
from  its  apex. 

In  general  the  ascending  and  descending 
colon  ascends  and  descends  along  the  posteri- 
or abdominal  wall,  lying  on  either  side  of 
the  iliacus,  the  quadratus  lumborum,  the 
origin  of  the  transversus  abdominis,  and 
the  right  and  left  kidneys.  The  ascending 
and  descending  colon  are  invested  anteri- 
orly, medially,  and  laterally  by  peritoneum. 

The  transverse  colon  crosses  the  abdomen 

From  the  Department  of  Sursery.  W.itts  Hospital,  nurliam. 
North  CnroJina. 

1.    Bockus,    H.    L. :     Gastroenterology,     Philadelphia,     W.    B. 
Saunders  Company,   1946,  v.  3,  pp.  743-788. 
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from  side  to  side  in  the  upper  umbilical  re- 
gion. It  forms,  -with  the  ascending  and  de- 
scending colon,  the  hepatic  and  splenic  flex- 
ures, the  latter  being  more  acute  and  more 
deeply  placed.  It  is  almost  completely  cov- 
ered with  peritoneum  (the  transverse  meso- 
colon) which  is  attached  to  the  inferior  bor- 
der of  the  pancreas.  Above  it  are  the  liver, 
gallbladder,  greater  curvature  of  the  stom- 
ach, and  lower  end  of  the  spleen.  Below, 
from  right  to  left,  are  the  descending  part 
of  the  duodenum,  the  head  of  the  pancreas, 
and  some  loops  of  small  bowel. 

Lying  in  the  left  iliac  fossa,  the  iliac  colon 
connects  the  descending  colon  with  the  sig- 
moid. The  sigmoid  is  completely  invested 
with  ]5eritoneum  which  forms  a  mesentery. 
Behind  the  sigmoid  lie  the  external  iliac  ves- 
sels. 

The  rectum  is  about  12  inches  long  and 
ends  in  an  ampulla,  a  little  below  the  tip  of 
the  coccyx.  Its  internal  surface  presents 
three  definitely  transverse  folds  (valves  of 
Houston),  formed  by  the  circular  fibers  of 
the  rectal  wall.  The  anal  canal  is  2.5  to  4  cm. 
in  length,  and  is  directed  downward  and 
backward.  It  is  supported  by  the  levatores 
ani  and  encircled  by  the  internal  and  ex- 
ternal anal  sphincters.  Its  upper  half  con- 
tains the  rectal  columns,  rectal  sinuses,  and 
anal  valves. 
Blood  svpply 

The  blood  supply  to  the  terminal  ileum, 
cecum,  appendix,  and  ascending  and  trans- 
verse colon  is  derived  from  the  superior 
mesenteric  artery,  through  its  ileocolic, 
right,  and  middle  colic  branches.  The  varia- 
tions in  the  size  and  origin  of  the  right  colic 
artery  make  segmental  resection  of  the  as- 
cending colon  hazardous.  The  marginal 
artery  of  the  right  half  of  the  colon  runs 
parallel  to  it  in  the  mesentery  of  the  bowel, 
and  anastomoses  with  the  ileocolic  and  right 
tolic  arteries.  The  middle,  right,  and  left 
colic  artei-ies  anastomose  with  each  other. 

The  descending  colon,  sigmoid,  and  upper 
rectum  derive  blood  supply  from  the  inferior 
mesenteric  artery,  through  the  left  colic,  sig- 
moidal,  and  superior  hemorrhoidal  arteries. 
The  middle  and  lower  rectum  and  the  anal 
canal  are  supplied  by  the  middle  hemor- 
rhoidal and  inferior  hemorrhoidal  arteries, 
the  former  being  direct  branches  of  the  an- 
terior divisions  of  the  internal  iliac  arteries, 
and  the  latter  being  branches  from  the  in- 
ternal pudendals. 


Ljiniphatic  draiinif/e 

The  lymphatic  drainage  tends  to  follow 
the  vascular  arrangement.  Epicolie  nodes  are 
situated  directly  on  the  intestinal  wall,  and 
these  drain  to  paracolic  nodes  along  the 
mesial  margin  of  the  bowel.  These  drain 
into  intermediate  groups  along  the  colic  ar- 
teries, the  nodes  along  the  ileocolic  artery 
being  more  profuse.  The  drainage  from  the 
intermediate  nodes  is  into  central  groups 
situated  along  the  aorta  at  the  origins  of  the 
mesenteric  arteries.  Lymph  channels  from 
the  lower  part  of  the  anal  canal  pass  down- 
ward, crossing  the  perineum  to  enter  the 
superficial  inguinal  nodes.  From  the  upper 
part  of  the  anal  canal  and  from  the  rectum, 
drainage  is  into  the  lumbar  nodes.  Some  of 
the  drainage  of  the  lower  rectum  is  across 
the  ischiorectal  fossa  to  the  hypogastric, 
common  iliac,  and  lumbar  nodes.  In  general, 
the  entire  drainage  of  this  area  of  the  bowel 
follows  the  course  of  the  hemorrhoidal  ar- 
teries. 

Nerve  futppli/ 

The  nerve  supply  of  the  entire  lai'ge  bowel 
(colon,  rectum  and  anal  canal),  except  for 
the  sensory  innervation  of  the  anus  and  the 
motor  innervation  of  the  external  sphincter 
(which  are  supplied  through  the  internal 
pudendal  nerve) ,  is  derived  from  the  auto- 
nomic nervous  system.  Vagus  fibers  are  said 
to  extend  as  far  as  the  proximal  third  of  the 
transverse  colon,  through  the  celiac  plexus. 
Parasympathetic  fibers  to  the  rest  of  the 
colon  and  to  the  rectum  are  derived  from  the 
sacral  outflow  through  the  pelvic  plexuses. 
Sympathetic  fibers  originate  in  the  thoraco- 
lumber  system  and  are  distributed  through 
the  celiac,  superior  and  inferior  mesenteric, 
hypogastric,  and  pelvic  plexuses'-'. 

In  general,  the  sympathetic  nerves  are  in- 
hibitory to  large  bowel  activity,  but  function 
as  motor  nerves  to  the  ileocolic  and  internal 
anal  sphincters.  The  parasympathetic  nerves 
have  an  augmentor  effect  on  the  colon,  but 
are  inhibitory  to  the  internal  anal  sphincter. 
No  parasympathetic  supply  to  the  ileocolic 
sphincter  has  been  demonstrated.  The  ex- 
ternal anal  sphincter  is  under  voluntary  con- 
trol (striated  muscle),  and  when  tonic  will 
inhibit  defecation  (aided  by  the  levators  and 
perineal  muscles.) 

Phjisiology  of  the  Large  Intestine 
The  colon  receives  about  400  Gm.  of  ma- 

■1.    Giav,  H.:  Anatomy  of  the  Human  Body,  revised  li\-  W .  71. 
T.ewis,  eil.  23,  Thiladelpliia.  Lea  «;  Febiger,   lasfi. 


May,   1949 


CANCER— McCUTCHEON    AND    BAXLEY 


245 


terial  daily,  through  the  ileocolic  valve.  This 
liquid  material  is  converted  into  approxi- 
mately 150  Gm.  of  feces,  chiefly  through 
water  absorption.  Thus,  the  contents  of  the 
right  colon  are  largely  liquid,  and  obstruc- 
tion is  rarely  seen  in  malignant  lesions  in- 
volving this  part  of  the  bowel.  Conversely, 
the  contents  of  the  left  colon  are  solid,  and 
neoplastic  or  inflammatory  lesions  here 
usually  cause  obstruction. 

The  passage  of  feces  into  the  rectum  is 
accomplished  by  mass  movements,  instead 
of  the  peristaltic,  segmental,  or  pendular 
movements  so  characteristic  of  the  small  in- 
testine. The  familiar  gastrocolic  reflex  is  an 
example  of  mass  movement. 

Pathology  of  the  Large  Intestine 
Inflammations 

The  large  intestine  is  subject  to  the  usual 
changes  seen  in  a  musculomembranous  tube, 
such  as  mucosal  ulceration,  inflammation, 
and  neoplasia.  Inflammation  may  be  acute 
or  chronic,  the  latter  leading  to  scar  forma- 
tion and  strictures.  Inflammation  may  be 
caused  by  bacteria,  parasites,  or  trauma. 
Granulomatous  inflammation  is  usually  due 
to  amebae,  fungi  (actinomycosis),  tubercu- 
losis, or  nonspecific  factors.  Altered  mucosal 
and  muscular  relationships,  such  as  are  seen 
in  diverticulosis,  contribute  anatomic  peculi- 
arities responsible  for  the  entity,  diverti- 
culitis. 

Neoplasia 

Ulcerative  or  nonulcerative  neoplasia  is 
now  believed  to  originate  in  the  common 
polyp.  At  the  Lahey  Clinic'^',  all  stages  of 
mucosal  change,  from  normal  mucosa  to 
adenocarcinoma,  have  been  demonstrated 
histologically  in  polyps. 

Raiford'"  states  that  malignant  growths 
of  the  large  bowel  are  most  apt  to  occur  in 
the  rectum,  sigmoid  flexure,  cecum  and  as- 
cending colon,  transverse  colon,  descending 
colon,  hepatic  flexure,  and  splenic  flexure, 
in  that  order. 

Two  varieties  of  adenocarcinoma  are  ob- 
served in  the  large  bowel — the  fungating 
and  the  annular.  Either  variety  may  cause 
acute  obstruction,  but  this  complication  is 
more  often  noted  in  the  annular  type  of 
growth.  Epitheliomas  originate  in  the  lower 
anal  canal,  are  nearly  always  of  the  squam- 

3.  Swinton,  X.  W.  and  Warren,  S.:  Polyps  of  the  Colon  and 
Kectum,  J.A.M.A.   113:1327-193.3    (Nov.   2S)    1939. 

1.  Raiford,  T.  S.:  Carcinomas  of  the  Large  Bowel,  101:863  S83 
(March) ;   10-42-103O   (April)    1935. 


ous  variety,  and  form  from  3  to  5  per  cent 
of  all  cancers  of  the  anus  and  rectum.  Basal 
cell  cancer  is  quite  rare,  and  few  cases  have 
been  reported  in  the  literature. 

Cancer  of  the  large  bowel  spreads  by  direct 
extension  to  contiguous  organs.  Local  and 
distant  spread  through  lymphatic  and  vas- 
cular channels  also  occui'S.  Metastasis  to  the 
lymph  nodes  is  noted  in  60  to  70  per  cent  of 
the  cases,  the  incidence  being  higher  in  rectal 
lesions  and  lower  in  lesions  of  the  colon.  Ex- 
perience has  taught  that  tumors  low  in  the 
rectum  may  metastasize  to  the  upper  part  of 
the  bowel;  that  retrograde  and  interrupted 
lymph  node  spread  occurs;  and  that  there  is 
little  relationship  between  the  size  of  the 
lesion  or  the  duration  of  symptoms  and  the 
occurrence  of  metastasis.  The  regional  nodes, 
the  liver,  and  the  lungs  are  the  common 
metastatic  sites,  but  unusual  sites,  such  as 
the  bones,  pancreas,  kidneys,  heart,  thyroid, 
breast,  spleen,  and  mediastinum,  have  been 
reported. 

Symptoms 

Because  of  anatomic,  physiologic,  and 
pathologic  differences  in  the  right  and  left 
colon,  the  symptoms  vary  with  the  location 
of  the  neoplasm. 

Right  colon 

Pain  localized  to  the  right  lower  quadrant, 
epigastrium,  or  paraumbilical  region  is  a 
common  complaint.  The  intensity  of  the 
pain  may  vary  from  discomfort  to  severe 
colicky  pain  (with  a  tumor  of  the  hepatic 
flexure).  This  pain  is  accompanied  by  dys- 
peptic symptoms — anorexia,  nausea,  vomit- 
ing, and  gaseous  distention.  Diarrhea  is 
more  commonly  noted  than  constipation,  but 
either  may  be  significant.  Weakness  and 
fatigue  are  prominent  complaints  with  le- 
sions of  the  cecum  and  ascending  colon. 
Anemia  is  often  marked,  but  it  may  be  diffi- 
cult to  demonstrate  blood  in  the  stool.  There 
may  be  a  palpable  tumor.  Late  symptoms  in- 
clude weight  loss,  cachexia,  and  abscess  for- 
mation. Obstruction  may  be  seen  in  this 
group  of  tumors,  but  is  not  so  common  as 
with  left-sided  lesions. 

Malignant  lesions  of  the  right  colon  must 
be  differentiated  from  appendiceal  abscess, 
anemia,  tuberculosis,  ileocolitis,  peptic  ulcer, 
gallbladder  disease,  renal  tumors,  fecal  ac- 
cumulations, and  gastric  cancer. 

Left  colon 

With  the  exception  of  lesions  around  the 


246 


NORTH   CAROLINA   MEDICAL  JOURNAL 


May,    194") 


splenic  flexure,  this  group  of  neoplasms 
rarely  cause  dyspeptic  symptoms;  but  pain, 
poorly  localized  to  the  left  or  lower  part  of 
the  abdomen,  varying  in  severity,  and  at 
times  radiating  into  the  back,  is  frequently 
present.  The  patient  does  not  obtain  relief 
from  the  attacks  of  colicky  pain  until  there 
is  complete  evacuation.  The  attacks  are  in- 
tensified by  constipation,  which  is  prevalent. 
Passage  of  gas  which  has  been  trapped  above 
the  lesion  may  afford  relief.  Attacks  grow 
more  numerous,  and  may  terminate  in  com- 
plete, sudden  obstruction.  Increasing  con- 
stipation necessitating  strong  laxatives  may 
alternate  with  diarrhea.  Blood  and  mucus 
appear  in  the  stool,  the  blood  being  loosely 
attached  and  more  commonly  noted  with 
the  lower  lesions.  Late  symptoms  are  those 
of  weight  loss  and  general  deterioration. 

Malignant  lesions  of  the  left  colon  must 
be  differentiated  from  diverticiditis,  fecal 
im.paction,  benign  tumors,  hemorrhoids, 
spastic  colitis,  hjmphopathia  vencreitm,  and 
condylomas. 

Amebiasis  may  simulate  lesions  of  both 
sides  of  the  colon. 

Rectum 

Carcinoma  of  the  rectum  deserves  a  spec- 
ial paragraph.  A  change  in  bowel  habit  is 
the  most  constant  symptom.  There  may  be 
constipation,  diarrhea,  or  constipation  alter- 
nating with  diarrhea.  The  appearance  of 
blood  and  mucus  on  the  outside  of  the  stool 
may  be  one  of  the  earliest  symptoms.  Pain 
may  vary  from  a  discomfort  in  the  anal  re- 
gion to  pronounced  pain,  when  the  lesion  is 
within  the  grasp  of  the  sphincter.  It  may 
be  severe,  radiating  to  the  back,  hips,  and 
thighs,  in  cases  of  sacral  extension  (nerve 
root  pain).  Dyspeptic  symptoms  are  rare 
except  in  cases  of  general  peritoneal  spread. 

Stools  may  become  small  or  "ribbon-like" 
in  a  few  lesions  of  the  anal  canal.  Usually 
this  is  a  late  manifestation,  indicating  that 
the  lumen  of  the  anal  canal  has  been  dim- 
inished in  diameter.  Loss  of  weight  is  an 
advanced  finding.  Urinary  symptoms  such 
as  increased  frequency  or  tenesmus  indicate 
vesical  invasion  or  pressure  by  the  tumor. 

Diagnosis 
The  first  step  in  diagnosis  is  a  careful 
evaluation  of  the  history,  which  should  be 
taken  with  special  reference  to  any  recent 
changes  in  bowel  habit.  A  general  physical 
examination  may  reveal  supraclavicular 
nodes    or    unsuspected    abdominal    masses. 


Routine  laboratory  studies  will  at  times  dem- 
ontrate  severe  unexplained  anemia,  increase 
in  the  erythrocyte  sedimentation  rate,  or 
blood  in  the  stool.  A  roentgenogram  of  the 
chest  is  important  to  rule  out  metastatic 
spread.  Usually,  however,  certain  special 
examinations  are  necessary  to  establish  a 
diagnosis  of  cancer  of  the  large  intestine — 
especially  an  early  diagnosis. 

The  rectal  (digital)  examination  is  men- 
tioned as  a  si^ecial  examination,  because  it 
is  so  frequently  neglected  in  the  general 
physical  examination.  Bockus''"  has  .stated 
that  about  75  per  cent  of  all  rectal  tumors 
are  within  the  reach  of  the  index  finger. 
Digital  examination  also  gives  an  idea  as  to 
the  size,  extent,  fixation,  and  type  of  lesion 
present  Extrarectal  masses  (Blumer's  shelf) 
due  to  the  spread  or  fixation  of  lesions 
higher  in  the  bowel  are  occasionally  noted. 

Proctosigmoidoscopic  examination  and 
barium  enema  examination  should  be  used 
to  supplement  each  other,  as  each  has  its 
place.  It  is  stated  that  75  per  cent  of  cancers 
of  the  large  bowel  can  be  visualized  by  care- 
ful instrumental  examination,  and  this 
group  of  malignancies  may  be  examined  by 
biop.sy.  Direct  visualization  of  the  lower 
bowel  offers  the  best  method  for  the  early 
detection  of  single  or  multiple  polyps,  which 
should  be  removed  for  biopsy. 

Buie""  has  called  attention  to  the  difficul- 
ties involved  in  the  roentgen  diagnosis  of  le- 
sions of  the  lower  bowel,  the  degree  of  ac- 
curacy being  around  75  per  cent  for  recto- 
sigmoidal  lesions  and  50  per  cent  for  rectal 
lesions.  When  roentgen  studies  are  negative 
in  a  patient  with  symptoms  related  to  the 
large  bowel,  they  should  be  repeated.  One 
cannot  expect  accurate  roentgenograms  un- 
less patients  are  properly  prepared,  as  the 
colon  must  be  empty  of  all  fecal  material. 

A  roentgen  diagnosis  of  cancer  of  the 
large  bowel  is  made  on  the  basis  of:  (1)  the 
demonstration  of  an  obstruction  to  the  flow 
of  barium,  (2)  the  demonstration  of  a  fllling 
defect  with  or  without  ulceration,  or  (3)  the 
appearance  of  a  stricture  or  localized  nar- 
rowing, suggesting  an  annular  lesion.  Sec- 
ondary roentgenologic  observations  include 
flstulas,  fixation,  and  surrounding  abnormal 
densities  suggestive  of  masses.  Lesions  of 
the  flexures  and  of  the  posterior  cecal  wall 
are  notoriously  difficult  to  demonstrate. 

,1.    Bockus.  H.  L.(I)  p.  701. 

(i.    liuie,  L.  A.;  Carcinoma  of  the  Rectum,  Rectosigmoid,  and 

Sigmoid.  Tr.  Am.  Proctol.  Soc.  24:71    (June)   1923;  S.  Clin. 

Xorth  America  4:3iil-.1tir   (.\pril)    1924. 
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Lahey'''  has  called  attention  to  two  roent- 
gen findings  which  may  give  an  idea  as  to 
the  duration  and  resectability  of  lesions  of 
the  colon :  ( 1 )  When  annularity  is  noted, 
the  lesion  has  existed  a  minimum  of  six 
months.  (2)  If  there  is  canalization  of  an 
annular  leson,  it  is  to  be  assumed  that  the 
lesion  is  from  six  to  twelve  months  old. 

A  Avord  of  caution  should  be  given  about 
administering  barium  by  mouth  in  cases  of 
suspected  partial  obstruction,  as  the  partial 
obstruction  may  be  converted  into  complete 
obstruction.  Barium  should  not  be  forced 
through  an  area  of  stricture,  as  a  ball-valve 
effect  may  lead  to  overdistention  of  the  bowel 
or  even  to  perforation  of  an  area  which  has 
become  thin  as  a  result  of  obstruction. 

When  examining  patients  with  intestinal 
obstruction,  it  is  important  to  remember 
that  about  40  per  cent  of  patients  with  can- 
cer of  the  large  bowel  will  present  obstruc- 
tive symptoms.  Burgess""  has  written  that 
if  an  obstruction  can  be  localized  to  the  colon, 
and  if  hernias  and  intussusception  are  ex- 
cluded as  a  cause,  the  chances  are  nine  to 
one  of  its  being  due  to  a  malignant  lesion, 
and  six  to  one  of  its  being  on  the  left  side. 

The  average  duration  of  symptoms  before 
definitive  treatment  is  initiated  is  from  nine 
to  tv.'elve  months.  The  diagnosis  is  usually 
made  a  few  months  later  in  lesions  of  the 
right  colon  than  in  those  of  the  left  colon. 
Patients  with  cancer  of  the  large  bowel  are 
still  coming  to  operation  relatively  late — as 
long  as  eight  to  twelve  months  after  the  first 
appearance  of  symptoms.  This  delay  has 
been  attributed  to  the  patient  in  the  majority 
of  instances,  to  the  physician  in  about  25 
per  cent  of  the  cases,  and  to  both  physician 
and  patient  in  about  30  per  cent  of  the  cases. 
In  1938  Buie  reviewed  1073  cases  of  rectal 
malignancies,  and  found  that  48.5  per  cent 
had  been  operated  upon  for  conditions  not 
relateci  to  the  malignant  lesion.  As  the  med- 
ical profession  becomes  more  cancer  con- 
scious, such  errors  are  diminishing  in  num- 
ber, but  they  still  occur  frequently. 

It  is  important  to  investigate  thoroughly 
any  patient  with  diarrhea  lasting  more  than 
three  to  four  days.  Complete  studies  of  the 
colon  should  be  made  before  hemorrhoidec- 
tomy in  patients  past  40  years  of  age.  One 
should  remember  that  cancer  may  co-exist 
with  benign  anorectal  lesions.   The  fact  that 

7,  I.iiliev.  F.  H.:  Prognosis  of  Patients  uitli  (  aivinonia  of 
tlie  Colon.  Rectosigmoid,  and  Rectum,  S.  Clin.  Xorth 
America  27:C7(i-67i    (June)    )!>J7. 

8.  Burgess.  A.  H.:  The  Treatment  of  Obstruction  of  the 
ColOji,  Brit.  M.  J.  2:3J7-jji;    (Sept.  201    1!123. 


Fig.  1   (Case  1).  Benign  rectal  polyp.  Note  the 
orderly   arrangement   of   cells. 

polyps  and  malignancies  may  occur  as  mul- 
tiple primary  lesions  should  further  stimu- 
late one  to  study  the  entire  bowel  before  any 
treatment  is  planned.  The  neglect  of  two 
other  procedures  often  causes  delay  in  diag- 
nosis: (1)  failure  to  explore  thoi'oughly  the 
large  bowel  at  laparotomy  performed  for 
more  common  abdominal  lesions,  and  (2) 
failure  to  examine  all  tissue  removed  at 
every  rectal  operation. 

The  diagnosis  of  lesions  of  the  large  bowel 
has  not  advanced  as  rapidly  as  the  treat- 
ment. This  fact  probably  formed  the  basis 
for  Cattell's  recent  statement''"  that  the  low- 
ering of  the  mortality  rate  from  carcinoma 
of  the  large  bowel  in  future  years  will  de- 
pend upon  earlier  diagnosis  rather  than 
upon  purely  surgical  advances. 

Presentation  of  Cases 
We  wish  to  present  some  of  our  experi- 
ences in  dealing  with  lesions  of  the  colon. 
Case  1 

A  72  year  old  white  woman  came  to  the  out- 
patient clinic  complaining  of  rectal  bleeding-  and  of 
"something  dropping  out  of  my  rectum."  Rectal 
examination  disclosed  a  soft,  pedunculated  mass, 
freely  movable,  which  measured  about  4  by  2  by  2 
inches  in  size.  The  mass  arose  from  the  left  rectal 
wall. 

The  patient  was  hospitalized.  General  examination 
and  routine  blood  studies  were  noncontributory  ex- 
cept for  a  mild  secondary  anemia.  The  mass  was 
visualized  through  the  sigmoidoscope  on  December 
9,  1947.  The  lesion  appeared  to  arise  from  the  left 
anterolateral  rectal  wall,  just  distal  to  the  inferior 
rectal  ^alve.  The  base  was  large,  and  there  were 
several  projections  from  the  base.  Biopsy  was  per- 
formed, and  the  pathologist  rendered  a  diagnosis 
of  rectal  polyp,  benign.  Microscopically,  projections 
of  rectal  mucosa,  composed  of  several  layers  of  cells 
arranged  in  an  orderly  manner,  were  noted  (fig.  1). 

0.  Cattell.  R.  B.:  Pathogenesis  of  Cancer  of  the  Large  Bowel. 
pai)er  delivered  at  the  Watts  Hospital  Symposium,  Dur- 
ham,  North  Carolina,   February.   IWs. 
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(Case    2).     Undifferentiated    carcinoma 
invading  the  wall  of  the  colon. 


There  was  no  invasion  of  the  connective  tissue. 

Because  of  the  possibility  of  multiple  lesions, 
barium  enema  examination  was  performed,  but  re- 
vealed no  additional  lesions  of  the  colon.  The  rectal 
lesion  was  fulgurized  under  spinal  anesthesia,  on  two 
occasions.  Sigmoidoscopy  before  the  patient's  dis- 
charge showed  that  the  polyp  had  disappeared. 

The  patient  was  followed  in  the  outpatient  clinic. 
The  rectal  bleeding  ceased,  and  she  was  entirely 
comfortable.  However,  sigmoidoscopic  examination 
on  March  22,  1948,  revealed  beginning  stricture 
formation,  which  had  not  been  detected  by  digital 
examination  earlier.  There  was  no  evidence  of  re- 
currence of  the  polyp. 

Case  2 

A  68  year  old  white  man  was  admitted  to  Watts 
Hospital  on  September  23,  1946,  complaining  of  ach- 
ing pains  across  the  upper  abdomen  of  three  months' 
duration.  The  pains  were  worse  after  meals.  He  had 
also  noted  increasing  constipation  and  dark  stools, 
and  had  lost  14  pounds  in  weight  during  the  last 
seven  weeks. 

Examination  revealed  a  tumor  mass  in  the  right 
upper  quadrant.  This  was  irregular,  tender,  and 
hard,  and  measured  about  3  by  4  inches  in  size.  Blood 
studies  showed  only  a  slight  secondary  anemia.  On 
barium  enema  examination  an  obstructing  lesion  was 
noted  just  proximal  to  the  hepatic  flexure. 

After  suitable  preparation  of  the  patient,  opera- 
tion was  performed  through  an  upper  abdominal, 
transverse  incision,  under  spinal  anesthesia.  .A  hard, 
circular  mass,  involving  the  colon  just  proximal  to 
the  hepatic  flexure,  was  discovered.  The  liver  was 
free  of  metastases,  but  there  were  several  hard,  en- 
larged glands  at  the  root  of  the  mesentery  of  the 
small  bowel,  which  could  not  be  resected.  The  cecum, 
terminal  ileum,  ascending  colon,  and  proximal  third 
of  the  transverse  colon  were  resected.  Primary, 
closed,  side-to-side  ileocolostomy  was  accomplished, 
and  the  abdomen  was  closed  without  drainage.  The 
postoperative  course  was  uneventful  except  for  de- 
lay in  the  function  of  the  anastomosis.  The  patient 
was  discharged  on  the  eleventh  postoperative  day, 
eating  a  regular  diet. 

The  pathologist  reported  an  undift'erentiated 
adenocarcinoma,  with  extensive  infiltration  of  the 
wall  of  the  colon.  The  serosa  was  involved  by  sheets 
of  polygonal  cells  showing  numerous  mitoses  (fig. 
2).  Tliis  patient  has  maintained  his  preoperative 
weight  and  is  now  working  as  a  painter.  A  five  year 
survival  is  not  expected  in  this  case. 


Fig.    3    (Case   3).    Adenocarcinoma   of   the   de- 
scending colon.  Note  the  dark  staining  and  ir- 
regularity of  the  nuclei. 

Case  3 

A  white  woman,  aged  49,  was  admitted  to  Watts 
Hospital  on  January  1,  1948,  with  the  chief  com- 
plaint of  passing  large  amounts  of  blood  in  her 
stools.  She  had  noted  a  small  amount  of  blood  in 
her  stools  for  a  year,  but  had  attributed  this  to 
hemorrhoids.  The  bleeding  became  excessive  just  a 
few  days  before  admission.  She  also  complained  of 
gaseous  distention  following  meals,  which  had  been 
present  at  intervals  for  one  year,  but  more  pro- 
nounced for  four  months.  For  three  months  she  had 
noted  cramping  pain  beginning  on  the  right  side  of 
the  abdomen  in  the  upper  quadrant,  and  radiating 
into  the  left  lower  quadrant. 

General  examination  was  negative  except  for  ten- 
derness beneath  the  left  costal  margin.  Laboratory 
examinations  revealed  a  secondary  anemia,  the 
hemoglobin  being  76  per  cent.  Roentgen  examina- 
tion revealed  a  filling  defect  in  the  proximal  third 
of  the  descending  colon,  measuring  1"4  inches  in 
length  and  showing  ulceration. 

After  preparation  of  the  patient,  operation  was 
performed  on  January  8,  1948.  An  annular  carci- 
noma just  below  the  splenic  flexure  was  found  to  be 
adherent  to  the  posterior  and  lateral  abdominal  wall. 
There  was  no  gross  evidence  of  spread  to  the  lymph 
nodes.  A  primary  resection,  with  an  open,  end-to-end 
anastomosis  was  done.  The  pathologist  reported 
adenocarcinoma,  grade  II  (fig.  3).  There  was  no 
evidence  of  lymphatic  involvement.  The  postopera- 
tive course  was  uneventful. 

Recently  the  patient  returned  to  the  hospital  for 
hemorrhoidectomy,  because  of  bleeding  hemorrhoids. 

Case  4 

A  45  year  old  white  woman  was  admitted  to  Watts 
Hospital  on  April  2,  1946,  complaining  of  hemor- 
rhoids. Rectal  examination  revealed  a  mass,  1  inch 
in  diameter,  situated  at  12  o'clock,  1%  inches  above 
the  anal  orifice.  A  biopsy  was  made,  and  the  pathol- 
ogist reported  chronic  inflammatory  tissue.  It  was 
planned  to  perform  another  biopsy,  but  the  patient 
refused  and  signed  a  hospital  release. 

When  the  patient  returned  a  month  later,  biopsy 
revealed  an  infiltrating,  grade  III  cancer  of  the 
anorectum.  No  barium  enema  examination  was  done. 
A  combined  abdominal-perineal  resection,  one  stage, 
was  performed  on  May  24,  1946.  The  tumor  was 
about  an  inch  in  diameter  and  was  situated  on  the 
posterior  rectal  wall,  just  proximal  to  the  internal 
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Fig.  i.    rhotomicrograph  of  the  original  lesions 

reported    in    case    4.    Contrast    the    irregularity 

of  the  glands  with  the  well  differentiated  glands 

in  figure  5. 


Fig.  5.    Photomicrograph  of  one  of  the  sections 
through  a  polyp  removed  in  case  4.  No  evidence 
of  malignancy  is  seen  in  this  section.  Other  sec- 
tions revealed  malignant  degeneration. 


sphincter  muscle.  Thei'e  was  slight  fixation  of  the 
mass  to  the  fascia  posteriorly.  Since  extensive  pol- 
yposis of  the  sigmoid  and  descending  colon  was 
present,  all  of  the  sigmoid  and  most  of  the  descend- 
ing colon  were  removed. 

There  was  mild  shock  postoperatively,  but  this 
was  controlled  with  repeated  blood  transfusions. 
The  patient  had  a  febrile  course,  with  temperature 
elevations  up  to  102  F.,  for  nearly  a  week.  She  was 
discharged,  asymptomatic,  on  the  twenty-first  post- 
operative day. 

The  pathologic  report  revealed  frank  adenocarci- 
noma of  the  original  tumor  (fig.  4),  with  no  involved 
lymph  nodes.  The  mucosal  surface  of  the  rectum, 
sigmoid,  and  descending-  colon  showed  multiple 
polyps,  pedunculated  and  sessile  (fig.  5).  Sections 
through  one  of  these  polyps,  near  the  anal  region, 
sliowed  malignant  degeneration. 

It  is  certain  that  this  patient  has  more  polyps  in 
the  remainder  of  the  colon,  as  this  is  a  case  of  mul- 
tiple polyposis.  Total  colectomy  has  been  advised, 
but  the  patient  has  refused.  Undoubtedly,  she  is  a 
candidate  for  further  malignant  polypoid  degenera- 
tion. At  present,  the  colostomy  functions  well,  and 
the  patient  is  able  to  do  housework.  She  has  no 
complaints. 

Case  5 

A  white  woman,  49  years  of  age,  was  admitted  to 
Watts  Hospital  on  November  27,  1947,  with  the 
complaints  of  rectal  fullness,  bleeding  from  the  anus 
on  occasions  for  several  months,  and  "flattened" 
stools  of  several  weeks'  duration. 

Rectal  examination  disclosed  a  hard  mass,  I'i  by 
2  inches  in  size,  situated  3  inches  above  the  anal 
orifice  on  the  right  side  of  the  rectum.  Sigmoidoscopy 
and  biopsy  confirmed  the  clinical  diagnosis  of  adeno- 
carcinoma of  the  rectum. 

A  combined,  one-stage,  abdominal-perineal  re- 
section, with  left  inguinal  colostomy,  was  done  on 
December  4,  1947.  The  posterior  wound  was  partially 
closed.  On  the  second  postoperative  day,  inspection 
of  the  colostomy  revealed  necrosis  of  the  colon  seg- 
ment. The  inguinal  incision  was  enlarged  and  more 
descending'  colon  was  pulled  out  on  the  abdominal 
wall,  so  that  healthy  bowel  protruded.  The  futuie 
postonerative  course  was  uneventful,  and  the  patient 
was  discharged  on  the  nineteenth  postoperative  day, 
with  the  colostomy  functioning  well. 

The  pathologist  reported  an  adenocarcinoma  of  the 
rectum,  the  glands  being  arranged   in   a  disorderly 


(i  (Case  ■")).  .Vdenocarcinoma  of  (he  rectum. 


fashion  (fig.  6).  The  mucosal  cells  varied  in  size  and 
shape,  and  showed  mitotic  figui-es.  No  involvement 
of  the  lymphatic  glands  was  noted. 
This  patient  has  continued  to  do  well. 

Case  6 

A  46  year  old  white  woman  was  admitted  to  Watts 
Hospital  on  October  13,  1947,  complaining  of  a 
watery,  bloody  rectal  discharge  of  ten  months'  dur- 
ation. She  had  also  noted  pressure  sensations  and 
a  frequent  desire  to  defecate. 

Rectal  and  sigmoidoscopic  examination  disclosed 
a  fungating  lesion,  3%  by  2^  inches,  situated  on 
the  posterior  rectal  wall,  6  inches  cephalad.  All  but 
about  V^  inch  of  the  circumference  of  the  bowel  was 
involved.  Biopsy  revealed  an  adenocarcinoma  of  the 
rectum,  the  tumor  being  composed  of  large,  irregu- 
lar glands,  lined  by  hyperchromatic  columnar  cells, 
with  numerous  mitotic  figures.  In  some  ai'eas,  the 
glands  were  filled  with  mucus.  X-ray  examination 
following  a  barium  enema  revealed  a  large  filling 
defect  of  the  proximal  portion  of  the  rectum. 

Combined  abdominal-perineal  resection,  with  left 
inguinal  colostomy,  was  done  in  one-stage,  after 
suitable  preparation.  The  posterior  wound  was  par- 
tially closed.  The  postoperative  course  was  unevent- 
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Fi".  7   (Case  7).    Adenocarcinonia  of  the  trans 
verse  colon. 


ful.  The  pathologic  report  confirmed  the  biopsy  find- 
ings. There  was  no  evidence  of  lymph  node  involve- 
ment. 

At  the  present  the  patient  has  a  well  functioning 
colostomy.  She  feels  well  and  does  her  housework. 

Case  7 

A  wliite  man,  aged  76,  was  admitted  to  Watts 
Hospital  on  November  27,  1941,  with  the  complaint 
of  paraumbilical  pain  following  meals.  The  pain  was 
crampy  and  intermittent  in  nature.  He  denied 
nausea  or  vomiting,  but  stated  that  constipation 
was  moderately  severe.  Thei'e  had  been  one  episode 
,  of  acute  pain  in  the  right  lower  quadrant,  six  weeks 
prior  to  admission. 

The  general  examination  and  routine  laboratory 
studies  were  noncontriliutoiy.  Barium  enema  exami- 
nation of  the  colon  levealed  an  obstructing  lesion 
about  8  inches  distal  to  the  hepatic  flexure.  At  oper- 
ation, an  annular  lesion  was  found  in  the  right  side 
of  the  transverse  colon.  There  was  one  enlarged 
gland  present  in  the  mesentery,  but  the  liver  was 
free  of  metastases.  A  primary  resection  with  end- 
to-end  anastomosis  was  done,  and  a  complementary 
cecostomy  was  carried  out.  The  pathologist  reported 
grade  II  adenocarcinoma  (fig.  7),  without  lymphatic 
involvement. 

The  postoperative  course  was  uneventful,  except 
for  a  fecal  fistula  at  the  site  of  the  colostomy.  The 
fistula  closed  before  discliarge,  however.  This  patient 
returned  to  work  and  seemed  to  be  in  good  health 
genei'ally.  One  year  postoperatively,  he  died  sudden- 
ly on  the  street.  An  autopsy  was  not  obtained. 

Case  8 

A  21  year  old  white  woman  was  seen  in  consulta- 
tion about  a  month  after  laparotomy,  performed 
because  of  a  tumor  mass  in  the  right  lower  quadrant. 
The  operator  stated  that  at  the  time  of  exploration 
an  inflammatory  mass  was  encountered,  which  con- 
sisted of  cecum,  transverse  colon,  terminal  ileum, 
and  ascending  colon.  There  was  a  fistulous  tract 
between  the  transverse  colon  and  the  cecum.  This 
had  been  divided  and  the  ends  had  been  closed.  The 
appendix  had  been  removed  previously. 

At  the  time  of  the  consultation  no  abdominal 
mass  was  noted,  but  there  was  a  small  fecal  fistula 
still  draining  through  the  recent  right  rectus  inci- 
sion. The  incision  had  been  recently  infected,  but 
was  granulating  cleanly  when  we  saw  the  patient. 
Cultures  from  the  fistula  had  been  negative  for  fungi 
and  acid-fast  organisms.  A  recent  barium  enema 
examination  showed  a  filling  defect  of  the  terminal 
12  inches  of  the  ileum,  the  cecum,  and  the  proximal 


I'in.    S    ((':isc    .^^.    Renionnl    ileocolitis.    Note   the 

cellular  infiltration.  The  glands  are  regular  with 

well  differentiated  cells. 

ascending  colon,  and  an  intraperitoneal  extravasation 
of  barium  in  the  region  of  the  cecum. 

A  diagnosis  of  regional  ileocolitis  was  made,  and 
resection  of  the  right  half  of  the  colon  was  advised. 
At  operation  on  .luly  17,  1947,  it  was  found  that 
the  terminal  ileum,  cecum,  ascending  colon,  proximal 
transveise  colon,  and  omentum  formed  a  dense, 
adherent  mass.  A  resection  of  the  terminal  ileum, 
cecum,  ascending  colon,  and  pi-oximal  transverse 
colon  was  done.  Continuity  of  the  bowel  was  estab- 
lished by  open,   side-to-side   ileocolostomy. 

The  pathologist  reported  marked  edema  and 
thickening  in  the  resected  specimen,  with  mucosal 
hyjiertrophy.  Several  sinus  tracts  wei-e  noted  in  the 
ileocecal  region.  Microscopically,  the  cellular  infil- 
trate consisted  of  neutrophils,  lymphocytes,  plasma 
cells,  and  foreign  body  giant  cells  (fig.  8).  The  sinus 
tracts  were  lined  by  chronic  granulation  tissue. 
The  pathologic  diagnosis  was  regional  ileocolitis. 

The  patient  has  been  seen  on  numerous  occasions 
since  hospitalization.  She  has  gained  2.5  pounds  in 
weight  an<i  has  no  complaints  referable  to  the  ab- 
domen. Bowel  movements  have  continued  to  be  nor- 
mal as  to  frequency,  size,  color,  content,  and  con- 
sistency. 
Case  9 

A  38  year  old  white  man  was  hospitalized  on  No- 
vemlier  18,  1937,  because  of  cramping  pain  in  the 
right  lower  quadrant.  Physical  examination  revealed 
a  firm  mass,  4  by  5  inches  in  size,  located  in  the 
right  lower  quadrant.  On  barium  enema  examination 
an  exti'insic  cecal  mass,  with  marked  narrowing  and 
loss  of  flexibility  of  the  terminal  ileum,  was  ob- 
served. The  impression  was  regional  ileocolitis.  At 
the  patient's  request,  he  was  discharged. 

He  was  re-admitted  on  December  27,  1937,  com- 
plaining of  severe  abdominal  pain.  The  mass  was 
still  present.  An  exploratory  laparotomy  was  per- 
formed on  December  29,  19.37,  and  a  large  abscess 
was  encountered  and  drained.  The  imnression  at  the 
time  of  operation  was  regional  ileocolitis  or  abscess 
of  appendiceal  origin.  The  postoperative  course  was 
uneventful,  and  the  patient  was  discharged  with  a 
small  amount  of  drainage. 

Over  a  period  of  twelve  months,  however,  he  had 
intermittent  episodes  of  abdominal  pain  with  attacks 
of  profuse  drainage.  At  times  the  drainage  was  of 
fecal  character.  Operation  was  advised,  and  an  in- 
flammatorv  mass  involving  the  terminal  ileum,  the 
cecum,  and  the  anterior  abdominal  wall  was  resected 
on  .January  20,  1939.  Bowel  continuity  was  re-estab- 
lished by  side-to-side  open  ileocolostomy.  The  post- 
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operative  course  was  uneventful. 

The  pathologist  reported  a  severe,  nonspecific  in- 
flammatory reaction  involving-  the  terminal  ileum, 
cecum,  and  ascending  colon.  The  appendix  showed 
dense  fibrosis;  the  lymph  nodes,  hyperplastic  lymph- 
adenitis. The  diagnosis  was  regional  ileocolitis. 

This  patient  has  been  followed  carefully  since  op- 
eration. Initially  there  was  considerable  induration 
of  the  operative  wound,  with  drainage.  Later  this 
subsided  and  the  wound  healed.  Today,  he  is  work- 
ing as  an  industrial  laborer  and  is  free  of  abdominal 
or  intestinal  symptoms. 

These  last  two  cases  are  presented  to  illus- 
trate the  similarity  between  rej;:ional  ileo- 
colitis and  carcinoma  of  the  right  colon. 
In  the  more  severe  cases  of  regional  ileo- 
colitis, the  treatment  is  identical  with  that 
for  carcinoma,  but  preoperative  differentia- 
tion is  desirable. 

Manugemevf 
Prevention 

All  polyps  should  be  treated  surgically  as 
soon  as  they  are  discovered,  for  it  is  now 
accepted  that  they  are  precursors  of  malig- 
nant lesions.  Before  any  local  treatment  is 
begun,  adequate  sections  should  be  taken 
from  the  bases  of  polyps  to  rule  out  already 
existing  malignancy.  One  should  also  remem- 
ber that  these  lesions  may  be  multiple  before 
electing  simple  local  treatment. 

Benign  polyps  within  reach  of  the  sigmoid- 
oscope are  best  treated  electrosurgically  (by 
fulguration).  One  should  guard  against 
cauterizing  too  deeply,  as  the  resulting  necro- 
sis may  lead  to  delayed  perforation  of  the 
rectum  or  sigmoid.  These  patients  must  be 
followed  carefully  in  order  to  detect  and 
prevent  stricture  formation.  Polyps  beyond 
the  reach  of  the  sigmoidoscope  may  be  i-e- 
moved  by  opening  the  bowel.  If  sections 
taken  through  the  bases  of  these  polyps  show 
frank  or  suspicious  evidence  of  malignancy, 
segmental  resection  with  end-to-end  anasto- 
mosis should  be  pei-formed. 

Pfeoperative  preparation 

Many  patients  with  carcinoma  are  also 
victims  of  one  of  the  degenerative  diseases. 
In  such  cases  the  advice  of  an  internist 
•should  be  sought  in  selecting  the  optimum 
time  for  surgery.  Co-existing  diseases  such 
as  chronic  bronchitis,  nephritis,  nephro- 
sclerosis, chronic  heart  disease,  hyperten- 
sion, and  prostatic  hypertrophy  must  be 
under  control  before  operation. 

Today,  preoperative  preparation  plays  a 
major  role  in  the  management  of  patients 
with  malignant  lesions  of  the  large  bowel. 
Many  of  these  patients  are  suffering  from 
dehydration,  anemia,  and  hypoproteinemia. 


Single  laboratory  determinations  of  the  plas- 
ma proteins  are  not  reliable,  as  both  dehy- 
dration and  infection  will  elevate  the  blood 
proteins.  As  dehydration  is  corrected,  simul- 
taneous hematocrit  and  plasma  protein  de- 
terminations will  give  a  better  insight  into 
the  patient's  nutritional  status.  It  is  better 
to  correct  protein  deficiency  by  oral  feeding 
than  by  intravenous  protein  hydrolysate 
therapy,  but  the  latter  method  should  be 
used  in  patients  who  cannot  tolerate  diets 
high  in  protein.  A  normal  plasma  protein 
level  is  important  to  wound  healing  and  to 
the  proper  functioning  of  anastomoses. 

The  correction  of  anemia  is  best  accom- 
plished through  multiple  transfusions  of 
whole  blood.  Each  pint  of  whole  blood  con- 
tributes 18  Gm.  of  plasma  protein  and  75 
Gm.  of  hemoglobin,  which  can  be  converted 
into  plasma  protein  by  snythesis.  Meyer 
routinely  gives  2,000  cc.  of  whole  blood  to 
every  candidate  for  colon  resection  before 
operation.  Administration  of  red  cell  sus- 
pensions will  correct  anemia  more  rapidly, 
as  each  flask  contributes  150  Gm.  of  hemo- 
globin. This  method  does  not  help  raise  the 
plasma  proteins,  however. 

Preoperatively,  patients  should  receive 
massive  doses  of  the  B  complex  of  vitamins, 
and  of  vitamin  C.  These  may  be  adminis- 
tered orally  or  parenterally.  If  oral  feeding: 
is  elected,  at  least  100  Gm.  of  protein  and 
500  Gm.  of  carbohydrate  in  the  form  of  low 
residue  foods  should  be  given  daily. 

Sulfathaladine  is  given  in  doses  of  3  Gm. 
every  four  to  six  hours,  for  at  least  five  days 
before  surgery.  During  the  first  few  post- 
operative days  sodium  sulfadiazine  may  be 
given  intravenously,  to  achieve  an  initial 
blood  level  of  8-12  mg.  per  100  cc.  As  an 
added  precaution,  the  administration  of 
streptomycin  and  penicillin  may  be  begun 
a  few  hours  preoperatively  and  continued 
five  to  six  days  postoperatively. 

The  colon  should  be  cleansed  by  enemas 
during  the  last  three  days  before  surgery, 
but  not  during  the  last  twelve  hours,  as  some 
retention  of  the  fluid  will  occur.  If  enemas 
are  given  earlier,  the  effects  of  Sulfathala- 
dine will  be  diminished.  Two  doses  of  pare- 
goric, 1  -2  drachm  each,  are  given  the  after- 
noon and  evening  before  operation,  to  put 
the  large  bowel  at  rest. 

In  the  absence  of  obstruction,  a  Miller- 
Abbott  tube  properly  passed  will  facilitate 
the  operation,  and  will  help  to  prevent  post- 
operative distention.    However,  the  Miller- 
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Abbott  tube  will  not  relieve  malignant  ob- 
structioji  of  the  large  bowel,  and  valuable 
time  may  be  lost  in  an  attempt  to  use  this 
method.  Some  surgeons  use  merely  a  Levin 
tube  placed  in  the  stomach  the  morning  be- 
fore surgery. 

A  catheter  should  be  placed  in  the  bladder 
an  hour  or  so  before  operation.  This  is  an 
important  detail  in  patients  with  left-sided 
lesions.  Postoperatively,  the  catheter  may  be 
connected  to  a  bottle,  or  released  at  intervals, 
to  prevent  bladder  distention  caused  by  pel- 
vic manipulation. 

A  barbiturate  is  administered  by  mouth 
the  evening  before  operation  to  insure  rest. 
Preoperative  hypodermic  medication  includes 
morphine,  atropine,  and  a  barbiturate.  Spinal 
anesthesia  with  Pontocaine,  administered 
either  continuously  or  in  a  single  dose,  is 
the  method  of  choice. 

Postoperative  management 

Blood  is  given  during  the  operation  in 
amounts  necessary  to  replace  that  lost.  It 
may  be  given  in  the  first  few  hours  postop- 
eratively, if  indicated. 

Gastric  suction  is  started  immedately  after 
operation.  For  three  days  the  patient  is 
given  nothing  by  mouth,  and  at  least  3,000 
cc.  of  glucose  daily  by  vein  is  necessary  for 
maintenance  of  nutrition.  Parenteral  pi"o- 
teins  may  be  indicated  in  depleted  patients. 
Vitamins  in  large  doses  should  be  given  with 
the  fluids,  and  the  administration  of  salt  is 
kept  at  a  minimum,  to  prevent  edema. 

On  the  fourth  day  the  gastric  suction  is 
discontinued,  and  oral  feedings  of  fruit 
juices  are  stai'ted.  Feedings  are  gradually 
increased,  until  a  full  diet  is  being  given  be- 
fore discharge.  Early  ambulation  is  most 
important.  It  is  desirable  for  the  patient  to 
be  walking  on  the  third  postoperative  day. 

If  signs  of  shock  develop,  oxygen  should 
be  given  by  nasal  catheter.  This  treatment 
also  helps  to  decrease  abdominal  distention. 
Morphine  should  be  given  in  doses  adequate 
to  control  pain. 

Surgical  procedures  employed 

For  anorectal  and  rectosigmoidal  cancer, 
we  have  used  the  one-stage  Miles  abdominal- 
perineal  resection  with  left  inguinal  colos- 
tomy. Some  surgeons  prefer  midline  colos- 
tomy through  the  original  incision.  Lately 
we  have  been  closing  the  posterior  wound 
almost  completely.  If  this  is  done,  the  wound 
should  be  irrigated  with  saline  beginning  on 


the  third  postoperative  day.  We  have  had 
no  experience  with  any  "pull  through" 
(sphincter  saving)  operation  in  the  treat- 
ment of  cancer  of  the  rectum  and  rectosig- 
moid, although  Bacon'*"'  thinks  that  this  is 
the  ideal  method  of  treatment  if  the  lower 
border  of  the  growth  is  6  cm.  above  the  anal 
margin. 

Wangensteen'"'  has  applied  primary  re- 
section and  anastomosis  to  rectal  ampullary 
lesions,  but  instances  of  leakage  and  infec- 
tion at  the  site  of  the  anastomosis  have  been 
recorded.  It  is  questionable  whether  this 
pi'ocedure  removes  an  adequate  amount  of 
perirectal  lymphatic  tissue.  MacFee"-'  points 
out  that  the  absence  of  a  serosal  covering 
of  the  rectum  below  the  peritoneal  reflection 
makes  healing  less  dependable.  The  peri- 
rectal tissues  are  highly  susceptible  to  infec- 
tion. If  such  a  procedure  is  used,  the  peri- 
rectal space  should  be  drained  either  supra- 
pubicly  or  perineally,  with  or  without  coc- 
cygeal removal. 

For  lesions  of  the  descending  colon  and 
sigmoid,  we  prefer  primary  resection  with 
open  end-to-end  anastomosis,  and  without  a 
complementary  drainage  operation.  In  cases 
of  complete  obstruction,  one  is  forced  to  do 
either  a  preliminary  cecostomy  or  a  trans- 
verse colostomy.  We  use  a  continuous  no.  00 
chromic  gut  suture  for  the  mucosal  layer, 
and  interrupted  no.  60  cotton  sutures  for  the 
serosal  layer.  Meyer  uses  interrupted  su- 
tures throughout.  We  have  no  objection  to 
silk  sutures,  but  in  our  hands  wire  (advo- 
cated by  Babcock)  is  more  difficult  to  handle. 

Lesions  of  the  splenic  flexure  frequently 
cause  obstruction.  Usually  the  diagnosis  is 
delayed  until  fixation  is  present,  and  the  ap- 
proach is  difficult.  When  it  is  feasible,  we 
prefer  primary  resection  with  end-to-end 
suture  after  adequate  mobilization.  One  has 
to  guard  against  encroachment  on  the  blood 
supply  in  dealing  with  lesions  in  this  loca- 
tion. 

Lesions  of  the  transverse  colon  are  suit- 
able for  primary  resection  and  end-to-end 
anastomosis,  if  an  adequate  blood  supply  is 
insured.  The  middle  colic  artery  may  have 
to  be  ligated.    In  obstructive  cases,  it  is  us- 
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ually  necessary  to  do  a  preliminary  cecos- 
tomy,  followed  later  by  resection  with  end- 
to-end  suture  of  the  bowel. 

Lesions  of  the  cecum,  ascending  colon,  and 
hepatic  tlexure  are  ideal  for  primary  resec- 
tion and  anastomosis.  The  anastomosis  may 
be  end  to  end,  end  to  side,  or  side  to  side. 
The  end-to-end  procedure  is  the  most  desir- 
able physiologically,  and  has  become  more 
popular  lately.  The  presence  of  any  of  these 
lesions  is  an  indication  for  resection  of  the 
terminal  ileum,  cecum,  ascending  colon, 
and  proximal  transverse  colon,  because  the 
blood  supply  is  not  dependable  or  constant. 
The  lumen  of  the  ileum  is  made  equal  to  that 
of  the  colon  by  oblique  section,  or  by  splitting 
the  ileum  for  a  short  distance  along  its  anti- 
mesenteric  border.  A  side-to-side  anastomo- 
sis is  probably  safer  where  the  blood  supply 
is  doubtful. 

Where  obstruction  exists,  it  is  best  to  do 
side-to-side  ileocolostomy  with  mesenteric 
closure.  Resection  is  reserved  for  a  later 
operation.  When  fixation  exists,  one  can  do 
end-to-end  ileocolostomy,  closing  the  blind 
ileal  end  and  reserving  resection  of  the  right 
half  of  the  colon  for  a  later  session.  It  is 
surprising  how  the  diversion  of  the  fecal 
stream  will  eliminate  the  element  of  infec- 
tion and  diminish  the  fixation,  making  a 
later  operation  easier  and  safer. 

We  have  used  the  cautery  for  division  of 
the  bowel.  Lately,  the  cold  knife  is  being 
used  more  and  more  without  phenolization, 
as  both  the  cautery  and  phenol  cause  tissue 
necrosis  and  impairment  of  blood  supply. 
These  factors  are  of  course  disastrous  in 
end-to-end  anastomosis.  When  primary  re- 
section is  done,  the  anal  sphincter  should  be 
dilated  immediately  after  operation,  and  a 
rectal  tube  should  be  used  until  the  patient 
is  passing  gas  with  ease. 

Summary 

The  anatomy,  physiology,  and  pathology 
of  the  large  intestine  have  been  reviewed, 
and  the  problem  of  differential  diagnosis 
and  localization  of  malignant  lesions  has  been 
discussed  and  illustrated  by  9  case  reports. 

Modern  preoperative  preparation  and 
postoperative  management  have  been  dis- 
cussed, and  the  surgical  procedures  employed 
for  cancer  in  various  points  along  the  large 
intestine  have  been  described. 


PSYCHOSOMATIC  HISTORY  TAKING 

Angus  C.  Randolph,  M.D. 

Winston-Salem 

A  problem  which  is  common  to  all  mem- 
bers of  the  medical  profession  is  that  of 
trying  to  ascertain  some  of  the  problems  and 
emotional  difficulties  that  form  the  back- 
ground, if  not  the  main  causative  factors,  of 
most  of  the  illnesses  for  which  people  con- 
sult doctors.  In  this  article  I  shall  try  to  out- 
line some  of  the  ways  and  means  most  help- 
ful in  arriving  at  an  understanding  of  neu- 
rotic illness. 

The  Physician's  Attitude 

The  first  point  to  be  considered  in  the  ap- 
proach to  patients  is  the  attitude  of  the  doc- 
tor himself.  If  we  can  accept  our  patients  as 
persons,  and  approach  them  as  total  person- 
ality units,  rather  than  as  machines  with 
some  functional  or  structural  defect,  we  can 
avoid  many  disappointments  and  failures. 
The  person  who  is  sick  seeks  the  help  of  the 
doctor,  not  only  as  one  skilled  in  the  care  of 
bodily  ailments,  but  as  a  fellow  human  be- 
ing, from  whom  he  can  expect  understanding 
and  a  genuine  personal  interest,  as  well  as 
advice  and  medication.  It  is  essential  that 
the  doctor  appreciate  the  patient's  feelings, 
with  regard  not  only  to  his  aches  and  pains, 
but  also  to  his  family,  his  hobbies,  his  finan- 
cial situation,  his  work,  his  play,  his  asso- 
ciates, his  religion,  and  his  background  and 
past  experience.  He  must  understand  the 
man  in  order  to  be  able  properly  to  diagnose 
and  treat  his  case. 

This  approach  obviously  takes  a  little 
extra  time,  patience,  and  energy  at  first,  but 
it  is  a  saving  in  time,  energy,  and  expense 
in  the  long  run.  The  doctor  who  knows  his 
patient  as  a  person  effects  more  cures,  and 
there  is  no  better  advertisement  than  a  sat- 
isfied patient. 

Allowing  the  Patient  to  Talk 

When  a  patient  comes  to  the  doctor's  of- 
fice, or  is  seen  in  his  own  home,  it  is  essential 
that  he  be  made  as  comfortable  as  possible, 
and  that  the  doctor  also  be  attentively  re- 
laxed. He  should  allow  the  patient  to  tell  of 
his  problem  in  his  own  way  for  the  first  few 
minutes,  without  interruption.    During  this 


Constructive,  purposeful  activity  is  far  better  psy- 
chotherapy than  a  playful  waste  of  leisure  time. — 
Ed.,  Am.  Rev.  Tbc,  Aug.,  1947. 


From  the  Department  of  Xeuiolosv  and  PsychiatiT,  Bow- 
man Gray  School  of  Medicine  of  Wake  Forest  College,  Win- 
ston-Salem.   North   Carolina. 
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time,  the  doctor  can  get  some  idea  of  the  pa- 
tient's background,  training,  education,  na- 
tive intelligence,  and  personality  characteris- 
tics, by  objective  observation  of  his  appear- 
ance, facial  expressions,  mannerisms,  mood, 
speech,  and  the  content  and  organization  of 
his  thought  patterns.  Much  can  be  learned 
about  the  patient  in  this  way.  With  experi- 
ence, one's  ability  to  categorize  personality 
types  can  be  developed  to  an  amazing  degree. 
From  this  "sizing  up"  of  the  patient,  the 
physician  derives  clues  that  form  the  basis 
for  his  questioning  as  the  interview  pro- 
ceeds. 

Present  Illness 

Probably  the  doctor's  first  questions  re- 
vert back  to  the  onset  of  the  present  illness, 
in  order  to  elicit  more  clearly  some  of  the 
factors  involved — not  only  the  time,  circum- 
stance, and  nature  of  the  first  symptoms,  but 
also  the  emotional  setting,  the  feelings, 
events,  and  relationships  that  existed  just 
prior  to  the  onset  of  symptoms.  Questions 
which  may  be  helpful  are:  "How  and  when 
did  these  symptoms  begin?"  "What  were  you 
doing  at  the  time?"  "Did  anything  happen 
to  upset  you  at  the  time?"  "Had  anything 
disturbing  happened  just  a  short  time  be- 
fore, or  a  day  or  so  before  that  frightened 
you  or  made  you  mad?" 

Quite  possibly  the  patient  will  ask  what  all 
that  has  to  do  with  the  symptoms  he  com- 
plains of.  Then  the  doctor  has  to  take  a  few 
minutes  out  to  explain  to  the  patient  how 
emotions  can  produce  symptoms :  Embar- 
rassment causes  the  physical  phenomenon  of 
blushing  and  even,  in  sensitive  people,  hives ; 
anxiety  over  an  approaching  examination  or 
speech  often  causes  a  tight  feeling  in  the 
abdomen,  occasionally  accompanied  by  vom- 
iting or  diarrhea;  most  of  us  have  noticed 
that  when  we  are  excited  for  one  reason  or 
another,  we  suffer  from  frequency  of  urina- 
tion ;  also,  most  people  have,  at  one  time  or 
another,  become  aware  of  the  symptoms  of 
anxiety — palpitation,  rapid,  shallow  respira- 
tion, generalized  tension,  shakiness,  exces- 
sive sweating,  and  the  tense,  tight  feeling 
at  the  back  of  the  head  and  neck. 

The  patient  may  finally  acquiesce  in  all  of 
this,  but  still  not  be  convinced  that  emotions 
have  any  relation  to  his  present  symptoms. 
Then  it  may  be  necessary  to  explain  in  brief 
how  these  psychosomatic  relationships  work. 
A  simple  diagram  may  be  drawn  to  show 
how  an  emotion  such  as  fear  leads  to  ten- 
sion, and  this   in   turn   to   physiologic    and 


chemical  changes  in  the  body ;  the  release  of 
adrenalin  causes  more  rapid  beating  of  the 
heart  and  contraction  of  the  smooth  muscle 
of  the  stomach  and  intestines,  squeezing  the 
blood  out  into  the  general  circulation,  in- 
creasing the  respiratory  rate,  and  so  forth. 
The  patient  is  told  that  all  these  are  normal 
physiologic  processes  and  have  served  through 
the  ages  the  very  useful  purpose  of  self- 
preservation  through  fight,  flight,  or  other 
activity.  Unfortunately,  in  our  civilization, 
these  equally  primitive  reactions  of  fight 
and  flight  are  not  generally  acceptable,  and 
often  the  individual  does  neither.  He  then 
becomes  aware  of  the  physiologic  changes 
themselves,  as  symptoms,  and  these  in  turn, 
especially  if  they  become  chronic,  lead  to  fear 
of  disease.  This  secondary  emotional  re- 
sponse fortifies  the  original  emotional  stim- 
ulus producing  all  this  physiologic  activity, 
and  so  the  evil  cycle  is  set  up. 

This  type  of  explanation  serves  to  enhance 
the  patient's  understanding  of  psychosomatic 
relationships,  and  to  gain  his  confidence. 
Usually  he  will  begin  spontaneous^  to  re- 
late events  that  have  caused  him  worry  and 
anxiety,  and  led  to  emotional  upset.  He  will 
then  need  to  be  guided  and  kept  in  bounds 
by  judicious  questioning  on  the  part  of  the 
physician.  Questions  about  his  domestic, 
financial  and  social  situation  are  in  order. 
In  this  way  the  physician  can  obtain  a  more 
definite  idea  of  the  relationship  of  some  of 
these  problems  to  the  present  illness,  as 
either  precipitating  or  contributing  factors. 

Questions  concerning  the  course  of  the  pa- 
tient's present  illness  should  be  directed  to- 
ward helping  him  to  express  his  feelings  and 
thoughts  concerning  his  situation.  For  in- 
stance, the  following  questions  often  bring 
out  revealing  material :  "How  has  your  fam- 
ily responded  to  your  illness?"  "How  do  you 
feel  about  this  attitude  which  they  seem  to 
have?"  "How  has  it  afi'ected  your  work,  and 
your  relationship  with  others  at  work?" 
"Has  it  caused  serious  financial  straits?" 
"Has  it  kept  you  from  indulging  in  your  hob- 
bies and  pleasures  to  the  same  extent  that 
it  has  interfered  with  your  work?" 

Finally,  after  the  doctor  and  the  patient 
have  obtained  a  broad  over-all  picture  of 
his  symptoms  and  their  relationship  to  his 
environment,  it  is  important  to  find  out  what 
is  the  patient's  feeling  about  his  illness,  what 
it  means  to  him,  what  he  feels  the  symptoms 
represent,  and  what  it  is  that  he  fears.  From 
the  symptoms  themselves,  or  from  what  the 
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patient  has  said  thus  far,  the  physician  may 
be  led  to  suspect  that  he  fears  cancer,  heart 
trouble,  tuberculosis,  or  some  other  debilita- 
ting-, crippling  disease.  Sometimes  the  pa- 
tient may  have  stated  this  fear  at  the  outset. 
In  any  event,  it  seems  reasonable  at  this 
point  to  determine  the  origin  of  this  fear: 
"Did  your  mother,  father,  brother,  sister, 
close  friend,  or  other  significant  figure  have 
this  illness  v\'ith  the  same  symptoms?"  "Tell 
me  about  this  illness  and  your  associations 
with  it.  Was  this  a  particularly  upsetting 
experience  for  you?"  (Obviously  it  was,  but 
the  question  serves  to  emphasize  this  fact  to 
the  patient,  and  to  help  him  relate  this 
earlier  experience  with  his  present  illness.) 
At  this  point  both  the  doctor  and  the  pa- 
tient should  have  a  fair  understanding  of  the 
present  illness — -not  only  of  the  symptoms 
themselves,  but  of  many  of  the  important 
causative,  contributory,  or  precipitating  fac- 
tors involved.  By  this  time  one  should  also 
have  some  idea  of  the  personality  structure 
of  the  patient,  based  on  the  events  he  has 
related,  and  his  emotional  responses  to  them. 
It  is  also  possible  at  this  time  to  surmise 
whether  the  present  illness  is  of  any  use  to 
the  patient  in  his  efforts  to  adjust  to  life. 
The  more  obviously  neurotic  the  personality 
adjustment,  the  more  clearly  will  this  aspect 
of  the  illness  be  seen. 

Past  History 

Attention  must  now  be  turned  to  the  con- 
stitution and  past  environmental  experiences 
of  the  patient.  The  patient  at  the  present 
moment  is  the  resultant  of  everything  that 
has  happened  to  him  in  the  past.  It  follows, 
therefore,  that  the  more  we  know  of  the 
forces  that  have  been  at  work  throughout 
his  life,  both  from  within  and  from  without, 
the  better  we  will  be  able  to  understand  him, 
and  to  deal  with  his  problems.  Since  we  are 
not  all  psychiatrists,  however,  and  do  not 
have  unlimited  time,  we  have  to  confine  our- 
selves to  a  review  of  some  of  the  high  lights. 
From  these  we  can  gain  enough  appreciation 
of  the  total  situation  to  be  able  to  understand 
and  manage  our  patient  and  his  illness  ade- 
quately, in  most  instances.  In  exceptional 
cases,  recourse  can  be  had  to  the  psychia- 
trist's specialized  training. 

Family  background. 

In  addition  to  the  usual  family  history  re- 
garding illnesses,  racial  stock,  and  occupa- 
tion of  the  parents,  it  is  often  helpful  to  get 


some  idea  of  the  general  personality  charac- 
teristics of  the  family  as  well.  What  sort  of 
people  were  the  parents;  were  they  high 
strung  or  easy  going,  friendly  and  sociable 
or  shy  and  retiring;  were  they  thrifty,  hard 
working,  religious,  church  going?  Most  im- 
portant of  all,  what  was  the  home  atmos- 
phere like;  how  did  the  parents  get  along 
together,  and  with  others  living  in  the  same 
home  ? 

It  is  as  important  to  learn  something 
about  the  attitude  of  the  parents  toward  hav- 
ing a  child,  and  the  patient  in  pai'ticular,  as 
it  is  to  know  whether  or  not  there  was  any 
difficulty  during  pregnancy  or  birth.  The 
attitude  of  the  parents  and  of  other  signifi- 
cant figures  in  the  home  toward  the  infant 
and  young  child  is  also  as  important  as 
data  concerning  feeding,  sleep  habits,  sitting 
up,  walking,  talking,  bowel  and  bladder 
training,  tantrums,  nightmares,  bedwetting, 
and  so  forth. 

In  practically  all  cases,  except  when  a  con- 
stitutional defect  is  to  blame,  abnormalities 
of  behavior  in  infants  and  children  can  be 
attributed  to  emotional  disturbance  result- 
ing from  faulty  interpersonal  relationships. 
More  impoi'tant  even  than  adequate  food  is 
adequate  love  and  affection  to  the  infant  and 
young  child.  It  is  at  this  time  of  life  that 
anxiety  begins,  and  this  is  the  seed  from 
which  neurosis  grows.  Our  neurotic  mech- 
anisms— we  all  have  them — are  the  means 
by  which  we  attempt  to  deal  with  our  anxi- 
ety in  making  our  adjustment  to  life.  Thus, 
neurotic  mechanisms — whether  in  childhood 
(excessive  temper  tantrums,  enuresis,  nail 
biting,  late  thumb  sucking,  truancy,  lying, 
stealing,  and  so  forth)  or  in  adolescence  and 
adult  life  (the  neurotic  use  of  illness,  reli- 
gion, play,  work,  or  sex,  as  w^ell  as  some  of 
the  more  childlike  neurotic  manifestations) 
— are  all  evidence  of  basic  anxiety. 

Therefore  our  questioning  should  be  di- 
rected toward  emotional  relationships  to 
people  and  situations,  as  well  as  toward  ac- 
tual events  in  the  past  history.  Questions 
to  the  patient  should  include;  "How  did  you 
get  along  with  your  parents  ?  Were  you  closer 
to  your  mother  or  to  your  father?  Did  they 
ever  punish  you  unjustly?  What  would  you 
like  to  have  changed  about  your  parents?" 
"How  did  you  get  along  wath  the  other  chil- 
dren in  your  neighborhood?"  It  is  important 
for  the  doctor  to  get  some  understanding  of 
the  feeling  relationships  of  this  early  form- 
ative period. 
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School  years 

The  next  section  of  our  patient's  life  with 
which  we  concern  ourselves  is  the  childhood 
school  years — and  here  again  the  relation- 
ships at  home,  at  school,  and  at  play  and 
work  are  as  important  as  the  age  the  patient 
began  school,  the  grades  he  failed  and  why, 
and  the  sicknesses  of  the  period.  How  did  he 
get  along  with  his  teachers  and  with  other 
pupils?  What  studies  did  he  like  best?  Why 
did  he  do  poorly  in  a  certain  subject?  What 
sports  was  he  interested  in?  Did  he  play 
hookey  a  lot,  and  why  ?  Did  he  learn  the  facts 
of  life  in  grade  school — and  if  so,  from  whom 
and  how?  Did  he  have  any  sex  experiences 
at  this  time,  and  how  did  he  feel  about  them 
if  he  did?  Often  one  finds  evidence  of  con- 
flict with  authority  well  developed  by  this 
time.  This  may  shed  much  light  on  the  pres- 
ent illness,  as  well  as  uncover  earlier  diffi- 
culties at  home,  which  were  either  denied 
or  not  appreciated  by  the  patient. 

Adolescence  and  sexual  develojnnent 

The  next  and  probably  most  dramatically 
difficult  of  developmental  periods — that  of 
adolescence — offers  a  wealth  of  material  that 
may  shed  light  on  the  present  illness.  The 
two  main  problems,  of  course,  are  the  ad- 
justment to  increasing  responsibility  and  in- 
dependence, and  the  adjustment  to  adult 
sexual  status.  Work  and  play  become  more 
serious,  and  there  are  new  instinctive  de- 
mands, mainly  sexual,  that  cause  untold  emo- 
tional disturbance.  This  is  the  period  in 
which  rough  plans  are  mapped  out  or  begun 
for  the  future  course  of  the  patient's  life. 

Masturbation  usually  begins  early  in  this 
period,  and  it  is  important  to  find  out  the 
patient's  reaction  to  this  almost  universal 
practice — how  it  began,  the  frequency,  and 
the  feelings  of  guilt  or  anxiety  connected 
with  it.  It  follows  naturally  to  find  out  the 
patient's  present  habits  and  feelings  with 
regard  to  this  practice.  Frequently  homo- 
sexual relations  develop  during  adolescence, 
as  a  single  or  short  lived  experience,  and 
these  should  be  looked  for.  Some  time  in 
early.  •  middle,  or  late  adolescence  the  pa- 
tient will  probably  have  begun  his  hetero- 
sexual life,  and  answers  to  questions  con- 
cerning these  experiences  and  the  emotional 
responses  involved  tell  much  about  the  pa- 
tient's personality  development.  In  women 
the  menarche  is  often  a  very  emotional  ex- 
perience, and  the  patient  should  be  ques- 
tioned about  it,  and  also  about  the  meno- 


pause if  she  has  reached  this  stage  of  life. 

The  patient's  sexual  experience  from  ado- 
lescence until  the  present  should  be  ascer- 
tained in  rough  outline.  With  all  this  will 
come  out  the  general  social  development  of 
the  individual — his  relationship  to  other 
boys  and  girls,  young  men  and  young  women. 
The  problem  of  relationship  to  parental 
authority — the  conflict  between  dependence 
and  independence — will  probably  have  to  be 
brought  out  by  a  few  pertinent  questions. 
Que.stions  concei-ning  the  parents'  attitude 
toward  the  patient  during  adolescence,  and 
about  his  feelings  toward  the  parental  curb 
on  his  liberty  and  toward  advice  and  counsel 
from  them  give  specific  information  that  not 
only  helps  the  doctor  to  understand  the  pa- 
tient, but  also  helps  the  patient  to  under- 
stand himself,  which  is  one  of  the  chief  aims 
of  therapy. 

Work  history 

Attention  is  next  directed  to  the  various 
aspects  of  the  patient's  work  career — not 
only  the  different  jobs  he  has  had,  the  salary 
earned,  and  the  type  and  character  of  the 
work,  but,  most  important,  his  relationships 
with  the  job  and  on  the  job.  It  is  important 
to  know  how  he  has  liked  his  work ;  how  he 
has  gotten  along  with  the  boss,  the  foreman, 
and  his  fellow  workers  on  the  different  jobs 
he  has  had ;  and  whether  he  has  been  fired 
from  any  jobs,  or  has  quit  any  jobs,  and  why. 
These  relationships  illustrate,  often  more 
graphically  than  any  other,  the  character  of 
the  individual. 

Do  1)1  estic  situation 

Before  delving  into  the  important  subject 
of  the  patient's  marital  life,  it  is  helpful  to 
learn  some  of  the  details  of  the  courtship 
that  preceded  marriage — especially  some  of 
the  emotional  reactions  and  attitudes  toward 
the  prospective  partner  in  life,  and  toward 
the  institution  of  marriage  itself.  Attitudes 
toward  sexual  relations  before  and  after 
marriage,  and  the  attitudes  of  both  parties 
toward  having  children  and  toward  the  re- 
sponsibilities of  parenthood  are  especially 
important.  If  the  emotional  relationships  be- 
tween the  patient  and  his  partner,  and  be- 
tween the  parents  and  children  have  not 
already  been  elicited  earlier  in  the  history, 
they  should  be  inquired  into  at  this  point. 
Even  if  some  of  this  material  was  obtained 
earlier  in  the  interview,  it  is  often  valuable 
to  note  the  additional  response  at  this  time, 
because  of  the   improved   rapport   between 
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doctor  and  patient,  and  also  because  the  pa- 
tient has  warmed  to  his  subject. 

Past  illnesses 

At  this  stage,  if  the  patient's  illnesses  have 
not  been  thoroughly  reviewed  earlier  in  the 
course  of  the  interview,  or  at  previous  inter- 
views, it  is  well  to  get  at  least  an  outline  of 
them.  They  are  usually  mentioned  during 
the  course  of  the  interview  more  or  less 
chronologically,  and  it  is  partly  for  this  rea- 
son and  partly  because  of  the  effort  to  de- 
emphasize  the  physical  aspect  and  enhance 
the  emotional  aspect  in  the  patient's  under- 
standing that  the  review  of  systems  and  of 
past  illnesses  does  not  follow  immediately 
the  questions  about  the  present  illness.  The 
patient's  attitude  toward  his  past  medical 
history  will  be  noticeably  different  at  this 
stage  of  the  interview. 

Hobbies  and  Religion 

It  is  helpful  to  inquire  briefly  into  the 
hobbies  and  interests  of  the  patient;  his  par- 
ticipation in  sports,  gardening,  collecting, 
chess,  cards,  music,  art,  literature,  clubs  and 
societies ;  and  the  relationships  involved. 

Finally  comes  the  question  of  religion  and 
the  beliefs  which  the  patient  professes.  Most 
people  are  brought  up  in  some  church  or 
other,  with  simple  and  often  vague  teachings 
about  God,  Christ,  and  the  Church,  felt  to  be 
fit  for  children's  consumption.  Then  as  they 
get  into  middle  or  late  adolescence,  these 
teachings  fail  to  solve  their  problems,  their 
childish  faith  is  shattered,  and  they  drift  for 
a  time  in  a  sea  of  revolt.  Finally,  most  of 
them  again  reach  terra  firma  with  some  sort 
of  faith  that  they  work  out  for  themselves 
on  a  more  mature  level.  It  is  helpful  and 
revealing  in  the  study  of  the  patient's  total 
personality  to  follow  through  in  retrospect 
this  pilgrim's  progress  of  his,  and  to  evalu- 
ate, insofar  as  we  are  able,  the  soundness  of 
his  religion  and  his  way  of  life.  It  is  here 
that  we  often  come  closest  to  the  core  of  the 
individual. 

Conclusimi 

Many  physicians  will  feel  that  they  do  not 
have  time  to  go  into  this  extensive  in- 
vestigation of  their  patient's  personality.  I 
can  readily  understand  this  attitude,  but  I 
do  feel  that  a  few  minutes  extra  devoted  to 
each  patient,  with  this  attitude  and  feeling 
and  this  kind  of  approach,  will  not  only  be  a 
time  saver  in  the  long  run,  but  will  be  profit- 
able to  both  the  doctor  and  the  patient  in 


other  ways  as  well. 

Psychiatrists,  general  practitioners,  and 
physicians  in  other  specialties  should  strive 
to  understand  their  patient  as  a  person. 
They  should  appreciate  him  as  a  human  be- 
ing, with  feelings,  thoughts,  and  emotions 
as  well  as  anatomic,  physiologic,  biochemical 
and  pathologic  features.  I  cannot  urge  too 
strongly  a  closer  relationship  of  all  the 
specialties  in  the  common  meeting  ground 
of  psychosomatic  medicine.  It  is  not  a  spe- 
cialty, and  should  not  be.  It  is  the  philosophy 
of  medicine  itself. 


IMPROVED  AUTOTRANSFUSION 

Addison  G.  Brenizer,  Jr.,  M.D.* 

Charlotte 

The  purpose  of  this  paper  is  to  re-empha- 
size the  value  and  safety  of  the  well  known 
but  often  neglected  procedure  of  autotrans- 
fusion,  and  to  describe  a  simple  collection 
apparatus  which  can  be  rapidly  assembled 
from  standard  equipment.  Since  traumatic 
and  vascular  surgery  presents  many  oppor- 
tunities for  autotransfusion,  surgeons  who 
handle  emergency  services  should  be  familiar 
with  an  efficient,  yet  simple,  apparatus,  and 
be  prepai-ed  to  use  it. 

Far  from  new,  the  idea  of  autotransfusion 
was  conceived  and  reported  by  Highmore"' 
in  1874.  John  Duncan'-'  is  credited  with  per- 
forming the  first  autotransfusion;  in  1885 
he  reinfused  3  ounces  of  blood  recovered 
during  a  thigh  amputation.  In  1914  Thies'^', 
a  German  surgeon,  first  reported  the  use  of 
intraperitoneal  blood  in  cases  of  hemorrhage 
from  ruptured  ectopic  pregnancies.  By  1936 
the  Watsons'"  were  able  to  collect  275  in- 
stances of  autotransfusion  from  the  Ameri- 
can literature  alone.  In  1943  Griswold  and 
Ortner'-'^'  reported  their  ten  year  experience 
with  100  autotransfusions  performed  in  a 
single  clinic.  Some  gynecologic  clinics  now 
use  the  procedure  routinely"'\  and  no  doubt 

*  Diplomate  of  the  American  Board  of  Surgery  and  formerly 
a  major  in  the  Medical  Corps  of  the  Army  of  the  United  States. 
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autotransfusion  is  employed  in  many  iso- 
lated, unreported  instances.  The  report  of 
Griswold  is  excellent  proof  that  cases  suited 
for  autotransfusion  are  seen  frequently  in 
hospitals  with  an  emergency,  traumatic 
service"'. 

Since  blood  and  such  substitutes  as  plasma 
and  concentrated  albumin  have  become  more 
readily  available  through  donation  centers 
and  storage  facilities,  autotransfusion  has 
become  a  neglected  procedure.  It  is  not  pos- 
sible to  estimate  the  number  of  cases  in 
which  its  use  might  have  been  a  valuable 
adjunct  in  treatment,  but  it  is  obvious  that 
many  did  not  receive  autotransfusions  be- 
cause the  attending  personnel  were  not  pre- 
pared to  use  the  procedure  when  the  emer- 
gency presented  itself. 

Value  of  Autotransfusions 

It  is  clear  from  the  accumulated  experi- 
ence of  front-line  surgery  in  World  War  II 
that  hemorrhage  and  irreversible  shock  were 
by  far  the  greatest  causes  of  mortality  in 
our  battle  casualties.  It  has  also  been  shown 
that  the  mortality  from  hemorrhage  is  di- 
rectly proportional  to  the  extent  of  the  blood 
loss'".  Since  earhj  replacement  of  blood  loss 
is  the  ideal  treatment  of  exsanguination,  and 
adequate  replacement  of  blood  in  shock  is 
the  best  prophylaxis  against  irreversible 
shock,  the  rationale  for  prompt  autotrans- 
fusion is  clear. 

The  real  value  of  autotransfusion  in  the 
treatment  of  shock  is  based  upon  the  oft- 
emphasized  time  conservation  factor.  In 
many  traumatic  cases  the  time  elapsing  be- 
tween injury  and  hospitalization  is  exces- 
sive. It  is,  therefore,  essential  that  every 
possible  precaution  be  taken  to  eliminate  de- 
lay in  replacing  blood  loss  after  the  admis- 
sion of  patients  who  are  bleeding  or  are  in 
shock.  The  time  saved  by  transfusing  auto- 
genous blood  (aseptically  collected,  filtered, 
and  citrated)  may  amount  to  as  much  as 
forty  to  fifty  minutes,  even  in  a  hospital  with 
its  own  blood  bank.  A  good  deal  more  time 
is  consumed  if  donors  must  be  used. 

7.  In  1947  at  Tilton  General  Hospital  7  cases  were  encount- 
ered in  wliich  autotransfusion  niif;lit  have  been  employefi. 
In  1  case  rleath  occurred  before  nini  treatment  could  be 
instituted.  In  4  instances  (2  ruptured  spleens.  1  ruptured 
ovarian  cyst,  and  1  lacerated  liver)  adequate  amounts 
of  bank  blood  were  available,  and  autotransfusion  was 
not  used  because  of  possible  hemolysis  or  bile  contamina- 
tion. In  the  2  remaining  cases — a  ruiiturerl  'pleen  and  a 
lacerated  Inns — autotransfusions  of  mnre  than  '■■'i'lO  tc. 
were  employed  in  each  instance  wi'hout  reaction  and  witli 
dramatic  improvement. 

8.  Hamilton,  ,1.  E.  and  Duncan,  F..:  PenetratinEr  Gunshot  and 
Stab  Wounds  of  the  Abdomen.  Sur2:ery  13:107-121  (Jan.) 
1943. 


This  delay  in  obtaining  blood  which  has 
been  properly  matched  (for  the  Rh  factor, 
as  well  as  for  type)  is  unavoidable,  because 
the  high  mortality  from  incompatibility  re- 
actions and  the  danger  of  sensitizing  an  Rh- 
negative  recipient  to  future  transfusions 
prohibit  the  use  of  unmatched  blood.  Even 
though  plasma  may  be  used  as  a  temporary 
expedient,  it  is  not  ade((uate  replaceirent 
therapy  for  u-hole  blood  loss;  and  the  inci- 
dence of  homologous  serum  hepatitis  after 
the  use  of  pooled  plasma  has  caused  many 
doctors  to  abandon  its  use  entirely. 

Even  when  the  time  factor  is  not  urgent, 
autotransfusion  may  be  necessary  to  supple- 
ment bank  blood  in  cases  of  a  shortage  of 
one  of  the  rarer  blood  groups.  Finally,  auto- 
transfusion is  a  last  defense  against  irre- 
versible shock  when  one  is  forced  to  operate 
on  a  patient  who  does  not  respond  to  the 
usual  supportive  preoperative  measures. 

The  cases  in  which  autotransfusion  may 
be  useful  are  those  instances  of  rapid  bleed- 
ing into  the  serous-lined  cavities  whence 
fluid,  sterile,  nonhemolyzed  blood  may  be 
collected.  The  classic  examples  are  acute 
hemopericardium  and  hemothorax  due  to 
wounds  of  the  heart'"'  and  lungs,  and  hemo- 
peritoneum  due  to  ruptured  spleen  or  ectopic 
pregnancy.  Blood  drained  from  large  be- 
nign tumors  such  as  uterine  fibroids  has  been 
successfully  utilized'"".  In  addition  to  its 
value  in  traumatic  cases,  autotran.sfusion 
may  be  useful — even  life  saving — when  ac- 
cidents occur  during  elective  operations  on 
the  heart  or  the  larger  blood  vessels,  and  in 
operations  for  aneurysm  or  arteriovenous 
fistulas.  The  first  consideration,  however,  is 
to  be  prepared  to  collect  and  transfuse  auto- 
genous blood. 

Safety  of  Avtotranfifusion 
The  safety  of  autotransfusion  is  affirmed 
by  the  reports  of  the  Watsons'^'  and  Gris- 
wold'''. The  former  found  a  non-fatal  re- 
action rate  of  about  3  per  cent  and  a  mor- 
tality of  1.5  per  cent.  These  fatalities  would 
be  preventable  in  light  of  our  present  knowl- 
edge concerning  the  extent  of  hemolysis  in 
blood  more  than  sixteen  hours  old.  Griswold 
also  had  a  reaction  rate  of  3  per  cent,  includ- 
ing 1  fatality  (1  per  cent  mortality)  which 
was  the  result  of  a  technical  error  in  filtra- 
tion. 

9.  Watson,  C.  M.  and  Watson.  J.  R. :  .\utotran.sfusion  in 
the  Treatment  of  Wounds  of  the  Heart.  J..\.M..\.  100: 
.i20-52.S  (Feb.  15)  193(1. 
in.  Wallinsford.  A.  J.:  Auto  Transfusion  with  Blood  from 
Larse  Myomatous  I'teri,  Am.  .1.  Obst  &  Gynec.  33:809-874 
(May)   1937. 
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Even  though  blood  which  is  partly  hemo- 
lyzed  or  contaminated  with  urine,  intestinal 
contents,  bile,  or  necrotic  tissue  is  generally 
considered  unfit  for  autotransfusion,  the  ex- 
perience of  Griswold  is  interesting.  He  and 
his  co-workers  found  no  evidence  of  toxins 
from  tissue  neci-osis  per  se,  and  no  harmful 
properties  in  portal  blood  or  blood  contain- 
ing: small  amounts  of  urine.  Though  recog- 
nizing the  toxic  properties  of  bile,  they  found 
that  its  presence  in  small  amounts  was  no 
contraindication  to  autotransfusion.  In  fact, 
they  gave  contaminated,  but  filtered,  blood 
to  29  patients ;  8  of  these  survived  their 
trauma  and  shock  long  enough  for  a  deter- 
mination of  the  role  played  by  autotransfu- 
sion. None  of  the  8  survivors  had  septicemia 
or  other  notable  reactions. 

If  carefully  filtered  and  used  in  conjunc- 
tion with  massive  doses  of  the  antibiotics, 
such  contaminated  blood  may  well  be  harm- 
less ;  and  the  necessity  for  adequate  blood 
replacement  may  outweigh  the  danger  of  its 
use.  Griswold  also  reiterates  the  common 
belief  that  alkalinizing  the  urine  can  reduce 
the  renal  precipitation  of  hemoglobin  when 
the  autogenous  blood  is  beginning  to  show 
hemolysis. 

Methods  of  Autotransfusion 

Rapid  recovery  of  the  maximum  amount 
of  uncontaminated,  fluid  blood  into  a  con- 
tainer adapted  to  rapid  reinfusion  is  the  ob- 
ject of  all  collection  methods.  A  number  of 
good -methods  have  already  been  described. 
Levy'"'  reported  mopping  out  blood  with 
packs  previously  wet  with  citrate  solution. 
The  blood-soaked  packs  are  then  wrung  into 
a  saline-citrate  solution  which  is  filtered 
through  gauze  and  then  poured  into  an  open 
gravity  dispenser.  The  methods  of  Walling- 
ford"'''  and  Griswold'"''  utilize  suction  through 
a  trap  bottle,  followed  by  open  filtration 
through  gauze.  The  apparatus  described  by 
Cornell"-'  and  Greene""'  also  make  use  of 
suction  and  the  Poole  tip,  but  have  added 
attachments  for  closed  filtration.  Greene 
employed  a  specially  designed  double  wire 
filter  of  fine  mesh,  whereas  the  filter  of  Cor- 
nell was  constructed  of  gauze. 

In  general,  it  may  be  said  that  sponging 
or  ladling  methods  of  collection  are  less  effi- 
cient and  more  apt  to  result  in  contamina- 

n.  T,e\T.  L. :  Autotransfusion:  Report  of  'I'liree  Cases.  New 
Orleans  M.  &  S.  J.  s.i:SS6-sso    (Junel    li)31. 

12.  Cornell.  Y.  W. :  Auto  Bloofl  Transfusion  Apparatus.  Am. 
.r.    Sur?.    22:.5liS-.->(i9    (Dec.)    193.3. 

13.  (ireene.  J.  J.:  Greene  .\uto-Transfusion  Apparatus"  Used 
in  Aseptic  Hemoperitoneum,  Am.  J.  Surg.  30  :S58  (Dec.) 
193S. 
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Fig.  1.  The  assembled  apparatus  for  closed 
autotransfusion.  Stock  numbers  in  parentheses 
refer  to  the  Army-Navy  catalogue. 
1.  fube,  suction,  abdominal,  Poole  (.3-866-600) 
2  and  3.  Filter,  drip,  apparatus,  indirect  blood 
transfusion   (3-.30.5-900) 

4.  Clamp,    shutoff,    regulating    (4-180-680) 

5.  Flask,  filtering,   1000  ml.   (4-249-000) 

6.  Adapter,  Luer  needle,  glass   (3-000-700) 

7.  Needle,  hypodermic,  15  gauge  (3-491-305  or 
3-491-400) 

8.  Bottle,  vacuum,  blood  with  or  without  anti- 
coagulant (3-119-730,  3-119-750,  3-119-760 
or  3-119-765) 

Tubing,    rubber,    ^s    inch    inside    diameter 
(4-461-420) 

Tubing,  glass,  soft,  assorted.  25s.  (4-459-250) 
Stopper,  rubber.  2-hole  no.  7   (4-422-000) 

All  of  the  apparatus  except  the  vacuum  bottle 
should  be  sterile,  so  that  it  can  be  handled  on  the 
operating  table.  Spare  tubing  and  filter  sets  (as 
prepared  for  indirect  transfusion)  should  be 
available.  Vacuum  bottles  (sterile  inside)  and 
the  drip-regulating  clamp  are  handled  exclu- 
sively by  unscrubbed  circulating  assistants  or 
by  the  anesthetist. 

tion,  hemolysis,  or  clotting  of  the  blood.  Open 
methods  of  collection  and  filtration  through 
gauze  may  result  in  bacterial  contamination 
or  the  acquisition  of  pyrogenic  properties. 
The  closed  methods  mentioned  above  require 
specially  designed  bottles  or  filters,  and  are 
not  readily  adapted  to  handling  large  vol- 
umes of  blood. 

Descri2)tion  of  Apixifratus 
The  apparatus  described  below  and  illus- 
trated in  figure  1  employs  no  new  principle, 
but  has  been  found  efficient  and  convenient, 
and  can  be  rapidly  assembled  from  items 
available  in  any  adequately  equipped  hos- 
pital. In  the  author's  opinion  it  offers  the 
following  desirable  features : 

1.    Closed,    aseptic,    uninterrupted   collec- 
tion of  blood. 
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2.  Closed  double  filtration  through  fine 
wire  mesh. 

3.  Transfer  of  blood  to  the  recipient  at 
any  stage  of  collection. 

4.  Aseptic  transfer  of  blood  from  the  col- 
lection flask  to  the  donor  bottle — even 
by  an  unscrubbed  circulating  assistant. 

5.  Repeated  transfer  of  blood  from  the 
collection  bottle  to  any  number  of 
donor  bottles. 

6.  Rapid  replacement  of  filters  or  tubing 
in  case  of  clogging. 

The  apparatus  is  set  up  in  the  following 
manner :  A  one  liter  suction  flask,  fitted  with 
a  two-hole  no.  7  stopper,  is  introduced  into 
the  ordinary  operating  room  suction  circuit 
at  a  convenient  distance  {2V>  to  3  feet)  from 
the  Poole  suction  tip.  This  permits  inter- 
mittent collection  of  blood  from  an  open 
space  without  loss  of  vacuum  in  the  sterile 
donor  bottles.  A  "Baxter  filter"  (wire  mesh) 
lies  between  the  suction  tip  and  the  short 
right-angled  glass  tube  leading  into  the 
flask.  The  long  right-angled  glass  tube,  which 
reaches  to  within  one  eighth  inch  of  the 
flask's  bottom,  is  attached  by  sterile  rubber 
intravenous  tubing  (the  tubing  from  an  or- 
dinary blood  recipient  set)  to  a  second  Bax- 
ter filter,  which  leads  by  way  of  an  adapter 
and  a  no.  15  needle  into  a  sterile  vacuum 
donor  bottle. 

These  vacuum  bottles  are  available  with 
and  without  anticoagulants.  When  blood  is 
collected  from  an  open  cavity  and  citrated 
in  the  collecting  flask,  the  vacuum  donor 
bottle  should  contain  no  additional  antico- 
agulant. Bottles  with  anticoagulant  are  de- 
sirable when  blood  is  being  removed  by 
thoracentesis. 

Loss  of  vacuum  in  the  donor  bottle  is  pre- 
vented by  the  application  of  a  drip-regulat- 
ing clamp.  The  side  opening  of  the  collecting 
flask  is  connected  to  the  usual  source  of  neg- 
ative pressure.  Before  blood  collection  is 
begun,  a  measured  amount  of  citrate  solu- 
tion is  aspirated  through  the  system  into  the 
suction  or  collecting  flask.  The  apparatus 
is  then  ready  to  aspirate,  filter,  and  citrate 
any  accessible  free  blood. 

As  soon  as  blood  is  collected  in  the  suction 
flask,  a  circulating  technician  or  nurse  at 
some  distance  from  the  operating  table  can 
begin  to  draw  blood  through  the  second  fiKer 
into  the  donor  bottle  by  releasing  the  drip- 
regulating  clamp.  If  more  than  500  cc.  is 
recovered  in  the  collecting  flask,  additional 
vacuum  bottles  can  be    aseptically    hooked 


into  the  system,  and  autotransfusion  can  be 
begun  immediately.  Spare  filters  and  suc- 
tion tips  should  be  ready  for  replacement  in 
case  of  clogging.  If  the  blood  is  transfused 
through  the  usual  recipient  set,  it  is  then 
filtered  a  third  time. 

Adaptation  for  thoracentesis 

The  filter,  tubing,  and  vacuum  donor  bottle 
are  readily  adapted  for  collecting  blood  by 
thoracentesis.  The  thoracentesis  needle  is 
connected  through  a  three-way  stopcock  to 
a  30  cc.  syringe,  and  by  a  filter  and  tubing 
to  a  vacuum  donor  bottle.  When  the  valve 
is  turned  to  empty  the  syringe,  blood  is 
rapidly  drawn  through  the  filter  into  the 
donor  bottle,  where  it  is  citrated.  The  shut- 
off"  position  of  the  stopcock  enables  one  to 
exchange  a  sticking  syringe  or  to  discard 
air  without  producing  pneumothorax  or  los- 
ing vacuum  in  the  donor  bottle. 

In  1945  Sanger""  reported  the  successful 
use  of  the  ordinary  transfusion  vacuum 
bottle,  tubing,  and  needle  for  recovering 
blood  directly  by  thoracentesis  in  the  treat- 
ment of  war  wounds  of  the  chest.  Probably 
for  convenience,  he  did  not  use  a  syringe, 
stopcock,  or  filter.  Even  though  a  traumatic 
hemothorax  ntay  remain  unclotted,  the 
writer  feels  that  the  use  of  a  filter  is  a  war- 
ranted precaution.  The  use  of  an  aspirating 
syringe  and  three-way  stopcock  provides  two 
advantages:  (1)  It  prevents  contamination 
of  the  vacuum  bottle  if  the  first  sample  of 
blood  is  contaminated  or  hemolyzed.  and 
(2)  it  prevents  loss  of  vacuum  in  the  bottle 
if  a  large  pneumothorax  is  present. 

^^  Summary 

1.  Autotransfusion  is  a  well  e.stablished 
method  of  treatment  in  selected  cases  of 
hemorrhage  into  the  serous-lined  body  cavi- 
ties. 

2.  The  real  value  of  the  procedure  lies  in 
conserving  time  and  supplementing  stores 
of  bank  blood. 

3.  Fresh  autogenous  blood,  properly  col- 
lected, citrated,  and  filtered,  is  a  safe  thera- 
peutic agent. 

4.  Autotransfusion  is  often  omitted  be- 
cause the  hospital  staflf  is  unprepared  to  use 
it. 

5.  A  simple,  efficient  collection  apparatus 
made  from  standard  items  is  described. 

11.  Sanrer.  F.  W. :  Evacuation  Hospital  Experiences  with 
War  Wounds  and  Injuries  of  ttie  Cliest,  Ann.  Surgr.  122: 
117-102   (Aug.)   191-1. 
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SICKLE  CELL  ANEMIA  COMPLICATED 
BY  VALVULAR  HEART  DISEASE 

Gus  E.  Forbes,  M.D.* 
Laurinburg 

Herrick'i'  in  1910  described  a  disease  man- 
ifested by  severe  anemia  and  characterized 
by  peculiar  elongated  and  sickle-shaped  red 
blood  corpuscles.  Since  that  time  many 
articles  dealing  with  sickle  cell  anemia  have 
appeared  in  the  literature.  The  clinical  fea- 
tures of  this  disease  are  similar  to  those  of 
rheumatic  fever,  and  the  differential  diag- 
nosis in  many  instances  is  not  an  easy  task. 
Joint  pains,  fever,  tachycardia,  cardiac  en- 
largement, heart  murmur,  and  electrocardio- 
graphic changes  may  occur  in  either  condi- 
tion. The  occurrence  of  the  two  diseases  in 
the  same  patient  appears  to  be  extremely 
rare,  for  a  review  of  the  literature  reveals 
only  4  cases  of  sickle  cell  anemia  in  which 
valvular  defects  due  to  rheumatic  fever  were 
found  at  autopsy. 

It  is  important  to  recognize  the  existence 
of  rheumatic  heart  disease  when  it  is  present 
in  patients  with  sickle  cell  anemia,  for  the 
prognosis  of  either  disease  may  be  altered  by 
the  presence  of  the  other.  The  purpose  of 
this  paper  is  to  emphasize  the  fact  that  val- 
vular defects  due  to  rheumatic  fever  may 
occur  in  patients  with  sickle  cell  anemia,  and 
to  discuss  the  features  which  suggest  a  clin- 
ical diagnosis  of  the  two  diseases  in  the  same 
patient. 

Case  Report 

The  following  is  the  case  report  of  a  28 
year  old  Negro  man  in  whom  the  diagnosis 
of  sickle  cell  anemia  and  mitral  valve  disease 
was  made  clinically  and  verified  by  autopsy 
findings. 
First  admission 

This  28  year  old  colored  man  was  admitted  to  the 
Hospital  Division  of  the  Medical  College  of  Virginia 
on  July  21,  1947,  complaining  of  weakness,  breath- 
lessness,  and  pain  over  the  heart.  He  stated  that  all 
of  his  life  he  had  had  episodes  of  weakness  lasting 
from  a  few  days  to  a  few  weeks:  he  could  not  de- 
scribe these  episodes  more  accurately.  He  said  also 
that  he  had  not  been  as  active  as  other  children  of 
his  age,  tliat  he  did  not  advance  in  school  as  raoidly, 
and  that  he  had  always  been  underweight.  There 
were  no  other  specific  complaints  until  the  age  of 
18  years,  when  he  began  to  have  frequent  sore 
throats,  as  often  as  once  a  month.  These  episodes 

From  the  Dcpnrtment  of  Medicine,  Scotland  Count)-  Me- 
morial  Hospital,   Laurinbursr.   Nortti  Carolina. 

*  Former  Medical  Resident  and  Instructor  in  Medicine,  Hos- 
pit.al  of  the  Medical  CoUesre   of  Virginia,   Richmond,   Virginia. 

1.  Herrick,  .T.  B, :  Peculiar  Elonsated  and  Sickle  Shaped 
Red  Blood  Ccrpuj^cles  in  a  Case  of  Severe  ;\nemia.  Arch. 
Int.  Med.   0:517-521    (Nov.)    1910. 


usually  resulted  in  his  going  to  bed  for  several  days. 
At  the  age  of  2.3  years  exertional  dyspnea  appeared, 
and  became  progressive.  Later  he  began  to  have 
frequent  nosebleeds  for  which  there  was  no  apparent 
cause. 

Three  months  prior  to  admission  he  was  forced  to 
stop  work  because  of  swelling  in  both  legs,  increas- 
ing breathlessness,  and  the  development  of  ulcers 
on  the  medial  and  lateral  surfaces  of  the  left  ankle. 
These  ulcers  disappeared  but  recurred  just  prior  to 
hospitalization.  About  one  month  before  he  entered 
the  hospital,  precordial  pain  appeared.  This  was  de- 
scribed as  sharp  and  constant,  later  Ijecoming  a  dull 
ache.  The  dyspnea  increased  and  he  was  forced  to 
remain  in  bed.  Two  or  three  weeks  before  admission 
oain,  heat,  and  swelling  developed  in  the  right  knee, 
the  elbows,  and  the  shoulders.  These  symptoms  dis- 
appeared in  about  one  week,  and  there  was  no  his- 
tory of  previous  joint  manifestations.  Weakness  and 
breathlessness  increased,  and  the  patient  was  re- 
ferred to  the  hospital  for  treatment.  There  was  no 
history  of  chills,  fever,  nausea,  vomiting,  or  known 
jaundice. 

At  the  age  of  21  years  the  patient  had  received 
several  injections  because  of  a  positive  serologic 
test  for  syphilis.  Tuberculosis  had  been  suspected 
for  many  years,  but  a  positive  diagnosis  had  not 
been  made.  There  was  no  history  of  significant 
familial  disease.  The  patient  was  born  near  Rich- 
mond. Virginia,  and  had  always  lived  in  the  same 
vicinity.  He  had  not  been  a  member  of  the  armed 
services. 

Physical  examination:  The  rectal  temperature  was 
102  F.  the  pulse  92,  respiration  20,  blood  pressure 
115_  systolic,  55  diastolic,  weight  126  pounds.  The 
patient  was  a  mildly  dyspneic  colored  male  who  ap- 
neared  chonically  ill.  malnourished,  and  younger 
than  his  stated  age,  Tliere  was  slight  distention  ^f 
the  neck  veins.  The  buccal  mucous  membranes,  the 
conjunctivae,  and  the  palms  of  the  hands  were  pale, 
and  an  icteric  tint  was  present  in  the  sclera"  and 
mucous  membranes.  The  cervical  and  axillary  lymnh 
nodes  were  palpable.  The  tonsils  were  hvoertrophied 
but  showed  no  evidence  of  active  infection. 

The  heart  was  enlarged  to  the  left,  the  apex  being 
palpated  in  the  fifth  left  intercostal  space  in  the 
anterior  axillary  line,  A  diastolic  thrill  was  present 
and  there  was  a  high-pitched  systolic  murmur  heard 
best  at  the  apex,  and  preceded  by  a  low-pitched, 
rumbling  diastolic  murmur:  these  murmurs  were  in- 
creased by  exercise.  Moist  rales  were  present  in  both 
Inng  bases.  The  abdomen  was  slightly  distended. 
The  liver  could  not  be  nalpated,  but  was  thought  to 
be  enbirged  to  percussion:  the  snleen  was  not  pal- 
pable. There  was  slight  bilateral  pitting  edema  of 
the  lower  extremities,  and  small  ulcers  were  present 
on  the  medial  and  lateral  sides  of  the  left  ankle. 
The  remainder  of  the  physical  examination  was  not 
remarkable. 

Laboratory  data:  The  blood  count  showed  1  9fi!^.- 
000  red  blood  cells,  6  Gin,  of  hemoglobin,  and  12.150 
white  blood  cells,  with  Gfi  per  cent  polymorpho- 
nuclear cells,  24  per  cent  lymphocytes.  8  ner  cent 
eosinophils,  and  2  per  cent  monocytes.  Urinalysis 
showed  an  acid  reaction,  a  specific  gravity  of  1,014, 
and  a  trace  of  albumin:  microscopic  examination 
showed  an  occasional  white  blood  cell  per  hio-h 
power  field.  The  icteric  index  was  22  units,  and  the 
total  serum  proteins  were  7,4  Gm,  per  100  cc.  with 
an  albumin-globulin  ratio  of  1:2,  Serologic  tests  f"'- 
syphilis  were  negative,  and  the  blood  sugar  and 
nonprotein  nitrogen  were  normal,  A  sickle  cell  preo- 
aration  showed  100  per  cent  sickling  in  six  hours, 
and  the  sedimentation  rate,  determined  by  the  Cutler 
method,  was  36  mm,  in  an  hour. 

A  chest  film  showed  slight  increase  in  the  broncho- 
vascular  markings,  with  slight  haziness  in  the  left 
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costophrenic  angle.  Fluoroscopy  showed  moderate 
enlargement  of  the  heart;  a  barium  swallow  with 
the  patient  in  the  right  anterior  oblique  position 
revealed  the  esophagus  to  be  displaced  posteriorly. 
The  electrocardiogram  revealed  a  regular  rate  of 
83  per  minute,  a  PR  interval  of  .14  second,  and  a 
QS  interval  of  .06  second;  it  was  normal  otherwise. 
Roentgen  examination  of  the  skull  and  long  bones 
showed  trabeculation  of  the  cortex  of  the  left  tibia. 

Numerous  stool  examinations  were  negative  for 
ova  and  parasites.  Agglutination  tests  for  typhoid 
0  and  H,  paratyphoid,  proteus  X,,,,  and  brucellosis 
were  negative,  as  were  complement  fixation  tests 
for  echinococcosis  and  trichinosis.  Serial  roentgen- 
oo'rams  of  the  chest  revealed  no  evidence  of  Loef- 
fler's  syndrome.  A  biopsy  of  the  gastrocnemius 
muscle  showed  no  evidence  of  trichinosis  or  peri- 
arteritis nodosa,  and  biopsy  of  a  left  axillary  lymph 
node  showed  only  reactive  hyperplasia  with  exten- 
sive infiltration  bv  eosinophils. 

Course  in  the  hospital:  The  patient's  blood  was 
tvpe  O,  Rh  positive,  and  on  Julv  24,  1947,  he  was 
aiven  a  transfusion  of  2.50  cc.  of  whole  blood :  this 
was  repeated  the  next  day.  On  August  1.  1947.  a 
blood  count  was  as  follows:  red  blood  cells  1  .H80.0nn, 
l^pmoglobin  4.9  Gni.,  white  blood  cells  19,600.  with 
-17  per  cent  nolymorphonuclear  cells,  19  per  cent 
Ivmphocvtes,  2  per  cent  monocvtes,  and  32  per  cent 
posinonhils.  A  smear  of  peripheral  blood  showed 
riprked  noikilocytosis  and  anisocvtosis,  with  manv 
sickle  cells;  there  was  a  moderate  amount  of  red 
eel!  regeneration  with  normal  appearing  platelet"s, 
and  a  marked  increase  in  normal  mature  eosinophils 
ivas  noted.  A  sternal  marrow  examination  revealed 
hvperplasia  of  erythopoiesis,  with  frequent  pro- 
ervthroblasts.  a  great  increase  in  normal  appearing 
eosinophils,  and  a  slight  increase  in  megakaryocvtes. 

By  August  10.  1947.  the  patient  had  received  1550 
cc  of  type  O.  Rh  positive  blood,  and  the  red  blood 
eells  had  increased  to  2.820.000.  with  9.2  Gm.  of 
hemoglobin.  The  white  blood  cells,  however,  had  in- 
r-veased  to  63,150,  with  82  per  cent  eosinophils. 
Transfusions  were  discontinued.  By  August  16.  1947. 
the  leukocyte  count  was  87,300.  with  77  per  cen<- 
posinophils"  Smears  of  the  peripheral  blood  and 
sternal  marrow  showed  no  essential  change. 

Clinically,  the  patient  appealed  to  improve  grea*-- 
Iv.  The  chest  pain  and  breathlessness  disappeai'ed; 
bo  became  ambulatory,  and  the  leg  ulcers  healpfl. 
'^he  oral  temperature  ranged  between  98-6  and  100 
F.  An  electrocardiogram  showed  nn  essential  chanee: 
the  PR  interval  was  .16  second.  Serial  chest  x-ravs 
revealed  very  slight  reduction  in  the  heart  size- 
olip'ht  pulmonarv  congestion  remained.  The  t'ltal 
lonkocyte  count  decreased  gradually,  but  the  eos'-io- 
philia  persisted.  No  sitrnificant  change  in  the  carHiac 
murmurs  was  noted.  The  patient  was  discharged  on 
Ppptember  22,  1947,  to  be  followed  in  the  Outpatient 
Clinic. 

Second  admission 

The  patient  was  readmitted  at  6  p.m.  on  October 
1.  1947.  Following  discharge,  he  had  begun  to  have 
pain  in  the  epigastrium,  with  increasing  abdominal 
distention  and  breathlessness.  This  was  followed  by 
swelling  of  both  legs,  orthopnea,  and  weakness. 

On  admission  the  patient  appeared  acutelv  ill, 
and  extreme  orthopnea  was  pi'esent;  he  was  iaun- 
diced  and  pale.  Bilateral  pitting  edema  of  the  lower 
extremities  and  marked  distention  of  the  neck  vein'! 
were  present.  The  liver  was  palpated  at  the  level  of 
the  umbilicus,  and  was  tender  and  firm.  The  heart 
was  enlarged,  the  point  of  maximum  intensitv  be- 
ing in  the  fifth  left  intercostal  space  in  the  anterior 
axillary  line;  a  diastolic  thrill  was  present,  and  svs- 
tolic  and  diastolic  murmurs  were  heard  over  the 
apex.  There  was  evidence  of  fluid  in  the  right  pleural 
cavity. 


A  blood  count  showed  1,380,000  red  blood  cells, 
4  Gm.  of  hemoglobin,  and  51,000  white  blood  cells, 
with  56  per  cent  polymorphonuclear  cells,  35  per 
cent  lymphocytes,  and  9  per  cent  monocytes;  no 
eosinophils  were  found.  The  reticulocyte  count  was 
18  per  cent.  Urinalysis  revealed  an  acid  reaction  to 
litmus  paper,  a  specific  gravity  of  1.011.  a  trace  of 
albumin,  and  a  positive  reaction  for  bile.  The  icteric 
index  was  156  units,  and  the  nonprotein  nitrogen 
was  57  nig.  per  100  cc.  of  blood.  A  roentgenogram 
of  the  chest  showed  generalized  pulmonary  conges- 
tion, with  a  small  amount  of  fluid  in  the  right 
pleural  cavity,  and  cardiac  enlargement. 

The  patient  was  placed  in  an  oxygen  tent,  and 
was  given  250  cc.  of  type  0,  Rh  positive  blood.  The 
next  morning  he  received  a  second  transfusion  of 
the  same  amount.  In  addition  he  was  given  an  in- 
itial dose  of  1.2  mg.  of  digitoxin  liy  mouth,  followed 
by  0.2  mg.  daily.  Ammonium  chloride  and  intra- 
venous Salyrgan  were  used  as  diuretics.  Daily  trans- 
fusions of  2,50  cc.  of  blood  wei-e  continued,  and  by 
October  7,  1947,  1500  cc.  had  been  given.  A  chest 
x-ray  showed  a  little  less  density  and  slight  reduc- 
tion in  the  pulmonary  congestion,  but  the  right 
pleural  effusion  and  cardiac  enlargement  remained. 
Aspiration  of  the  right  pleural  cavity  resulted  in 
the  removal  of  430  cc.  of  dark  amber  fluid  with  a 
specific  gravity  of  1.016.  Blood  cultures  were  nega- 
tive. The  electrocardiogram  revealed  a  rate  of  95 
per  minute,  and  a  PR  interval  of  .24  to  .26  second. 
A  prominent  S  wave  was  present  in  leads  I  and  II; 
the  QRS  in  lead  lit  was  W-shaped;  and  the  T  wave 
in  lead  IV  was  diphasic. 

The  patient  improved  gradually,  and  liecame  am- 
bulatory on  October  20.  1947.  The  icteric  index  re- 
turned to  28  units.  On  October  25,  1947,  he  was  dis- 
charged to  be  followed  in  the  Outpatient  Clinic.  The 
cardiac  murmurs  were  present  and  had  not  changed 
in  character. 

Third  admission 

Following  discharge  the  patient  had  no  complaints 
until  November  3,  1947,  when  weakness,  swelling  of 
the  abdomen,  and  increasing  breathlessness  ap- 
peared. He  was  readmitted  at  7  p.m.  on  November 
6,  1947. 

The  patient  was  slia'htly  laundiced  and  the  neck 
veins  were  distended.  The  left  side  of  the  chest  was 
clear,  but  on  the  right  there  was  suppression  of 
breath  sounds,  with  decreased  tactile  fremitus  and 
dullness  to  percussion  at  the  level  of  the  eighth 
intercostal  space  in  the  anterior  axillary  line.  An 
occasional  premature  contraction  of  the  heart  was 
present,  and  systolic  and  diastolic  murmurs  were 
heard  over  the  apex.  The  abdomen  was  distended 
and  a  fluid  wave  was  present.  The  liver  was  mark- 
edly enlarged  and  there  was  bilateral  pitting  edema 
of  the  legs. 

The  blood  count  showed  the  presence  of  severe 
anemia  and  slight  leukocytosis;  the  differential 
count  was  normal.  Urinalysis  was  as  on  previous 
examinations.  The  icteric  index  was  40  units,  and 
the  nonprotein  nitrogen  was  35  mg.  per  100  cc.  of 
blood.  A  roentgenogram  of  the  chest  showed  mod- 
erate cardiac  enlargement,  with  congestion  through- 
out both  lungs.  The  cardiac-thoracic  ratio  was  64  per 
cent.  Fluoroscopy  with  a  barium  swallow  showed 
prominence  of  the  left  auricle  and  ventricle.  A  lat- 
eral film  (fig.  1)  showed  the  esophagus  to  he  devi- 
ated posteriorly  by  the  enlarged  left  auricle.  The 
electrocardiogram  revealed  a  rate  of  100  per  minute, 
and  a  PR  interval  of  .18  second.  Lead  I  showed  a 
small  Q.  deep  S,  and  diphasic  T;  lead  II  a  deep  S; 
and  lead  III  a  low  R  and  deep  S.  Several  blood  cul- 
tures were  negative. 

The  patient  was  treated  by  the  usual  methods  for 
cardiac  decompensation,  and  in  addition  two  transfu- 
sions of  whole  blood   (500  cc.  each)  were  given.  He 
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Fig.  1.   Lateral  view  of  the  ciiest,  demonstrating 

the  barium  filled  esophagus  deviated  posteriorly 

by  the  enlarged  left  auricle. 

improved,  and  was  discharged  on  November  20,  1947. 
Tlie  red  blood  cell  count  was  -3,480,000;  there  were 
9  Gm.  of  hemoglobin,  and  the  white  blood  cell  count 
was  8,400,  with  a  normal  differential  count.  The 
icteric  index  was  2fi  units.  The  heart  murmurs  were 
present,  and  the  liver,  although  reduced  in  size, 
was  palpable.  The  spleen  was  not  palpable. 

Fourth  admission 

The  patient  was  readmitted  at  8:30  p.m.  on  De- 
cember 10,  1947,  with  complaints  of  breathlessness, 
swelling  of  the  lower  extremities,  and  weakness.  He 
was  in  marked  congestive  heart  failure,  with  dis- 
tended neck  veins,  an  enlarged,  tender  liver,  pul- 
monary congestion,  and  pitting  edema  of  the  lower 
extremities.  The  heart  was  enlarged,  the  point  of 
maximum  intensity  being  felt  in  the  sixth  left  inter- 
costal space.  Systolic  and  diastolic  murmurs  were 
present  over  the  apex.  The  spleen  was  not  palpable, 
and  the  patient  was  moderately  jaundiced. 

The  red  blood  cell  count  was  2,300,000,  and  the 
hemoglobin  was  .5. .5  Gm.  Bile  was  present  in  the 
urine,  and  the  icteric  index  was  82  units. 

The  patient's  course  was  rapidly  downhill,  and 
he  died  approximately  twenty-four  hours  after  ad- 
mission. 

Autopsy   findings 

An  autopsy  performed  by  Dr.  T.  M.  Scotti  showed 
congestion  in  the  lungs  and  abdominal  viscera  gen- 
erally. The  vessels  were  packed  with  red  blood  cells, 
and  sickled  forms  were  observed  in  practically  all 
sectio7is.  Otherwise,  the  pertinent  findings  were 
limited  to  the  heart,  which  weighed  610  Gm.,  and 
was  enlarged  in  both  anteroposterior  and  lateral  di- 
mensions. The  epicardium  appeared  smooth  and  glis- 
tening, and  the  myocardium  was  moderately  fii-m. 
The  valves  showed  the  following  measurements: 
tricusnid,  16  cm.:  pulmonary,  9  cm.;  aortic,  8.5  cm.; 
mitral,  10.4  cm.  Both  anterior  and  posterior  leaves 
of  the  mitral  valve  demonstrated  fibrous  thickening 


Fig.  2.  The  heart  at  autopsy,  demonstrating 
fibrous  thickening  of  the  anterior  and  posterior 
leaves  of  the  mitral  valve.  The  arrow  points  to 
an  area  of  nonbacterial  thrombotic  endocarditis. 

(fig.  2).  On  the  atrial  portion  three  bright  yellow, 
moderately  firm  granular  masses  were  attached  to 
the  edge  of  the  valve.  These  measured  approximate- 
ly 1.5  tc  2  cm.  in  the  widest  diameter  and  could  be 
detached  from  the  valve  leaflets,  revealing  a 
firm,  thick  base.  Some  of  the  chordae  tendineae  of 
the  mitral  valve  were  thickened  and  shortened,  and 
showed  loss  of  web  pattern.  The  tricuspid  valve 
leaflets  were  slightly  thickened.  The  heart  was  not 
remarkable  otherwise. 

Microscopic  description:  Hyperemia  and  slight 
edema  of  the  myocardium  and  epicardium  were  pres- 
ent; the  capillaries  were  packed  with  red  blood  cells, 
and  many  sickled  forms  were  present  in  the  forma- 
lin fixed  tissue.  Areas  of  the  myocardium  showed  in- 
filtration by  lymphocytes,  macrophages,  plasma  cells, 
and  polymorphonuclear  leukocytes.  The  muscle  fi- 
bers showed  fragmentation,  cloudy  swelling,  and 
necrosis;  one  giant  cell  was  noted.  No  typical 
Aschoff  nodules  were  seen.  The  mitral  valve  showed 
dense  fibrous  thickening  and  prominent  vasculariza- 
tion (fig.  3).  Superimposed  was  a  thi'omljotic  mass 
composed  chiefiy  of  fibrin:  no  bacteria  were  seen. 

Anatomic  diagnoses:  (1)  Cardiac  hynertrophv  and 
dilatation;  (2)  healed  mitral  valvulitis,  probably 
rheumatic;  (3)  nonbacterial  thrombotic  endocarditis 
of  the  mitral  valve;  and  (4)  focal  myocarditis. 

The  transient  leukocytosis  and  eosino- 
philia  -which  occurred  in  the  case  reported 
here  are  difficult  to  explain.  The  possibility 
that  the  reaction  resulted  from  the  initial 
blood  transfusion  was  considered,  but  at- 
tempts to  locate  the  donor  were  not  success- 
ful. Eight  days  following  the  first  transfu- 
sion the  patient's  leukocyte  count  rose  to  19,- 
600,  Avith  32  per  cent  eosinophils.  Twenty- 
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Fis.  :i.     The  mitral  valve,  showing  fibrous  thick- 

eninft-,  vascularization,   and  a   few   mononuclear 

cells. 

four  days  after  the  first  transfusion  the 
white  blood  cell  count  was  87,800,  and  77 
per  cent  were  eosinophils.  The  patient  was 
discharged  approximately  two  months  after 
the  first  transfusion  with  a  leukocyte  count 
of  21,900,  and  73  per  cent  eosinophils.  On 
the  second  admission  eight  days  following 
discharge  no  eosinophils  were  present,  and 
did  not  appear  in  significant  numbers  fol- 
lowing other  transfusions.  At  autopsy  the 
bone  marrow  showed  moderate  hyperplasia 
of  all  the  cellular  elements,  and  the  spleen 
and  liver  showed  no  evidence  of  leukemic 
infiltration. 

Reactions  to  blood  transfusions  are  not  un- 
common in  patients  with  sickle  cell  anemia. 
The  58  cases  studied  from  the  records  of  the 
Hospital  Division  of  the  Medical  College  of 
Virginia  represented  104  admissions.  There 
were  241  blood  transfusions  given,  and  re- 
actions occurred  in  ten  instances.  However, 
in  no  instance  was  there  leukocytosis  or 
eosinophilia. 

Review  of  the  Literature 
Four  cases  of  sickle  cell  anemia  in  which 
valvular  defects  due  to  rheumatic  fever  were 
found  at  autopsy  have  been  mentioned  in 
the  literature.  Steinberg'-'  in  1930  studied 
the  autopsy  reports  on  16  cases  of  sickle  cell 
anemia,  and  found  evidence  of  valvular  le- 
sions in  one  case.  There  was  a  chronic  verru- 
cous endocarditis  of  the  mitral  and  aortic 
leaflets,  and  the  myocardium  showed  mono- 
nuclear infiltration  and  a  patchy  muscle 
necrosis.  He  considered  this  to  be  of  rheu- 
matic origin.  No  clinical  data  were  given. 

2.    Steinbers:,    R.:    Sickle    Cell    Anemia,    Arch.    PaHi.    9:870-897 
(April)   1930. 


Walker  and  Murphy'-'',  in  1941,  reported 
the  case  of  a  12  year  old  Negro  boy  in  whom 
a  diagnosis  of  sickle  cell  anemia  had  been 
made.  At  autopsy  the  heart  weighed  320 
Gm.;  a  fibrinous  exudate  dulled  the  anterior 
surface  of  the  left  ventricle.  The  leaflets  of 
the  tricuspid  and  mitral  valves  were  edema- 
tous and  thickened,  and  fresh  verrucae  as 
well  as  subendothelial  hemorrhages  beaded 
their  lines  of  closure.  Microscopically  areas 
of  focal  necrosis  containing  Aschofl"  bodies 
were  present.  The  clinical  features  of  this 
case  will  be  mentioned  later. 

Stasney'",  in  1943,  reported  a  case  of  sickle 
cell  anemia  and  miti'al  stenosis  occurring  in 
a  14  year  old  boy  who  died  seventy-seven 
days  after  admission  to  the  hospital.  At  au- 
topsy the  heart  weighed  500  Gm.  and  showed 
mitral  stenosis.  A  microscopic  examination 
of  the  heart  was  not  described.  In  the  same 
paper  mention  was  made  of  a  2  year  old  child 
who  had  sickle  cell  anemia  and  rheumatic 
heart  disease,  but  no  further  description  of 
this  case  was  given. 

In  addition  to  these  autopsied  ca.ses  in 
which  sickle  cell  anemia  has  been  found  to 
be  complicated  by  valvular  defects  due  to 
rheumatic  heart  disease,  the  two  diseases 
have  been  diagnosed  by  Halpern  and  Faber''" 
in  a  living  patient  who  showed  sickling  with 
progressive  cardiac  enlargement  and  en- 
largement of  the  left  auricle,  demonstrated 
by  backward  displacement  of  the  barium- 
filled  esophagus.  This  patient  was  still  alive 
at  the  time  of  the  report. 

Diagnostic  Features 

The  occurrence  of  these  two  diseases  in  the 
same  patient  appears  to  be  rare,  but  the 
recognition  of  their  coexistence  is  important. 
Therefore,  a  study  of  the  literature  has  been 
made  in  an  eflfort  to  determine  clinical  fea- 
tures which  would  justify  the  diagnosis. 

Congestive  heart  failure 

Klinefelter"''  analyzed  12  cases  of  sickle 
cell  anemia  which  had  been  followed  for  a 
long  period  of  time,  and  in  which  the  average 
duration  of  the  anemia  was  eleven  years. 
These  patients  were  alive  at  the  time  of  his 

3.  Walker.  D.  W.  and  Murphv.  .T.  P.:  Sickle-Cell  Anemia 
Complicated  liv  .^cute  Rheumatic  Heart  Disea.se  and 
Massive  Cerebral  Hemorrhaw;  Report  of  a  Case,  J.  Fediat. 
19:2S-.')7    (.Inly)    1911. 

Stasner,  .1.:  ErvthrophaKOcytosis  and  Hemosiderosis  in 
the  Liver  and  Spleen  in  Sickle  Cell  Disease,  Am.  J.  Path. 
19:223-237    (Marchi    1913. 

Halpern,    B.    C.    and    Faber.    H.    K.:    The    Cardiopathy    of 
Sickle    Cell    Anemia    and    Its    DitTerentiation    from    Rheu- 
matic CardiUs,   J.   Pediat.    3n:2S9-29l    (March)    1917. 
Klinefelter,    H.    F.:    The    Heart    in    Sickle    Cell    Anemia, 
Am.  J.  M.  So.  203:34-51    (Jan.)   1913. 
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report.  None  of  them  had  exhibited  frank 
evidence  of  congestive  heart  failure.  No  pa- 
tient had  dyspnea  at  rest,  nocturnal  dyspnea, 
orthopnea,  precordial  pain,  or  chronic  cough. 
Winsor  and  Burch'"'  studied  the  cardiac 
status  of  25  patients  with  sickle  cell  anemia, 
and  of  9  additional  cases  seen  at  autopsy,  and 
found  no  instance  of  right  or  left  ventricular 
congestive  heart  failure  or  severe  orthopnea. 

Fifty-eight  cases  of  sickle  cell  anemia  from 
the  records  of  the  Hospital  Division  of  the 
Medical  College  of  Virginia  were  reviewed. 
Of  these  cases,  3  showed  evidence  of  con- 
gestive failure.  One  was  a  Negro  child  who 
was  9  years  old  on  the  first  admission.  There 
was  no  history  of  rheumatic  fever,  but  a 
faint  apical  systolic  murmur  was  heard.  The 
patient  was  readmitted  two  years  later  with 
symptoms  and  physical  findings  of  acute  con- 
gestive failure,  and  digitalization  was  re- 
quired. The  heart  was  enlarged  to  the  left 
anterior  axillary  line,  and  there  were  sys- 
tolic and  diastolic  murmurs  at  the  apex,  a 
gallop  rhythm,  and  a  pericardial  friction 
rub.  A  history  of  joint  pains  and  fever  three 
weeks  prior  to  admission  was  obtained.  The 
patieiit  died,  but  no  autopsy  was  performed. 
From  the  clinical  evidence,  however,  it  seems 
most  likely  that  acute  pancarditis  due  to 
rheumatic  fever  was  present  in  addition  to 
sickle  cell  anemia,  and  that  the  patient  died 
of  congestive  heart  failure. 

The  second  patient  who  showed  evidence 
of  congestive  failure  died  with  chronic 
glomerulonephritis.  Exertional  dyspnea  was 
the  only  manifestation  of  congestive  failure 
elicited  from  the  history  of  the  third  case; 
this  patient  was  admitted  to  the  hospital  be- 
cause of  lobar  pneumonia. 

The  12  year  old  Negro  boy  reported  by 
Walker  and  Murphy*^'  was  admitted  to  the 
hospital  with  a  chief  complaint  of  fever, 
nosebleeds,  and  joint  pains.  Two  weeks  prior 
to  admission  he  became  feverish  and  had  a 
slight  hacking  cough.  One  week  before  ad- 
mission the  right  knee  became  swollen  and 
painful.  The  right  leg,  shoulder,  and  sterno- 
clavicular joint  were  involved  in  succession. 
In  addition  to  pneumonia,  there  were  physi- 
cal findings  which  suggested  the  presence  of 
congestive  heart  failure.  These  included  pul- 
sating neck  veins,  a  few  moist  rales  heard 
over  both  bases,  and  a  palpable  liver.  The 
heart  was  enlarged  to  the  left,  with  the  point 

7.  Winsor,  T.  and  Burch,  G.  E. :  The  Electrocardiogram  and 
Cardiac  State  in  Active  Sickle-Cell  Anemia,  Am.  Heart  J. 
2U:6So-096    (June)    1945. 


of  maximum  intensity  in  the  sixth  inter- 
costal space  in  the  midaxillary  line.  Systolic 
and  diastolic  murmurs  were  present,  and  the 
patient  had  a  repeatedly  positive  fibrinolysin 
test. 

It  would  appear,  then,  that  patients  with 
sickle  cell  anemia  do  not  develop  gross  con- 
gestive heart  failure  in  the  absence  of  com- 
plicating disease.  When  heart  failure  be- 
comes progressive,  irreversible,  and  ad- 
vanced to  the  stage  where  it  is  refractoiy 
to  the  usual  methods  of  therapy,  and  when 
heart  murmurs  are  present,  valvular  defects 
can  be  diagnosed  clinically  as  a  complicating 
factor.  Since  rheumatic  fever  is  the  most 
common  cause  of  valvular  abnormalities  in 
young  individuals,  one  is  justified  in  making 
this  diagnosis  if  congestive  failure  of  a  se- 
vere degree  develops.  This  clinical  feature 
appears  to  be  the  most  important  single 
characteiistic.  A  history  of  sore  throats,  a 
febrile  illness,  nosebleeds,  and  migrating 
polyarthritis,  when  obtained,  is  significant. 
However,  it  must  be  remembered  that  mul- 
tiple joint  pains  may  occur  in  uncomplicated 
sickle  cell  anemia. 

Sedimentation,  rate 

The  sedimentation  rate  of  patients  with 
sickle  cell  anemia  is  known  to  be  slow.  Bunt- 
ing^s'  observed  that  sickled  red  cells  from 
patients  with  this  disease  failed  to  sediment 
appreciably  within  an  hour.  The  sedimenta- 
tion rate  was  unusually  slow  in  6  of  10  pa- 
tients studied  by  Winsor  and  Burch This 

test  was  employed  in  14  of  the  58  cases  from 
the  Hospital  Division  of  the  Medical  College 
of  Virginia.  In  7  of  these  cases  the  rate  by 
the  Cutler  method  was  15  mm.  or  less  in 
sixty  minutes.  Among  the  7  patients  in  whom 
the  reading  was  above  15  mm.  in  an  hour, 
an  infectious  disease  was  present  in  4. 

This  delay  in  the  sedimentation  rate  seems 
to  be  related  to  the  degree  of  carbon  dioxide 
saturation  of  the  blood;  the  higher  this  sat- 
uration, the  slower  the  rate.  Inhalation  of 
pure  oxygen  by  the  patient  accelerates  the 
rate.  In  active  rheumatic  heart  disease  an 
accelerated  sedimentation  rate  is  one  of  the 
important  diagnostic  features;  it  is  used  fre- 
quently as  an  index  of  activity.  It  would 
appear,  then,  that  when  the  sedimentation 
rate  is  accelerated  in  a  patient  with  sickle 

3.    Bunting:,    I-l. :    Sedimentiition    Rates    of    Sickled    and    Non- 

Sickled  Celb'  from  Patients  with  Sickle  Cell  Anemia,  Am. 

J.   XI.   Sc.   198:19I-19.')    (Aug.)    1939. 
9.    Winsor,  T.   and  Burch,   G.   E. :  The  Rate  of  Sedimentation 

of    Ersthrocytes    in    Sickle    Cell    Anemia,    Arch.    Int.    Med. 

73:41-53    (Jan.)    ILUI. 
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cell  anemia,  an  additional  disease  may  be 
suspected;  and  if  a  survey  of  the  clinical 
findings  warrants  it,  rheumatic  fever  may 
be  diagnosed. 

FU)riuuliisin  test 

A  persistently  positive  fibrinolysin  test  is 
also  strong  evidence  for  the  presence  of  ac- 
tive rheumatic  fever,  especially  rheumatic 
carditis.  Boisvert'""  has  emphasized  the  im- 
portance of  this  test  in  children.  In  sickle 
cell  anemia  the  test  is  of  no  value,  but  if  it 
becomes  positive  rheumatic  carditis  should 
be  considered. 

Systolic  cuid  diastolic  niurniurs 

Cardiac  enlargement  and  systolic  or  dias- 
tolic murmurs  should  not  be  used  as  criteria 
for  a  diagnosis  of  valvular  heart  disease  in 
patients  with  sickle  cell  anemia.  Heart  mur- 
murs have  been  observed  in  many  patients 
with  anemia  in  whom  no  valvular  lesion  was 
pi'esent.  Porter'^  ^'  found  cardiac  enlai'ge- 
ment  with  systolic  murmurs  in  many  cases 
of  severe  hookworm  anemia.  Klinefelter"'' 
mentioned  2  cases  of  chronic  hemolytic  jaun- 
dice with  enlarged  hearts  and  systolic  and 
diastolic  murmurs,  in  which  autopsy  showed 
cardiac  hypertrophy,  but  normal  valves  and 
endocardium.  Hamman'^-'  discussed  a  case 
of  sickle  cell  anemia  in  which  systolic  and 
diastolic  murmurs  were  heard;  at  autopsy 
the  valves  were  normal.  King  and  Janeway'^^' 
reported  the  case  of  a  17  year  old  Negro 
girl  with  sickle  cell  anemia  who  had  an 
apical  diastolic  murmur  which  gradually  dis- 
appeared over  a  period  of  one  year.  Ball'"' 
reported  the  first  case  of  hypochromic  micro- 
cytic anemia  in  which  roentgen  evidence  of 
cardiac  enlargement  disappeared  after  re- 
sponse to  treatment.  This  patient  had  the 
physical  findings  of  mitral  stenosis,  and  these 
disappeared  also. 

Winsor  and  Burch'''  found  heart  murmurs 
in  95  per  cent  of  34  patients  with  sickle  cell 
anemia.  A  systolic  murmur  was  heard  over 
one  valve  area  in  81  per  cent;  aortic  diastolic 
and  systolic  murmurs  were  present  in  5  per 
cent;  mitral  diastolic  and  systolic  in  5  per 

10.  Boisvert,  P.  L. :  (a)  The  Fihrinolysin  Test  in  Rheumatic 
Heart  Disease;  Am.  J.  Dis.  Child.  60:999-1000  (Oct.)  lOto. 
(hi  Ihe  Fihrinolvsiii  Test  in  Rheumatic  Fever,  J.  Pediat. 
1S:3JT-3C.2    (Marcli)    19  11. 

11.  Porter,  W.  B.:  Heart  Changes  and  Physiologic  Adjustment 
in  Hookworm  Anemia.  Am.  Heart  J.  13:550-579  (May) 
193T. 

12.  Hamman,  L.:  Clinical-Pathological  Conference;  A  Case 
of  Severe  Anemia  \Aith  Cardiac  Manifestiitions",  South. 
M.    J.    20:065-67:;    (Aug.)    1933. 

13.  King.  J.  T.  and  .fanewav,  C.  A.:  Sickle  Cell  Anemia  with 
Cardiac  Complications,  Internat.  Clin.  3:11-16   (Sept.)    1937. 
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cent;  and  pulmonic  diastolic  and  systolic  in 
5  per  cent.  It  is  interesting  to  note  that  a 
thrill  was  present  over  the  mitral  area  in  5 
per  cent  of  the  cases.  King  and  Janeway"-" 
reported  the  case  of  a  17  year  old  Negro  girl 
with  sickle  cell  anemia  who  had  an  apical 
diastolic  murmur  which  gradually  disap- 
peared over  a  period  of  one  year. 

Bland,  White,  and  Jones"-^'  stated  that  a 
mitral  diastolic  murmur  heard  in  patients 
with  cardiac  enlargement  might  be  due  to  a 
relative  mitral  stenosis  created  when  the 
mitral  ring  does  not  stretch  as  much  as  the 
left  ventricle  dilates ;  this  appears  to  be  the 
explanation  for  mitral  diastolic  murmurs 
heard  in  cases  of  sickle  cell  anemia.  Stetho- 
grams  on  9  of  Klinefelter's  cases"''  showed 
a  presystolic  element  at  the  apex.  A  low- 
pitched  presystolic  sound  occurred  in  a  vari- 
able degree  in  all  9  patients. 

Systolic  and  diastolic  murmurs  occur  fre- 
quently in  patients  with  sickle  cell  anemia 
and  other  types  of  anemia;  their  presence  is 
not  conclusive  evidence  of  valvular  disease. 
When  such  murmurs  disappear  or  when 
their  intensity  is  decreased  following  ther- 
apy or  a  remission,  the  presence  of  organic 
valvular  defects  is  less  likely. 

Cardiac  enlargement 

Cardiac  enlargement  occurs  also  in  un- 
complicated sickle  cell  anemia,  and  should 
not  be  taken  as  evidence  of  valvular  heart 
disease.  Winsor  and  Burch'''  found  some  en- 
largement in  95  per  cent  of  their  cases;  91 
per  cent  had  left  ventricular  enlargement, 
and  the  right  ventricle  was  enlarged  in  86 
per  cent.  Posterior  displacement  of  the 
esophagus  by  an  enlarged  left  auricle  is  a 
characteristic  finding  in  patients  with  mitral 
stenosis.  Halpern  and  Faber' "  demonstrated 
enlargement  of  the  left  auricle  by  this 
method  in  their  case.  However,  this  finding 
does  not  indicate  the  presence  of  mitral 
stenosis  in  all  cases.  In  the  case  which  I 
have  reported,  the  esophagus  was  displaced 
posteriorly  by  an  enlarged  left  auricle  which 
was  thought  to  be  the  result  of  mitral  sten- 
osis. At  autopsy  the  mitral  valve  measured 
10.4  cm. 

Electroca rdiographic  findings 

The  electrocardiogram  is  useful  in  the 
diagnosis  of  many  cardiac  abnormalities, 
and  a  prolonged  PR  interval  is  considered  a 

15.  Bland,  E.  P.,  White,  P.  D.  and  Jones,  T.  D.:  The  Develop- 
ment of  Mitral  Stenosis  in  Voung  People,  Am.  Heart  J. 
111:995-1001    (Dec.)    1935. 
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characteristic  feature  of  active  rheumatic 
heart  disease.  However,  in  the  presence  of 
sickle  cell  anemia  this  feature  has  less  diag- 
nostic significance.  In  1937  King  and  Jane- 
way"  •'  described  the  first  case  of  sickle  cell 
anemia  with  prolongation  of  the  PR  interval. 
Klinefelter*"'  demonstrated  this  finding  in 
50  per  cent  of  his  cases.  Winsor  and  Burch''' 
found  that  the  PR  interval  surpassed  the 
upper  limit  of  normal  in  12  per  cent  of  their 
cases.  Right  axis  deviation  was  present  in 
one  case. 

Electrocardiograms  performed  in  21  of 
the  58  cases  reviewed  from  the  records  of 
the  Hospital  Division  of  the  Medical  College 
of  Virginia  showed  that  the  PR  interval  was 
0.20  second  or  less  in  all  but  one  case.  In  this 
instance  there  was  no  evidence  of  associated 
disease,  and  the  PR  interval  was  0.24  second. 
In  the  case  reported  here  the  PR  interval  on 
the  second  admission  varied  between  0.24 
and  0.26  second;  other  electrocardiograms 
revealed  a  normal  interval. 

Right  axis  deviation,  although  not  fre- 
quently found,  may  occur  in  patients  with 
sickle  cell  anemia  who  do  not  have  valvular 
defects.  Multiple  pulmonary  infarcts  some- 
times result  from  the  presence  of  sickled  cells 
and  stasis  in  the  pulmonary  vessels.  Endar- 
teritis of  the  pulmonary  vessel  occurs  also, 
and  Winsor  and  Burch*^*  found  this  condition 
to  be  present  in  over  half  of  their  autopsied 
cases.  When  either  or  both  of  these  condi- 
tions are  present  to  a  sufficient  degree,  right 
axis  deviation  may  occur  without  deformity 
of  the  mitral  or  pulmonic  valve. 

Sickle  cell  anemia  may  produce  abnormal- 
ities of  the  electrocardiogram  which  are 
similar  to  those  observed  in  rheumatic  fever. 
Therefore,  this  procedure,  when  considered 
alone,  is  not  definitely  diagnostic  of  either 
disease. 

It  appears  that  the  most  important  clinical 
characteristic  in  patients  with  sickle  cell 
anemia  complicated  by  valvular  deformities 
is  congestive  heart  failure  which  does  not 
respond  to  therapy.  Cardiac  enlargement, 
systolic  and  diastolic  murmurs,  a  prolonged 
PR  interval,  and  right  axis  deviation  may 
occur  in  the  absence  of  endocardial  abnor- 
malities. Posterior  displacement  of  the 
esophagus  by  an  enlarged  left  auricle  indi- 
cates mitral  valve  deformity.  If  the  sedimen- 
tation rate  is  accelerated  and  the  fibrinolysin 
test  becomes  positive,  rheumatic  fever  should 
be  suspected. 


Suminu)ij 

1.  A  case  of  sickle  cell  anemia  and  mitral 
valve  deformity,  probably  rheumatic  in  ori- 
gin, has  been  reported.  The  combination  of 
these  two  conditions  appears  to  be  rare.  Four 
autopsied  cases  were  found  in  the  literature. 

2.  A  transient  leukocytosis  and  eosino- 
philia  occurred  in  the  case  reported.  An  ade- 
quate explanation  for  this  reaction  was  not 
found. 

3.  The  clinical  features  which  may  lead 
to  a  diagnosis  of  rheumatic  fever  complicat- 
ing sickle  cell  anemia  are  discussed. 

Conclusions 

1.  Severe  congestive  heart  failure  in  a 
person  with  sickle  cell  anemia  is  the  most 
constant  feature  which  supports  a  clinical 
impression  of  endocardial  abnormalities. 
Posterior  displacement  of  a  barium  filled 
esophagus  by  an  enlarged  left  auricle  indi- 
cates mitral  valve  involvement,  but  does  not 
mean  mitral  stenosis  in  every  case.  An  ac- 
celerated sedimentation  rate  and  positive 
fibrinolysin  test  are  evidence  of  rheumatic 
fever. 

2.  Heart  murmurs,  cardiac  enlargement, 
a  prolonged  PR  interval,  and  right  axis  devi- 
ation may  occur  in  uncomplicated  cases  of 
sickle  cell  anemia. 


THREE  COMMON  ORTHOPEDIC 
PROBLEMS 

De  Que)-vain's  Disease,  Pulled  Elbow, 
and  Morton's  Toe 

Alfred  T.  Hamilton,  M.D.,  F.A.C.S. 

Raleigh 

Three  common  orthopedic  problems  which 
receive  too  little  attention  in  general  text- 
books of  surgery  and  in  general  medical  and 
sui-gical  periodicals  are  (1)  the  stenosing 
tenovaginitis  of  the  long  abductor  and  short 
extensor  of  the  thumb  described  by  de  Quer- 
vain  in  1803;  (2)  the  so-called  "pulled 
elbow,"  or  radiohumeral  subluxation;  and 
(3)  "Morton's  toe,"  or  lateral  plantar  neu- 
roma. 

De  Quervain's  Disease 

The  fact  that  stenosing  tenovaginitis  of 
the  thumb  can  be  diagnosed  with  a  high  de- 
gree of  certainty  makes  it  difficult  to  under- 
stand why  so  little  is  written  about  it,  and 
why  it  is  so  often  unrecognized  by  general 
practitioners  and  surgeons,  who  almost  cer- 
tainly see  it  frequently.  The  fact  that  proper 
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surgical  treatment  is  uniformly  and  prompt- 
ly successful  and  that  conservative  manage- 
ment results  in  prolonged  and  painful  and 
sometimes  permanent  disability  lends  im- 
portance to  its  early  recognition. 

The  symptoms  are  severe  and  characteris- 
tic. The  patient,  usually  a  woman  and  usual- 
ly employed  in  a  job  requiring  forcible  thumb 
action,  develops  an  exquisitely  painful  and 
tender  area  over  the  lateral  surface  of  the 
radial  styloid.  The  pain  is  made  worse  by 
active  abduction  of  the  thumb,  passive  ad- 
duction of  the  thumb,  and  ulnar  adduction 
of  the  hand.  As  the  symptoms  progress,  the 
pain  may  radiate  down  the  thumb  and  up  the 
radial  forearm,  and  generalized  weakness  of 
the  hand,  together  with  a  visible  and  pal- 
pable protuberance  over  the  radial  styloid, 
may  develop.  Although  this  picture  is  com- 
monly called  a  "sprained"  wrist  or  thumb, 
the  true  diagnosis  can  be  made  absolutely  by 
flexing  the  thumb  into  the  palm,  closing  the 
fingers  over  the  thumb,  and  forcibly  carrying 
the  hand  into  ulnar  adduction.  The  anguish 
resulting  from  this  maneuver,  associated 
with  the  localization  of  the  pain  and  tender- 
ness over  the  radial  styloid,  makes  the  diag- 
nosis certain. 

Operative  treatment  is  as  simple  as  it  is 
effective.  Under  local  or  general  anesthesia, 
and  preferably  with  a  tourniquet  around  the 
wrist,  a  small  longitudinal  incision  is  made 
over  the  lateral  surface  of  the  radial  styloid. 
Care  should  be  taken  to  avoid  the  large  vein 
in  this  area  and  the  dorsal  cutaneous  branch 
of  the  radial  nerve,  which  arches  dorsally 
near  this  point.  The  incision  is  carried 
downward  onto  the  annular  ligament,  which 
is  divided.  Adherent  to  the  annular  ligament 
at  this  point,  and  incorporating  the  ligamen' 
into  its  inflammatory  process  is  the  diseased 
synovial  sheath,  which  encases,  in  the  radial 
groove,  the  tendons  of  the  abductor  pollicis 
longus  and  the  extensor  pollicis  brevis. 
Division  of  the  annular  ligament  and  the 
sheath  will  release  the  two  incarcerated 
tendons. 

If  the  process  is  acute,  the  operator  may 
find  the  sheath  to  contain  fluid ;  if  it  is  an 
old,  chronic  process,  the  sheath  will  be  dry. 
The  stenotic  sheath  may  be  soft  and  edema- 
tous, but  if  the  process  has  been  present  for 
any  length  of  time,  it  will  be  thickened,  firm, 
and  of  cartilaginous  consistenc^y.  In  the 
latter  case,  we  invariably  resect  a  portion  of 
the  sheath  on  either  side  of  the  point  of 
division.    Upon  release  of  the  tendons,  the 


tourniquet  is  removed,  bleeding  controlled, 
and  the  skin  and  subcutaneous  tissue  closed 
in  two  layers.  When  the  wound  is  dressed, 
care  is  taken  to  leave  out  the  thumb  so  as  to 
encourage  early  motion. 

Pathologically,  the  process  is  one  of  in- 
flammation accompanied  and  succeeded  by 
repair.  Sections  of  tissue  may  show  simply 
edema  and  infiltration  of  the  synovia,  asso- 
ciated with  moderate  fibroblastic  activity  in 
the  surrounding  tissue.  As  the  process  de- 
velops, the  synovia  becomes  thinned  out  and 
may  disappear  altogether,  while  the  adven- 
titia  of  the  sheath  becomes  fibrosed  and  may 
undergo  hyaline  and  cartilaginous  change. 

The  disorder  is  of  particular  interest  and 
importance  to  those  physicians  dealing  with 
trauma,  especially  of  an  industrial  type.  The 
untreated  case  will  practically  never  subside 
under  conservative  management  in  less  than 
four  months,  and  in  many  cases  the  period 
of  disability  is  much  longer.  Very  few  pa- 
tients who  are  so  managed  will  want  to  re- 
turn to  their  original  occupations  after  re- 
covery. Surgically  treated,  such  patients  can 
be  expected  to  return  to  normal  duty  within 
two  to  four  weeks. 

"Pulled  Elbow" — Radiohumeral  Subluxation 

One  summer  day,  a  frantic  mother  brought 
her  2  year  old  "paralyzed"  child  to  my  oflice. 
She  said  that  the  day  before  the  child  had 
whimpered  and  protested  when  her  left  arm 
was  touched ;  under  no  circumstances  would 
the  child  move  the  hand,  forearm  or  elbow; 
that  the  arm  hung  lax  at  the  child's  side; 
and  that  nothing  could  induce  the  baby  to 
allow  it  to  be  handled.  As  far  as  could  be 
determined,  there  had  been  no  trauma, 
though  it  later  developed  that  the  baby  had 
been  pulled  to  its  feet  by  the  injured  arm. 

I  examined  the  arm  and  believed  it  to  be 
tender  around  the  elbow,  but  all  motions,  al- 
though painful,  were  apparently  possible, 
and  there  was  no  swelling.  I  made  roent- 
genograms of  the  entire  arm,  which  were 
negative  for  fracture  or  dislocation.  I  could 
elicit  no  reflexes,  and  could  induce  no  active 
motion  of  the  arm. 

There  I  was  with  a  paralyzed  child  and 
no  hint  as  to  the  diagnosis.  The  baby  had  a 
slight  temperature  elevation,  and  I  called 
the  patient's  pediatrician,  fearing,  though 
not  believing,  that  this  was  poliomyelitis. 
The  mother  departed,  even  more  frantic  than 
when  she  arrived,  and  I  never  saw  her  again. 
I  had  my  secretary  call  the  next  day,  how- 
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ever,  and  was  told  that  my  consultant  had 
"bent  the  elbow  and  popped  a  bone  back  in 
place,"  and  that  the  child  was  now  well. 

Local  inquiry  and  hasty  research  ended 
this  entity  as  a  source  of  embarrassment. 
Since  that  time  I  have  had  frequent  oppor- 
tunities for  prompt  recognition  and  dramatic 
correction  of  an  amazingly  common  disorder. 
The  clinical  picture  is  always  the  same :  the 
roentgenogram  is  always  negative,  and 
should  not  even  be  taken.  The  radial  head  is 
in  its  normal  alignment  but  has  slipped  up 
on  its  rim — a  fact  not  apparent  in  roentgen 
studies.  Flexion  of  the  elbow,  followed  by 
quick,  forced  supination  of  the  hand,  in- 
variably corrects  the  displacement,  and  the 
little  click  that  accompanies  the  maneuver  is 
readily  palpable  if  the  thumb  is  pressed 
over  the  radiohumeral  joint  as  the  supina- 
tion is  effected. 

The  response  to  this  therapy  is  immediate 
and  delighting.  We  keep  on  hand  all-day 
suckers  for  just  such  patients.  If  the  good 
arm  is  kept  busy,  the  "paralyzed"  arm  will 
be  immediately  employed  for  purposes  of 
obtaining  the  sucker,  and  the  mother,  con- 
vinced, will  leave  the  office  relieved  and 
gratified. 

Morton's  Toe 

Practically  every  doctor  sees  fairly  often 
the  tightly  shod,  overweight,  middle-aged 
woman  who  has  attacks  of  exquisite  pain  in 
the  anterior  portion  of  the  foot.  The  pain  is 
localized  at  the  base  of  the  third  and  fourth 
toes,  and  the  syndrome  has  been  known  since 
1876  as  "Morton's  toe."  The  condition  is 
customarily  treated  conservatively  with  low 
heeled  and  more  capacious  shoes,  metatarsal 
bars  and  pads,  and  hot  applications — quite 
frequently  without  success. 

The  essential  pathologic  process  involved 
in  this  syndrome  is  a  degenerative  and  pro- 
liferative perineural  tumefactive  fibrosis,  in- 
volving usually  the  anastomotic  loop  between 
the  medial  and  lateral  plantar  nerves.  Cases 
which  persist  after  conservative  treatment 
can  be  relieved  by  excision  of  the  "neuroma." 
This  approach  to  the  problem  was  described 
as  early  as  1893,  but  it  is  still  not  used  as 
frequently  as  it  should  be. 

The  clinical  picture  is  clear :  severe  parox- 
ysms of  pain  beneath  the  third  and  fourth 
metatarsal  heads.  The  pain  often  radiates, 
and  most  frequently  comes  on  while  the  vic- 
tim is  walking;  it  is  usually  relieved  by  re- 
moval of  the  shoes.  There  may  be  paresthe- 
sias and  cramping,  and  the  malady  is  most 


often  seen  in  overweight  women  whose  shoes 
are  too  tight  and  too  high  heeled.  Pressure 
underneath  the  third  and  fourth  metatarsal 
heads  and  compression  of  the  ball  of  the 
foot  can  be  expected  to  elicit  the  pain. 

Surgical  management  is  not  difficult.  With 
a  tourniquet  above  the  operative  site,  a  small 
dorsal  longitudinal  incision  is  made  over  the 
web  between  the  fourth  and  fifth  metatarsal 
heads.  Dissection  is  carried  downward  until 
the  bulky,  glistening  white,  encapsulated 
tumor  is  seen.  This  is  excised,  and  the  wound 
is  closed  in  two  layers.  Relief,  though  not 
universal,  is  obtained  in  a  very  large  per- 
centa.ge  of  cases. 


ADIPOSIS  DOLOROSA 

With  Report  of  a  Ccuse 

Walter  Spaeth,  M.D. 

Durham 

Painful  obesity  is  such  an  infrequent  con- 
dition that  the  report  of  an  additional  case 
seems  to  be  warranted.  Dercum'^',  in  1892, 
reported  3  cases  of  obesity  associated  with 
symptoms  involving  the  nervous  system.  The 
distribution  of  fat  in  these  3  patients  dif- 
fered from  ordinary  obesity  in  that  it  oc- 
curred in  an  irregular  manner,  involving 
corresponding  areas  of  the  upper  and  lower 
extremities.  The  fat  deposits  were  at  first 
limited  to  these  areas,  but  later  made  their 
appearance  elsewhere.  In  every  instance  the 
enlargement  was  accompanied  by  pain  at 
some  time.  Other  neurologic  symptoms,  such 
as  a  sensation  of  coldness,  anesthesia,  dim- 
inished cutaneous  sensibility,  or  motor  weak- 
ness also  occurred.  Because  of  the  two  out- 
standing features  of  this  syndrome — pain 
and  fatty  tumors  —  Dercum  proposed  the 
name  adiposis  dolorosa. 

Caf<c  Report 

The  case  reported  below  was  seen  at  Duke 
Hospital  in  May,  1947. 
First  admission 

A  50  year  old  white,  married  woman  was  admitted 
to  Duke  Hospital  on  May  15,  1947.  witVi  a  chief  com- 
plaint of  pain  in  the  joints  for  the  past  two  years. 
Her  family  history,  marital  history,  and  past  history 
were  noncontributory. 

Although  the  patient  was  admitted  for  treatment 

From  the  Dep.Trtineiit  of  ^^edicine.  Duke  University  School 
of  Medioiiio.   Durhniii,   Xorth  Carolina. 

I.  Dercum,  F.  X.:  Tliroe  Cases  of  a  Hitherto  Unclassified 
Affection  Kesemblins  in  Its  Cfrosscr  Asiiects  Obesity,  but 
Associated  with  Special  Ken-ous  Symptoms  —  Adiposis 
Dolorosa,  Am.  J.  M.  Sc.  101 :32I-.';:i:7    (Nov.)    1892. 
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of  early  atrophic  arthritis  involving  the  shoulders, 
ankles,  "knees,  wrists,  and  proximal  phalangeal  joints 
of  her  hands,  the  presence  of  multiple,  discrete, 
painful  suheutaneous  nodules  was  realized  to  be  one 
of  the  chief  causes  of  her  distress. 

Twenty-three  years  ago,  during  her  first  preg- 
nancy, a  small,  lobulated,  nontender  subcutaneous 
nodule  appeared  over  the  medial  aspect  of  her  left 
elbow  joint.  During  the  past  four  years,  small,  frtely 
movable  iicdules  had  developed  in  the  superficial  and 
deep  subcutaneous  tissue  of  the  buttocks,  the  lateral 
portions  of  each  thigh,  the  lumbosacral  region,  and 
the  dorsum  of  the  forearms.  These  tumors  had  in- 
creased in  size.  Tenderness  of  the  nodules  was  noted 
intermittently.  She  had  observed  at  times  that  pres- 
sure from  a  corset  would  produce  severe  pain.  Body 
pressure  induced  by  lying  on  her  back  in  bed  had 
caused  pain  in  these  nodules  severe  enough  to  force 
her  to  sleep  on  her  side.  This  pain  had  never  radi- 
ated along  the  course  of  nerve  trunks,  but  had  re- 
mained localized  to  the  area  of  the  nodules.  Spon- 
taneous pain  had  occurred  in  the  nodules,  and  dur- 
ing those  times  she  believed  that  the  nodules  were 
larger. 

For  the  last  several  years  the  patient  had  gained 
weight  steadily,  until  three  years  before  admission 
she  weighed  176  pounds. 

Physical  examination  showed  the  temperature  to 
be  37  C.  (98.6  F.),  pulse  66,  respirations  14,  blood 
pressure  124  systolic,  78  diastolic,  height  158  cm. 
(.5  feet,  2  inches),  weight  69.3  Kg.   (153  pounds). 

The  patient  was  an  alert  white  woman  with 
obesity  involving  mainly  the  buttocks,  thighs  and 
lower  legs.  The  thorax  and  upper  extremities 
were  smaller  in  size  and  more  in  proportion  to 
her  height.  No  lesions  or  abnormal  pigmentations 
were  present  in  the  skin.  Beneath  the  skin  and  lying 
freely  movable  in  the  subcutaneous  tissue  of  the 
lateral  portions  of  the  thighs  and  buttocks,  in  the 
lumbosacral  region  of  the  trunk,  and  in  the  fore- 
arms were  numerous  nodules,  firm  but  not  hard  in 
consistencv,  and  measuring  1-3  cm.  in  diameter. 
Most  of  these  nodules  were  tender.  There  seemed 
to  be  no  relationship  between  the  distribution  of 
the  nodules  and  the  course  of  the  nerve  trunks.  The 
subcutaneous  tissue  was  loose. 

Examination  of  the  head,  neck,  thyroid,  chest,  and 
abdomen,  including  pelvic  and  rectal  examination, 
revealed  no  abnormalities.  Neurologic  examination 
was  normal.  Examination  of  the  extremities  re- 
vealed a  spindle-shaped  deformity  involving  all  the 
proximal  phalangeal  joints  of  the  right  hand,  and, 
to  a  lesser  extent,  the  corresponding  joints  of  the 
left  hand.  There  was  moderate  limitation  of  motion 
in  these  joints,  ilinimal  swelling  of  both  knee  ioints 
was  present,  and  a  patellar  click  could  be  elicited 
bilaterallv.  The  ankle  joints  were  also  slightly 
swollen.  No  tenderness  or  increased  heat  was  noted 
in  any  of  the  joints.  Varicose  veins  were  present 
bilaterally;  however,  no  dependent  edema  was  evi- 
dent. 

The  hemoglobin  was  12.3  Gm.  (80  per  cent),  red 
blood  cells  3,530,000,  mean  corpuscular  hemoglobin 
content  30  per  cent.  There  were  6800  white  blood 
cells  with  64  per  cent  segmented  polymorpho- 
nuclears, 29  per  cent  small  lymphocytes,  5  per  cent 
large  lymphocvtes.  1  per  cent  monocytes,  and  1  per 
cent  eosinophils.  Platelets  were  normal.  Urine  ex- 
amination was  normal,  and  the  Kahn  test  was  nega- 
tive. The  fasting  blood  sugar  level  was  83  mg.  per 
100  cc.  Blood  cholesterol  was  226  mg.  per  100  cc. 
The  basal  metabolic  rate  was  reported  as   —28. 

Roentgenograms  of  the  hands  revealed  a  moderate 
degree  of  atrophic  arthritic  changes  about  the  pha- 
langeal joints.  Examination  of  the  right  hip  failed 
to    show   any   abnormalities.     An    electrocardiogram 


was  interpreted  as  follows:  "Sinus  arrhythmia  in- 
terrupted by  ventricular  premature  beats  with  areas 
of  sino-auricular  block.  Bundle  branch  block  of 
slurred  S  wave  type  also  present."  Biopsy  of  mul- 
tiple nodules  revealed  only  fatty  tissue. 

On  an  1800  calorie  diet  in  the  hospital  the  patient 
lost  2  Kg.   (4.4  pounds)   in  nine  days. 

Second   admis.sion 

Thirteen  months  after  discharge  the  patient  re- 
turned to  the  hospital.  While  at  home  she  had  re- 
mained on  the  reduction  diet  for  several  weeks,  and 
during  that  period  lost  several  pounds.  With  the 
decrease  in  weight  she  thought  that  there  was  a 
slight  decrease  in  the  size  of  the  subcutaneous 
nodules,  and  a  definite  decrease  in  both  spontaneous 
and  pressure  pain  within  the  nodules.  However,  fol- 
lowin.g  this  period  of  impiovement  she  ignored  the 
diet  and  subsequently  gained  10  pounds.  With  this 
gain  in  weight  there  had  been  a  gradual  return  of 
the  episodes  of  pain  in  the  nodules.  The  pain  was 
characteristic  in  that  it  was  not  constant.  Again 
she  stated  that  body  pressure  while  lying  in  bed 
produced  pain  in  the  dependent  nodules,  which  was 
severe  enough  to  cause  continual  movement  in  bed 
and  subsequent  insomnia.  The  spontaneous  pain  in 
the  nodules  become  more  severe,  and  concomitantly 
enlargement  of  the  nodules  was  noted.  The  patient 
had  also  noted  a  tendency  to  bruise  easily.  No  new 
nodules  had  appeared. 

In  the  past  few  weeks  exacerbation  of  her  arthri- 
tis, involving  chieflv  her  knees  and  the  proximal 
phalangeal  joints  of  lier  hands,  had  occurred.  This 
was  manifested  by  pain  and  swelling  of  the  involved 
joints.  No  erythema  or  free  fluid  was  evident.  The 
patient  complained  of  fatigability  and  lassitude  due 
to  sleeplessness,  but  no  marked  degree  of  asthenia. 

Physical  examination  was  not  materially  different 
from  that  on  the  previous  admission,  except  for 
slight  accentuation  of  the  arthritic  changes  in  the 
proximal  phalangeal  joints  of  hei'  hands.  No  free 
fluid  was  present  in  the  knee  joints.  Tenderness  could 
be  elicited  in  several  nodules  in  the  lumbar  region. 

The  hemoglobin  was  13.2  Gm.  (85  per  cent),  red 
blood  cells  5,340,000,  mean  corpuscular  hemoglobin 
24.7,  mean  corpuscular  volume  82.5,  reticulocytes 
3.6  per  cent,  and  platelets  600,000  per  cubic  milli- 
meter. There  were  7200  white  blood  cells,  with  62 
per  cent  segmented  polymorphonuclears,  1  per  cent 
eosinophils,  1  per  cent  basophils.  7  per  cent  mono- 
cytes, (i  per  cent  large  lymphocytes,  and  23  per  cent 
small  lymphocvtes.  The  hematocrit  was  44  volumes 
per  cent.  Bleeding  time,  clotting  time,  clot  retraction, 
and  the  Rumpel-Leede  test  were  within  normal 
limits.  The  Kahn  test  was  negative.  The  urine  was 
normal.  Blood  sugar  was  100  mg.  per  100  cc.  serum 
cholesterol  250  mg.  per  100  cc,  and  serum  proteins 
7.2  Gm.  per  100  cc.   (albumin  4.1,  globulin  3.1  Gm.). 

Roentgen  examinations  revealed  the  lungs  to  be 
clear  ,nnd  the  heart  slightly  enlarged  to  the  left;  the 
right  knee  showed  minimal  osteoarthritic  changes: 
and  anterior-posterior  and  lateral  films  of  the  skull 
revealed  no  abnormalities  in  general  or  in  the  region 
of  the  sella  turcica.  An  electrocardiogram  revealed 
a  normal  sinus  rhythm,  with  left  axis  deviation  and 
an  intraventricular  conduction  block  of  the  right 
branch  type.  There  had  been  no  significant  change 
since  the"  previous  record.  .The  cause  of  this  abnor- 
mality was  not  evident. 

Co)n)}ie)if 

Dercum's  disease  (adiposis  dolorosa)  is  to 
be  recognized  as  a  clinical  entity,  and  should 
always  be  considered  in  the  differential  diag- 
nosis  of  localized   pain   and  swelling-.    The 
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symptom  complex  is  unusual,  though  not 
rare.  It  has  been  found  to  occur  seven  times 
as  frequently  in  females  as  in  males.  The 
incidence  is  greatest  during  middle  age — 
from  45  to  60  years.  The  frequency  with 
which  the  disease  develops  during  or  imme- 
diately following  the  menopause  seems  to  be 
more  than  just  a  coincidence. 

Major  manifestations  of  adiposis  dolorosa 
are  intermittently  painful  lipoid  tumors,  and 
in  a  majority  of  cases  asthenia  and  psychic 
disturbances.  The  onset  and  development  of 
the  disease  are  usually  insidious  and  grad- 
ual. Not  infrequently  a  history  of  alcoholism 
and  syphilis  is  obtained. 

Since  the  opening  of  Duke  Hospital,  the 
diagnosis  of  adiposis  dolorosa  has  been  made 
in  6  previous  cases.  All  6  cases  occurred  in 
white  women.  The  ages  of  the  patients 
ranged  from  38  to  79,  the  average  being  55 
years.  Treatment  consisted  mainly  of  a  re- 
duction diet  and  sedation. 

The  case  reported  here  is  the  seventh  one 
observed  in  this  hospital.  The  diagnosis 
was  suggested  by  the  presence  of  lobulated 
subcutaneous  tumors  which  were  painful  to 
pressure.  Symptoms  of  spontaneous  pain 
and  swelling  of  the  tumors  were  present. 
Psychic  disturbances  and  asthenia  were 
minimal.  Multiple  neurofibromatosis  was 
considered  as  a  diagnostic  possibility.  How- 
ever, the  clinical  characteristics  of  this  dis- 
ease were  not  present  and  the  biopsy  report 
conclusively  ruled  it  out.  No  obvious  cause 
for  the  patient's  tendency  to  bruise  easily 
was  demonstrable. 

The  response  of  the  patient  to  a  reduction 
diet  and  weight  loss  was  suggestive  of  im- 
provement. Within  a  few  weeks,  however, 
she  returned  to  her  usual  diet,  and  a  gain  in 
weight  resulted.  Conclusions  cannot  be 
drawn  from  this  short  period  of  observation. 

Classification 

Vitaut'-'  in  1901  emphasized  the  asthenia 
and  psychic  manifestations  which  commonly 
accompany  this  disease.  He  also  divided 
cases  of  adiposis  dolorosa  into  three  groups, 
depending  upon  the  arrangement  of  the 
adipose  deposits:  (1)  nodular,  (2)  circum- 
scribed diffuse,  and  (3)  genercdized  diffuse. 
Of  the  three  types,  the  circumscribed  diffuse 
is  the  most  common,  and  the  generalized  dif- 
fuse is  next  in  frequency. 

L'.  '^'itaut.  cited  by  Boi'lirocli.  M.  H.:  A  Case  of  Adiposis 
Dolorosa  (Dercum's  Disease),  Am.  .1.  M.  S<-.  12+:,iiii)-.i7n 
(Oct.)   1902. 


MaiiifcstatioHs 

Price'"  and  Lyon'"  have  reviewed  the  lit- 
erature on  adiposis  dolorosa,  and  grouped 
together  the  various  manifestations  found : 

1.  Fat  deposits  were  most  commonly 
found  over  the  trunk,  shoulders,  arms,  and 
thighs ;  the  forearms  and  legs  were  affected 
less  commonly,  and  the  hands  and  face  rare- 
ly. The  physical  characteristics  of  the  fat 
deposits  varied ;  they  have  been  described  as 
nodular,  lobulated,  and  as  resembling  a 
caked  breast,  a  bundle  of  worms,  or  a  vari- 
cocele. 

2.  Pai)!  or  tenderness  was  either  present 
spontaneously  or  occurred  with  manipulation 
of  the  fatty  tissue.  Spontaneous  pain  involv- 
ing the  adipose  tissue  often  occurred  in 
paroxysms,  and  was  described  by  the  pa- 
tients as  being  dull,  aching,  throbbing,  burn- 
ing, tearing,  or  shooting  in  type.  Pain  upon 
pressure  over  the  course  of  large  nerve 
trunks  was  rare,  while  pain  upon  pressure 
over  fatty  deposits  occurred  intermittently. 
It  has  been  suggested  that  this  phenomenon 
is  dependent  upon  local  circulatory  changes 
— namely,  stasis,  which  increases  the  firm- 
ness, tension,  and  size  of  the  fatty  deposits. 
Frequently  discoloration  of  the  affected 
areas  has  been  observed. 

3.  Asthenia  varied  in  degree  from  a  ten- 
dency to  fatigability  to  extreme  weakness  or 
prostration.  It  bears  a  direct  relationship  to 
the  duration  of  the  case. 

4.  Psychic  manifestations  also  varied  in 
intensity  from  irritability  to  true  dementia. 
Confusion,  stupor,  mental  depression,  melan- 
cholia, impairment  of  memory  and  complete 
loss  of  memory  have  all  been  recorded.  The 
most  common  mental  syndrome  appears  to 
be  one  of  irritability  with  mental  depression, 
associated  with  some  failure  of  memory  and 
a  marked  hypochondriacal  tendency.  Suicide 
has  been  recorded. 

In  addition  to  the  four  cardinal  symptoms 
listed  above,  vasomotor  phenomena  such  as 
flushing  of  the  skin,  dermatographia,  urti- 
caria, cyanosis  of  the  extremities,  transitory 
edema,  anhidrosis,  and  hyperhidrosis  have 
been  reported.  A  hemorrhagic  tendency  and 
purpura  have  also  been  described. 

Motor  symptoms  of  tremor,  fasciculations, 
muscular  cramps,  torticollis,  epilepsy,  paral- 
ysis, slowness  of  speech,  and  reflex  changes, 

3.  Trice.  G.  E.-  Adiposis  Dolorosa:  A  Clinical  and  Patlio- 
loKieal  Study,  with  the  Report  of  Two  Cases  with  Necropsy, 
Am.  J.  M.  Sc.  lS7:-(\5-71:)   (May)   1909. 

t.  Lyon.  I.  P.:  Adiposis  and  Lipomatosis.  Arcli.  Int.  Med.  (1: 
2S-120   (.luly)   i!un. 
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including  increased,  decreased,  or  absent  re- 
flexes, have  been  attributed  to  adiposis  dolo- 
rosa. It  seems  reasonable  to  assume  that  in 
some  instances  these  symptoms  may  have 
been  due  to  co-existing  disease  processes. 

Senso)-)/  symptoms  of  anesthesias,  hyper- 
esthesias, and  paresthesias  involving  pain, 
temperature,  touch,  and  position  sensations 
have  been  reported. 

Variations 

Kling'-''  in  1937  reported  a  study  of  112 
cases  which  varied  from  the  usual  picture 
of  adiposis  dolorosa,  and  which  he  desig- 
nated as  jitxtn  articiiJa)'  adiposis  dolorosa.  In 
these  cases  there  appeared  accumulations  of 
subcutaneous  adipose  tissue  about  the  joints. 
These  were  markedly  tender  to  touch  or  pres- 
sure, and  were  not  associated  with  gross 
alterations  in  the  sensitivity  of  the  overlying 
skin.  The  condition  was  found  to  occur  most 
commonly  in  obese  women  past  middle  age. 
It  usually  presented  a  characteristic  bilateral 
distribution,  involving  the  inner  aspects  of 
the  knee  joints  most  frequently,  and  the 
medial  surfaces  of  the  elbows  less  often.  It 
was  found  rarely  on  the  lateral  surfaces  of 
the  ankles  and  hips.  The  tender  fat  was 
often  found  to  be  markedly  indurated  or  in 
the  form  of  palpable,  distinct  lobules.  Meno- 
pausal symptoms  and  an  increase  in  the  sys- 
tolic blood  pressure  were  found  in  a  high 
percentage  of  cases.  This  symptom  triad  had 
previously  been  reported  in  1930  by  Gram"". 

These  patients  complained  chiefly  of  pain 
and  stiffness  in  the  involved  joints.  Clinical 
and  laboratory  examinations  revealed  slight 
or  moderate  osteoarthritis  in  60  per  cent  of 
the  cases ;  however,  more  careful  physical 
examination  showed  that  the  pain  and  ten- 
derness originated  in  the  subcutaneous  tissue 
and  not  in  the  joints.  Kling  reported  hypo- 
function  of  the  ovaries,  thyroid,  and  pitui- 
tary. The  basal  metabolic  rate  was  reduced 
in  33  per  cent  of  the  cases;  hypercholestere- 
mia was  present  in  87  per  cent  of  the  cases. 
He  concluded  that  this  condition  was  the 
initial  or  intermediate  state  of  generalized 
adiposis  dolorosa. 

Etiology 

The  etiology  of  the  syndrome  is  unknown. 
Pathologic  studies  of  discrete  tumor  masses 
have  failed  to  reveal  any  other  type  of  tissue 
than  fat.    Dercum  originally  attributed  the 

:1.    Klin?,    D.    H.:    .luxta-ArtieuIar    Adiposis    DoIoios.t.    Aidi. 

Sur^'.   :u:.>fiii-r>.-!n    (April)    ]!i;)7. 
n.    Gram.    H.    C:    A    Ssnnptorn-Triad    of    the    Post-Clinincteric 

Pciiofl.   Acta   niofl.   Soandinav.   73:139-2nT,   1030. 


condition  to  atrophy  of  the  thyroid  gland  or 
some  perversion  of  thyroid  function.  Wal- 
dorp'"'  considered  adiposis  dolorosa  to  be  due 
to  diencephalic  disorder.  He  pi-oposed  this 
theory  because  the  distribution  of  the  obesity 
resembled  that  which  was  thought  to  be  due 
to  disorders  of  the  hypophysis,  and  he  be- 
lieved that  the  condition  was  caused  by  "per- 
turbations in  the  trophic  diencephalic  cen- 
ters." The  pain  in  the  fatty  tissue  was  as- 
cribed to  lesions  of  the  optic  thalamus  or  to 
peripheral  neuritis,  since  the  pain  was  not 
necessarily  constant  in  intensity.  He  thought 
that,  as  a  result  of  these  primary  changes, 
the  thyroid  and  ovary  later  intervened  in  the 
production  and  maintenance  of  obesity. 
Asthenia  was  attributed  to  disturbances  of 
the  adrenals  or  of  the  vegetative  nervous 
system. 

In  1925  Winkelman"''  reviewed  15  autop- 
sies reported  in  the  literature,  and  added  one 
of  his  own.  He  considered  that  the  theory  of 
pluriglandular  malfunction  of  the  endocrine 
system  was  best  suited  to  explain  the  eti- 
ologj'.  His  review  revealed  that  in  only  2  of 
the  16  cases  were  no  definite  changes  found 
in  the  ductless  glands.  Of  11  cases  in  which 
the  pituitary  was  examined,  8  showed  defi- 
nite alterations  varying  in  degree  from 
adenocarcinoma  to  abnormal  round  cell  in- 
filtration. The  thyroid  glands  were  abnormal 
in  12  cases,  varying  in  size  from  an  enlarged 
gland  to  a  small,  atrophic  gland,  and  pre- 
senting sclerotic  or  calcareous  changes,  or 
an  increased  amount  of  interstitial  tissue. 
The  ovaries  in  9  cases  showed  atrophy  or 
sclerosis.  The  adrenal  glands  in  3  cases  re- 
vealed hyperplasia  or  hyaline  areas.  The 
pancreas  in  2  cases  showed  focal  areas  of 
increased  fat.  Pathologic  changes  present  in 
his  own  case  were  an  adenoma  of  the  an- 
terior lobe  of  the  pituitary  gland,  adeno- 
matous hyperplasia  of  the  left  adrenal  gland, 
and  atrophy  of  the  ovaries. 

Although  a  variety  of  pathologic  lesions 
have  been  recorded  and  several  theories  ad- 
vanced to  explain  this  clinical  entity,  no  defi- 
nite conclusions  can  be  made  at  this  time  to 
explain  the  etiology  of  adiposis  dolorosa. 
Treatment 

Because  of  the  obscure  etiology,  therapy 
is  necessarily  empirical.  Surgical  removal 
of  continually  painful  nodules  has  been  per- 


iTiterpretattion    of 
EiiclfK-rinoIofTJ"    H: 


Waldorp.    C.    P.:    An    Original    Clini..al 
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formed  with  success.  Massage,  hydrotherapy, 
reduction  diets,  psychotherapy,  analgesics, 
and  sedation  all  play  a  role  in  the  relief  of 
the  patient's  symptoms.  The  use  of  thyroid 
extract  has  been  reported,  but  without  bene- 
ficial effect.  Wohl  and  Pastor''"  successfully 
treated  3  patients  with  marked  asthenia  by 
the  oral  use  of  amino-acetic  acid  and  Prostig- 
mine.  Further  reports  of  cases  with  severe 
asthenia  treated  by  this  method  would  be  of 
interest. 

Sioiiniary 

1.  A  review  of  the  literature  on  the  entity, 
adiposis  dolorosa  or  Dercum's  disease,  is  pre- 
sented, and  a  case  of  the  nodular  variety  is 
reported. 

2.  Thus  far  the  etiology  of  adiposis  dolo- 
rosa remains  unknown ;  however,  the  pre- 
vailing opinion  is  that  this  condition  is  due 
to  pluriglandular  malfunction  of  the  endo- 
crine system. 

3.  Treatment  of  adiposis  dolorosa  is 
maiiily  symptomatic.  The  condition  seems 
to  be  aided  by  a  general  reduction  in  body 
weight. 

i).  Wohl,  M.  G.  anil  I'astor,  N.;  Adiposi-s  Dokn'(i:>a  (Dercunrs 
Disease) ;  Treatment  of  the  Asthenic  Pha.'ie  with  Trostig- 
mine  and  Aminnacetic  .\ciil,  J.  A.M.  A.  Ill)  :12lil-121i  I 
(.\piil  Ki)    1938. 


ABDOMINAL  PREGNANCY  WITH 

PREMATURE   SEPARATION  OF  THE 

PLACENTA  AND   MULTIPLE 

COMPLICATIONS 

A  Cft.b'c  Report 

Paul  E.  Simpson,  M.D. 

Raleigh 

"Following  extrusion  of  an  undamaged 
embryonic  sac  from  some  such  location  as 
the  outer  end  of  the  fallopian  tube,  or  the 
surface  of  the  ovary,  the  villous  predecessor 
of  the  placenta  can  form  a  secondary  attach- 
ment to  the  broad  ligament,  the  abdominal 
wall,  or  to  the  mesentery  and  intestines,  with 
the  result  that  an  abdominal  pregnancy  de- 
velops."'^* 

According  to  Mall'-*,  not  more  than  1  per 
cent  of  all  extra-uterine  pregnancies  reach 
full  term.  Stander'^'  states  that  "the  results 
following   celiotomy    in   advanced   cases    of 

1.  Titus,  Paul:  Management  of  Obstetric  Difficulties,  ed.  3, 
St.   Louis.  C.  v.  Mosby  Companv,    1915,  p.  303. 

2.  Mall,  F.  P.:  (a1  The  Cause  of  Tubal  Pregrnancv  and  the 
Fate  of  the  Inclosed  Ovum,  Surp..  Gvnec.  &-  Obst.  21 :289- 
298,  191  j;  (b)  On  the  Fate  of  the  Human  Embryo  in  the 
Tubal  Pregnancy,  Carnegie  Inst.,  Contrib.  Erabryol.,  Wash- 
ington, 1915,  V.  1,  no.  221,  pp.  3-101. 

3.  Stander,  H.  J.:  Textbook  of  Olwtetrics,  New  York,  D. 
.\ppleton -Century,    1915,   p.   752. 


extra-uterine  pregnancies  with  a  living  child 
have  improved  greatly  since  the  introduction 
of  aseptic  methods."  In  1887  the  mortality 
was  93  per  cent;  in  1897,  31  per  cent.  In 
1933  Cornell  and  Lush'"  reported  236  cases, 
with  a  mortality  of  14.3  per  cent. 

The  following  case  repoi't  illustrates  quite 
vividly  several  of  the  reasons  for  a  continued 
high  moi'tality  rate  in  this  interesting  and 
infrequent  complication  of  pregnancy. 

Report  of  Case 
History 

The  patient,  a  21  year  old,  white,  married 
woman,  was  first  seen  at  her  home  on  Oc- 
tober 30,  1947,  complaining  of  pain  in  the 
abdomen.  Her  last  menstrual  period  had  be- 
gun on  June  14,  1947,  and  her  previous  men- 
strual period  one  month  before.  Both  had 
been  normal.  Her  calculated  date  of  confine- 
ment was  March  21,  1948.  Her  prenatal  care 
had  consisted  of  a  general  physical  exami- 
nation and  several  urinalyses  and  blood  pres- 
sure readings. 

Early  on  the  morning  of  October  30,  1947, 
the  patient  had  acute  pain  in  the  abdomen 
and  in  the  right  flank.  She  had  had  frequent 
nausea  and  vomiting  and  occasional  vaginal 
spotting  throughout  the  preceding  day.  She 
had  also  noticed  that  her  abdomen  became 
hard  and  soft  in  a  rhythmic  manner.  She 
had  been  perfectly  well  otherwise. 

The  family  history  was  irrelevant.  The  pa- 
tient had  never  had  any  blood  transfusions, 
and  her  only  previous  pregnancy  had  termi- 
nated in  the  uneventful  delivery  of  a  normal 
male  infant.  Her  menarche  occurred  at  the 
age  of  10.  She  had  always  been  in  good  gen- 
eral health.  At  the  age  of  6  she  had  had  an 
appendectomj\ 

Physical  exam vaation 

On  physical  examination  the  temperature 
was  found  to  be  99.6  F.,  the  pulse  90,  blood 
pressure  120  systolic,  70  diastolic.  The  pa- 
tient was  a  well  developed  and  well  nour- 
ished young  white  woman  complaining  of 
severe  pain  over  the  entire  abdomen.  The 
general  physical  examination  was  not  re- 
markable. The  spine  showed  extreme  ten- 
derness to  fist  percussion  in  both  costover- 
tebral angles.  This  was  more  pronounced  on 
the  right.  The  abdomen  was  distended  by  a 
mass  which  appeared  to  be  a  gravid  uterus, 
extending  almost  to  the  umbilicus.  This  mass 
contracted  and  relaxed  at  intervals.    Thei-e 

I.    Coi-ncll,    E.    L.,    and   Lash.    A.    F. :    .■Abdominal    Pregnancy, 
Internal.  Abst.  Surg.,  pp.   93-101    (-•Vug.)    1933. 
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was  an  old,  well  healed  McBurney  scar  on 
the  right.  The  liver,  spleen,  and  kidneys 
were  not  palpable.  There  was  extreme  ten- 
derness over  the  entire  abdomen,  particularly 
over  the  suprapubic  mass.  There  was  mini- 
mal rebound  tenderness,  but  no  referred  re- 
bound tenderness. 

The  pelvic  examination  showed  a  small 
amount  of  creamy  discharge  in  the  vagina. 
The  uterus  seemed  to  be  enlarged  to  the  size 
of  a  three  to  four  months'  pregnancy,  but 
this  part  of  the  examination  was  not  entirely 
satisfactory  because  of  the  extreme  tender- 
ness of  the  abdomen.  The  adnexa  were  not 
felt.  The  cervix  was  soft  and  blue,  and 
showed  several  old,  healed  lacerations.  The 
coccyx  was  movable.  The  sacral  curve  was 
normal. 

Course  in  the  hospital 

The  patient  was  admitted  to  the  hospital 
with  tentative  diagnoses  of  pyelitis  of  preg- 
nancy, questionable  intra-abdominal  bleed- 
ing, premature  separation  of  the  placenta, 
and  inevitable  abortion.  The  accessory  clini- 
cal findings  during  the  patient's  stay  in  the 
hospital  are  shown  iji  table  1. 

For  six  days  the  patient  was  absolutely 
afebrile,  but  continued  to  complain  of  nausea 
and  vomiting  and  abdominal  pain.  The  diag- 
nosis of  pyelitis  was  discarded  in  favor  of 
threatened  abortion,  after  her  temperature 
chart  had  been  observed  for  twenty-four 
hours.  A  second  pelvic  examination  was  still 
unsatisfactory.  The  fetal  heart  continued 
strong  and  normal  until  November  4,  1947, 
when  it  could  no  longer  be  heard.  The  pa- 
tient volunteered  the  information  that  no 
further  fetal  movements  had  been  felt. 

The  drop  in  hemoglobin  (table  1)  made  us 
suspect  that  the  patient  had  had  a  complete 
separation  of  the  placenta  with  concealed 
hemorrhage.  The  urinalyses  and  blood  chem- 
istry determinations  (table  1)  were  indica- 
tive of  moderate  toxemia,  which  made  the 
diagnosis  of  placental  abruption  seem  more 
likely.  After  a  roentgenogram  was  reported 
as  showing  suspected  fetal  death,  and  when 
the  hemoglobin  continued  to  fall,  it  was  felt 
that  immediate  interference  was  indicated. 

The  patient's  blood  was  type  A  and  Rh 
positive.  On  November  6,  1947,  after  re- 
peated failures  to  cross-match  her  blood  with 
that  of  type  A  donors,  it  was  found  to  be 
compatible  with  blood  from  type  0  donors. 
She  was  then  taken  to  the  operating  room 
for  a  sterile  vaginal  examination  under  anes- 
thesia. 


Fis.  1.    Flat  plate  of  the  abdomen,  showing  the 
fetus  in  the  abdominal  cavity. 

This  examination  revealed  a  long,  rigid 
cervix  that  barely  admitted  one  finger.  The 
uterus  was  felt  to  be  two  to  three  times  the 
normal  size,  and  fetal  parts  lying  outside  the 
uterus  could  be  palpated.  The  diagnosis  of 
abdominal  pregnancy  was  made  at  this  time. 
Within  twenty  minutes  the  patient  was  given 
ether  by  the  open  drop  method.  Through  a 
midline  abdominal  incision,  a  living  prema- 
ture female  infant  was  delivered  from  the 
abdominal  cavity.  The  placenta  was  attached 
to  the  small  bowel,  transverse  colon,  omen- 
tum, and  posterior  abdominal  wall.  There 
was  approximately  750  to  1000  cc.  of  dark, 
clotted  blood  in  the  peritoneal  cavity.  By 
means  of  suction  and  the  use  of  multiple 
laparotomy  pads  the  placental  site  was  ex-  i 
posed  and  inspected.  A  moderate  separation 
of  the  placenta  along  the  posterior  abdominal 
attachment  was  found.  The  uterus  was  en- 
larged to  twice  the  normal  size,  but  other- 
wise appeared  normal.  The  right  tube  and 
ovary  were  absent;  the  left  tube  and  ovary 
appeared  normal. 

The  umbilical  cord  was  tied  and  cut  close 
to  the  placenta.  The  venous  oozing  from  the 
placental  separation  could  be  controlled  by 
pressure,  and  therefore  three  Gelfoam 
sponges  were  placed  over  the  bleeding  area, 
and   a    one   inch    uterine   pack   was    placed 
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Dale 


10/30/47 


Hub. 


71 


Table  1 


KBC 


WUC 


lUffrmittial 
Cinnit 


Urine 


JllfHul    f'Ji  c  m  hi  rij 

Deffnninatlons 

(mil.  ■per    mo   cc,   unless 

c-tlier w'ui r  specifi cd) 


3,720,000 


17,800 


4  stalls 
82  segs 
11  lymphs 

3  nionos 


(Voided) 
Acid;  alb.  1  +  ; 
no  sugar;  sp.  gr. 
1.021;  20-25  WBC 


11/  3/47 


58 


9,200 


83  segs 
16  lymphs 
1  mono 


11/   5/47 


52 


17,200 


7  stabs 
87  segs 
6  lymphs 


(Cath.) 

Alb.  2-f- ;  many  waxy, 

gran,  and  hyaline 

casts;  2-3  WBC;  occ. 

RBC 


NPN  43 
Uric  acid  0.85 
Sugar  93 
CO.,  combining 
power  50  vol.  '/i 


11/   6/47 


55 


24,500 


4  stabs 
90  segs 
3  lymphs 
1  mono 
1  eosin 


11/   7/47 


48 


13,900 


7  stabs 
83  segs 

8  lymphs 
1  mono 

1  eosin 


(Cath.) 

Acid;  alb.  4-(-  ;  sugar 

1-|-  ;  hyaline  &  gran. 

casts;  6-8  RBC;  35-40 

WBC 


11/  9/47 


62 


17,300 


4  stabs 
70  segs 
23  lymphs 

1  mo)io 

2  eosins 


(Voided)  Alb.  2-|-; 
18-23  WBC  with 
clumps;  3-5  RBC 


NPN  36.5 
Uric  acid  3.55 
Chloride  470 


11/11/47 


65 


3,360,000 


17,600 


1  stab 
79  segs 
18  lymphs 

2  monos 


(Voided)  Alb.  3-|-; 
14-16  WBC;  many 
RBC  &  gran,  casts 


Uric  acid  3.4 


11/13/47 


68 


12,000 


79  segs 
19  lymphs 
2  eosins 


NPN  40 
Uric  acid  2.3 
CO.,  comb,  power 

54  vol.  % 
Total  proteins 

5.3  Gm.  % 


11/14/47 


46 


2,410,000 


17,800 


1  stab 
88  segs 
10  lymphs 

1  mono 


11/15/47 


62 


3,280,000 


21,200 


1  stab 
88  segs 
11  lymphs 


(Voided)  Alb.  3-|-; 
acid;  loaded  with 
WBC  &  RBC 


NPN  72.5 
Uric  acid  1.95 
Creatinine  0.8 


11/17/47 


50 


2,920,000 


10,000 


74  segs 

24  lymphs 
1  mono 
1  eosin 


NPN  35 
Icteiois  index 

84  units 


11/19/47 


68 


3,520,000 


8,300 


77  segs 

15  lymphs 
6  monos 
1  eosin 


(Voided)  Acid; 
alb.  1-|- ;  many 
WBC  &  RBC  " 


11/24/47 


71 


16,300 


82  segs 
15  lymphs 
3  eosins 


(Voided)  Alb.  B-f-; 
many  WBC;  6-8  RBC 


NPN  34 
Total  prot.  5.9 

Gm.  r; 
Icterus  index 

69  units 


12/13/47 


75 


3,810,000 


6,300 


2  stabs 
66  segs 
29  lymphs 

2  monos 


(Cath.)  Acid;  alb. 
2-1- ;  2-4  RBC; 
occ.  WBC 
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against  the  placenta,  with  the  distal  end  of 
the  pack  extending  out  through  the  abdom- 
inal incision.  The  abdomen  was  closed  in 
layers. 

The  patient  was  in  extreme  shock  through- 
out the  procedure,  and  received  intravenous 
glucos'3  and  blood  continuously.  She  was  re- 
turned to  the  ward  in  profound  shock.  The 
total  blood  loss  was  approximately  3000  cc. 

The  baby  weighed  2  pounds  and  measured 
approximately  13  inches  in  length.  She 
lived  for  seven  days.  An  autopsy  showed 
distention  of  the  abdomen,  with  gangrene  of 
the  transverse  colon  and  a  small  perforation 
of  the  transverse  colon. 

During  the  first  twelve  hours  postopera- 
tively the  patient  received  1900  cc.  of  blood 
plus  2000  cc.  of  a  5  per  cent  solution  of  glu- 
cose in  saline  and  water.  For  the  next  six 
days  her  general  condition  gradually  im- 
proved with  the  aid  of  multiple  transfusions, 
intravenous  glucose,  oxygen,  and  the  Miller- 
Abbott  tube.  The  abdominal  pack  was  re- 
moved twenty-four  hours  postoperatively, 
and  the  abdominal  incision  healed  by  first 
intention.  She  received  penicillin  and  sulfa- 
diazine, together  with  other  supportive 
measures. 

On  November  13,  1947 — the  seventh  post- 
operative day — the  patient  began  to  have 
pain  in  the  abdomen  and  right  side  of  the 
chest,  with  a  rising  temperature.,  pulse,  and 
respirations.  Her  blood  pressure  dropped  to 
shock  levels.  She  was  again  sustained  with 
blood,  oxygen,  and  morphine.  It  was  felt  that 
she  had  had  a  secondary  abdominal  hemor- 
rhage from  the  placental  site,  together  \\ith 
an  embolus  to  the  left  lung.  For  the  next  ten 
days  her  temperature  rose  daily  to  103  F., 
and  the  pulse  rate  ranged  between  90  and 
120.  Roentgenographic  findings  were  com- 
patible with  a  pulmonary  embolus.  A  small 
amount  of  fluid  developed  in  the  right  pleural 
cavity,  but  not  enough  to  warrant  drainage. 

On  November  26,  1947,  the  patient  had  a 
recurrence  of  the  signs  and  symptoms  of  a 
left  pulmonary  embolus.  This  was  of  a  more 
moderate  character,  but  was  also  substanti- 
ated by  roentgenogram.  Following  this  epi- 
sode, the  patient  made  a  gradual  slow  re- 
covery, though  she  continued  to  have  daily 
elevations  of  temperature  to  101  F.  Her  pulse 
rate  averaged  100.  During  the  next  two 
weeks  of  hospitalization  an  abdominal  mass, 
which  was  thought  to  be  placenta  and  organ- 
ized blood  clot,  developed.  A  Friedniann  test 
was  negative. 


On  December  14,  1947,  the  patient  was 
discharged  from  the  hospital,  forty-four  days 
after  admission.  Her  weight  was  113  pounds, 
and  the  blood  pressure  was  118  systolic,  80 
diastolic.  A  roentgenogram  of  the  chest 
showed  both  lungs  to  be  clearing  well.  Pelvic 
examination  on  discharge  showed  the  uterus 
to  be  approximately  normal  in  size,  but  be- 
cause of  tenderness  no  other  organs  could  be 
made  out.  It  was  felt  that  the  abdominal 
mass  was  regressing  in  size. 

Folloir-iip  exuminutio)is 

The  patient  was  seen  four  times  between 
December  14,  1947  (the  day  of  her  discharge 
from  the  hospital)  and  February  23,  1948. 
At  this  time  the  general  physical  examina- 
tion was  essentially  normal,  and  the  abdomi- 
nal incision  was  well  healed.  The  patient  had 
had  two  normal  menstrual  periods,  and  had 
had  no  genitourinary  or  gastrointestinal 
complaints.  On  pelvic  examination  the  uterus 
could  not  be  made  out  as  such,  but  seemed 
to  be  continuous  with  a  pelvic  mass,  which 
rose  8 ',2  inches  above  the  symphysis.  The 
mass  was  well  fixed  and  slightly  tender  to 
motion.  The  adnexa  were  not  felt.  The  cer- 
vix was  clean  and  could  be  sounded  only  one 
inch.  She  was  fitted  with  a  diaphragm  and 
advised  to  return  in  two  months. 

The  patient  was  last  seen  on  July  10,  1948, 
at  which  time  general  physical  examination 
and  laboratory  studies  were  all  within  nor- 
mal limits.  The  pelvic  examination  showed 
a  normal  uterus,  left  tube  and  ovary,  situ- 
ated anteriorly  to  a  hard,  globoid  mass  which 
measured  approximately  5  inches  in  diam- 
eter. The  mass  was  freely  movable,  but 
slightly  tender.  The  patient  has  not  been 
handicapped  in  any  way.  She  was  advised 
to  return  for  examination  in  three  months, 
at  which  time  a  decision  will  be  made  as  to 
whether  or  not  celiotomy  and  removal  of 
the  mass  will  be  done. 

Comment 

The  diagnosis  of  intra-abdominal  preg- 
nancy in  this  patient  was  not  suspected  until 
a  completely  satisfactory  pelvic  examination 
was  carried  out  under  anesthesia.  Neverthe- 
less, she  presented  a  fairly  typical  picture  of 
intra-uterine  pregnancy  with  placental  abla- 
tion and  completely  concealed  hemorrhage. 

The  patient  had  multiple  complications, 
any  one  of  which  might  have  caused  her 
death.  She  received  a  total  of  13  pints  of 
blood.  Obtaining  this  amount  was  in  itself 
a  gigantic  task,  since  the  patient  and  her 
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husband  were  strangers  in  the  community, 
and  since  our  blood  bank  was  not  yet  in  op- 
eration. The  13  pints  of  blood  were  all  from 
t\'pe  0  donors.  It  never  was  possible  to  cross- 
match her  blood  compatibly  with  blood  from 
type  A  donors,  although  repeated  checks 
showed  her  blood  to  be  type  A. 

At  the  time  the  first  pulmonary  embolus 
occurred,  the  use  of  anticoagulants  was  sug- 
gested by  the  medical  consultant.  It  is  known 
that  this  therapy  is  safe  and  rational  where 
the  placenta  is  normally  implanted  on  the 
uterine  wall,  but  we  were  not  able  to  find 
any  information  as  to  its  possible  hazards 
where  the  placenta  is  implanted  outside  the 
uterus.  For  this  reason  it  was  decided  to 
risk  subsequent  emboli  rather  than  the  possi- 
bility of  a  third  intra-abdominal  hemorrhage 
at  a  time  when  our  sources  of  blood  were 
exhausted. 

It  was  assumed  that  this  patient  had  had 
the  right  tube  and  ovary  removed  at  the  age 
of  6  years  during  a  routine  appendectomy, 
since  they  could  not  be  identified  at  opera- 
tion. 

The  cause  of  this  intra-abdominal  preg- 
nancy could  not  be  determined.  Since  the  left 
tube  and  ovary  at  the  time  of  operation  pre- 
sented no  evidence  of  previous  abnormality, 
the  possibility  of  a  primary  intra-abdominal 
pregnancy  must  be  entertained.  Most  au- 
thorities now  believe  that  primary  abdominal 
pregnancy  is  theoretically  possible,  but  its 
actual  occurrence  has  never  been  proved. 

The  abdominal  mass  which  developed  after 
operation  should  not  require  surgical  treat- 
ment unless  an  abscess  forms  or  intestinal 
obstruction  occurs.  This  mass  can  be  as- 
sumed to  be  placenta  and  organized  blood 
clot,  which  will  probably  be  absorbed  within 
six  to  twelve  months. 

DesDite  the  ordeal  which  this  patient  has 
been  through,  she  is  eager  for  another  preg- 
nancy as  soon  as  possible.  She  will  be  fol- 
lowed closely  for  twelve  months,  and  if  there 
are  no  contraindications  at  the  end  of  that 
time,  another  pregnancy  will  be  advised. 

Summarji  and  Conclvsio'ns 

1.  A  case  of  abdominal  pregnancy,  with 
premature  separation  of  the  placenta,  sec- 
ondary hemorrhage,  and  two  episodes  of  pul- 
monary embolus,  is  reported.  The  baby  was 
premature  and  died  seven  days  after  deliv- 
ery, but  the  mother  made  a  complete  recov- 
ery. 

2.  Adequate  pelvic  examination,  under 
anesthesia  if  necessary,  is  essential   in  the 


diagnosis  of  cases  of  this  type. 

3.  The  administration  of  huge  quantities 
of  blood  is  believed  to  be  responsible  for  sav- 
ing this  patient's  life. 

4.  A  peculiarity  of  blood  typing  and 
cross-matching  is  pointed  out. 

5.  The  question  of  the  use  of  anticoagu- 
lants in  patients  with  ectopic  placental  im- 
plantation is  raised. 

The  author  wishes  to  give  credit  to  Dr.  Hubei't 
Haywood,  Dr.  David  Kleiman  and  Dr.  Jane  Herring 
Wooten  for  their  excellent  management  of  the  med- 
ical and  pediatric  aspects  of  this  case. 
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SIR  WILLIAM  OSLER 

III 

OSLER  AND  PUBLIC  HEALTH 

Almost  lost  among  his  many  activities  as 
clinician,  teacher,  and  bibliophilic  historian 
are  William  Osier's  services  in  the  field  of 
public  health,  which  in  time  will  undoubt- 
edly be  regarded  as  of  greater  significance 
than  his  clinical  contributions.  Evidence  of 
Osier's  interest  in  public  health  matters  may 
be  found  as  far  back  as  his  Montreal  years. 
In  1882,  together  with  A.  W.  Clement,  a  vet- 
erinary student,  he  made  an  exhaustive  in- 
vestigation of  parasitic  infestation  in  the 
hogs  intended  for  the  Montreal  market.  This 
study  dealt  chiefly  with  trichina,  echinococ- 
cus,  and  cysticercus.  The  report  based  upon 
it,  wliich  was  presented  to  the  Montreal 
Board  of  Health  in  1883,  emphatically 
pointed  out  the  need  for  meat  inspection. 

At  the  same  time,  however,  it  is  clear  that 
this  study  was  but  a  by-product  of  Osier's 
interest  in  parasitology.  He  seems  to  have 
evinced  little  or  no  interest  in  the  Citizens' 
Public  Health  Association,  a  voluntary  or- 
ganization which  was  called  into  being  in 
1875  to  improve  the  sanitary  condition  of 
Montreal.  In  fact,  according  to  Cushing'^', 
Osier  was  not  at  all  distracted  by  the  pre- 
vailing agitation  over  the  smallpox  epidemic 
which  then  raged  in  Montreal.  At  this  period 
in  the  young  professor's  career  his  concern 
with  pathology  outweighed  most  other  in- 
terests. A  report  "On  the  Pathology  of 
Miner's  Lung,'"-^  presented  by  Osier  in  1875 

1.  CushiDS.  H.;  The  Life  of  Sir  William  Osier   (2  vols.),  Ox- 
ford. Clai-endon   Tress.   Ifl2.'>. 

2.  Osier.  W. :  On  the  P.itholo£rv  of  Miner's  LiinEr,  Canada  M. 
and  S.  .T.   1:1I.1-16S,  isrs-Tfi! 
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to  the  Medico-Chirurgical  Society,  deals  at 
length  with  the  experimental  production  of 
anthracosis,  but  does  not  go  into  the  preven- 
tive aspects  of  the  condition. 

Osier's  role  in  public  health  was  essential- 
ly that  of  a  propagandist  and  agitator.  His 
greatest  contribution  was  made  to  the  anti- 
tuberculosis movement,  but  typhoid  fever, 
pneumonia,  the  venereal  diseases,  and  medi- 
cal social  service  all  received  his  attention. 
It  was  in  Baltimore  that  Osier  really  began 
these  activities  which  he  was  to  pursue  to 
the  end  of  his  life.  In  the  main,  his  efforts 
were  directed  toward  arousing  the  pub- 
lic from  its  indifference  and  dispelling  its 
ignorance.  But  he  was  also  aware  that  action 
by  government  was  equally  necessary.  In 
1893,  the  New  York  City  Health  Department 
undertook  to  require  that  cases  of  pulmo- 
nary tuberculosis  be  reported.  Osier  espoused 
this  important  advance  in  public  health,  and 
wrote  a  strong  plea  in  favor  of  the  registra- 
tion of  tuberculosis.  Actually  his  participa- 
tion in  the  campaign  for  tuberculosis  control 
had  begun  two  years  earlier,  in  1891,  when 
he  addressed  the  Maryland  Medical  and 
Chirurgical  Faculty  on  "The  Healing  of 
Tuberculosis." 

Thenceforth  William  Osier  vigorously  agi- 
tated for  the  control  of  tuberculosis  on  both 
a  local  and  a  national  scale.  In  1902  this  sub- 
ject was  very  much  in  the  forefront  of  in- 
terest, and  in  Baltimore  the  local  Board  of 
Health  had  recommended  to  the  Maryland 
legislature  the  appointment  of  a  Tuberculo- 
sis Commission.    To  secure  popular  support 
for  this  recommendation,  a  public  meeting 
was  held  under  the  auspices  of  the  Medical 
and   Chirurgical  Faculty,    the  Laennec  So- 
ciety, and  the  Maryland  Public  Health  As- 
sociation.  (In  passing,  it  may  be  noted  that 
Osier  had  been  the  prime  mover  in  the  organ- 
izatioii  of  the  Association  in  1897.)    At  the 
meeting  Osier  followed  the  mayor  of  Balti- 
more, who  had  uttered  a  few  apathetic  re- 
marks.   Shaking  his  finger  in  the  mayor's 
face,    to    the    amazement    of   the    audience. 
Osier  voiced  his  indignation  and  his  views: 
"Mr.    Chairman    and    my    long'-suffering,    patient, 
inert  fellow-citizens:   .   .   .   what   is   our  condition   in 
this  city,  and  what  are  we  doing-  for  the  10.000  con- 
sumptives who  are  living-  to-day  in  our  midst?   We 
are   doing,    J\Ir.   Mayor   and   fellow-citizens,   not   one 
solitary  "thing   that    a   modem    civilized    community 
should'do.  Through  the  kindness  of  a  couple  of  ladies 
— God  bless  them! — I  have  been  enabled  in  the  past 
three  or  four  years  to  have  two  medical  students  of 
the   Johns   Hopkins   University   visit  every   case   of 
pulmonary    consumption    that    has    applied    for    ad- 


mission to  the  dispensary  of  our  hospital,  and  I  tell 
you  now  that  the  story  those  students  brought  back 
is  a  disgrace  to  us  as  a  city  of  500.000  inhabitants. 
It  is  a  story  of  dire  desolation,  want,  and  helpless- 
ness, and  of  hopeless  imbecility  in  every  thing  that 
should  be  in  our  civic  relation  to  the  care  of  this 
disease  .  .  ." 

And  he  went  on  to  point  out  the  complete 

incompetence   of  the   municipal   authorities. 

"In  heaven's  name  what  have  they  done  for  us  in 
the  past?  I  can  tell  you  what  they  have  done  for  us 
in  the  thirteen  years  I  have  been  here.  To  my  posi- 
tive knowledge  they  have  paved  two  or  three  streets 
east  and  west,  and  two  or  three  streets  north  and 
south,  and  by  the  Lord  Harry!  I  could  not  point  to 
a  single  other  thing  they  have  done.  They  haven't 
given  us  a  municipal  hospital,  they  haven't  given  us 
a  sewerage  system,  and  we  are  still  begging  for 
lots  of  other  things." 

As  a  result  of  this  meeting  a  Tuberculosis 
Commission  was  created,  and  from  it  also 
came  the  Maryland  Association  for  the  Pre- 
vention and  Cure  of  Tuberculosis. 

Of  considerable  significance  is  Osier's  ref- 
erence to  home  follow-up  care  of  outpatients 
by  two  medical  students.  This  program  had 
been  started  during  the  semester  of  1898-99 
by  Blanche  Epler,  and  she  was  followed  the 
next  year  by  Adelaide  Butcher.  Osier's  verbal 
instructions  clearly  delineated  the  purpose  of 
home  visiting.  As  reported  by  Dr.  Dutcher, 
the  student  was 

"to  learn  all  .  .  .  about  the  patient,  his  family,  and 
his  environment;  to  advise  him  of  the  nature  of  his 
disease,  its  mode  of  contagion,  and  method  of  pre- 
vention; to  teach  him  first  of  all  to  destroy  his 
sputum  because  it  contained  the  seed  which  caused 
the  disease  and  was  the  only  way  of  transmitting 
the  disease  to  others;  to  give  him  a  moral  reason  for 
cleanliness  to  help  him  out  when  natural  instincts 
were  lacking;  to  give  the  reason  why  sunlight  and 
fresh  air  were  of  preventive  and  curative  value;  and 
to  make  any  suggestions  that  would  be  of  help  in 
each  home  .  .  ." 

Obviously  these  students  performed  the 
functions  of  health  educators,  visiting 
nurses,  and  social  workers.  It  is  evident  that 
Osier  was  a  pioneer  in  America  in  realizing 
the  importance  of  the  social  aspects  of  medi- 
cine. His  ideas  were  later  put  into  practice 
by  students  whom  he  had  influenced,  and 
thus  helped  to  create  the  social  service  move- 
ment which  was  to  become  so  effective 
through  the  writings  of  Dr.  Richard  Cabot. 

Another  result  of  the  meeting  mentioned 
above  was  the  organization,  in  1904  at  Balti- 
more, of  a  Tuberculosis  Exhibition  to  display 
the  results  achieved  by  the  Commission  that 
had  been  appointed  in  1902.  In  addition  to 
its  local  significance,  this  exhibition  brought 
together  national  leaders  of  the  anti-tuber- 
culosis movement,  and  paved  the  way  for  the 
formation  of  the  organization  later  known 
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as  the  National  Tuberculosis  Association'''. 

William  Osier's  activities  in  the  fight 
against  tuberculosis  did  not  cease  with  his 
departure  for  Oxford.  In  1907,  he  helped 
to  launch  the  crusade  against  tuberculosis  in 
Ireland.  But  he  also  knew  only  too  well  that 
the  social  aspects  of  the  disease  demanded 
organized  action,  in  the  last  analysis  by  gov- 
ernment. Thus,  in  1910,  at  the  Edinburgh 
meeting  of  the  British  National  Tuberculosis 
Association,  an  afternoon  session  presided 
over  by  Osier  was  devoted  to  the  relation  of 
the  worker  to  tuberculosis.  At  the  conclu- 
sion of  this  session  a  resolution  was  drawn 
up  "to  represent  to  his  Majesty's  Ministers 
the  advisability  of  considering  a  scheme  of 
national  insurance  against  tuberculosis." 
This  was  a  year  before  the  National  Health 
Insurance  Act  was  passed. 

Osier's  awareness  of  the  public  health 
needs  of  his  time  is  clearly  revealed  in  the 
address  of  welcome  delivered  before  a  con- 
ference of  Maryland  health  officers  that  had 
been  convened  in  1897  by  the  Medical  and 
Chirurgical  Faculty.  On  this  occasion  he 
emphasized  the  need  for  reorganization  of 
the  Board  of  Health,  a  hospital  for  commun- 
icable diseases,  proper  inspection  and  con- 
trol of  water  and  milk,  and  revision  of  the 
existing  lunacy  laws. 

Another  instance  of  Osier's  activity  as  an 
anostle  of  laublic  health  is  his  address  on 
"The  Problem  of  Typhoid  Fever  in  the 
United  States,"  which  he  gave  in  1899  be- 
fore the  New  York  State  Medical  Society. 
Here  he  exposed  the  unmet  sanitary  needs 
of  the  country.  "That  imnerfect  drainae-e 
and  a  polluted  water  supply  means  a  high 
mortality  rate  from  typhoid  fever  is  the  very 
alphabet  of  sanitary  science."  With  these 
words  Osier  underscored  the  essential  sim- 
plicity of  the  solution. 

William  Osier's  interest  in  public  health 
problems  remained  vital  to  the  very  end. 
During  the  war  (1914-1918)  he  became  ac- 
tive in  the  campaign  against  venereal  dis- 
ease. In  1917  he  delivered  the  annual  oration 
before  the  Medical  Society  of  London,  tak- 
ing as  his  subject  "The  Anti-Venereal  Cam- 


paign. 


In  this  address  he  alluded  to  the 


origin  of  his  interest  in  public  health. 

"I  had  the  inestimable  advantage,"  he  said,  "of 
early  urofessional  association  with  a  hero-worship- 
per.  Dr.   Palmer  Howard,   my  teacher,   and   for  ten 

3.  Knopf.  S  A.:  A  Ilistiiiy  of  the  X.iHonal  Tuberculosis 
Ass'iciatiou.  New  York.  National  Tuberculosis  Association. 
1022. 

I.  Osier.  W.:  The  Anti-Venereal  CampaiKu,  Tr.  M.  Six-. 
Loniliin    lii:2!io  ;!)2.  miT. 


years  at  Montreal  my  revered  colleague,  was  a  man 
of  keen  intellectual  attainment.  Wide  awake  when 
the  dawn  appeared,  he  saw  with  remarkable  clear- 
ness the  immense  possibilities  of  preventive  medi- 
cine under  the  guidance  of  such  men  as  Chadwick, 
Budd,  Simon,  Farr,  Ward  Richardson,  Buchanan 
and  Russell.  When  not  talking  of  Bright  and  Addi- 
son, Stokes  and  Graves,  he  was  lauding  these  men, 
their  ways,  and  their  works.  Important  literary 
events  were  the  arrival  of  Dr.  Farr's  Report  and  the 
Report  of  the  Medical  Officer  of  the  Local  Govern- 
ment Board,  as  they  furnished  ammunition  for  the 
year,  and  it  was  my  privilege,  if  not  always  my 
pleasure,  to  dig  out  statistics  of  the  various  diseases 
or  to  abstract  some  special  article." 

After  exposing  the  nature  of  syphilis  and 
gonorrhea,  and  emphasizing  the  grave 
sequelae,  such  as  sterility,  infantile  mortal- 
ity, and  the  later  manifestations  of  these  dis- 
eases. Osier  went  on  to  point  out  what  might 
be  done  to  combat  this  problem.  The  two 
chief  measures  advocated  were  "a  campaign 
of  education"  and  a  "scheme  of  treatment." 
He  pointed  out  that  "the  clinic  should  be 
the  centre  in  each  district  of  an  active  edu- 
cational propaganda  ...  By  meetings,  litera- 
ture, placards — in  every  legitimate  way — a 
knowledge  of  the  dangers  of  venereal  disease 
should  be  distributed,  and  the  importance  of 
early  and  thorough  treatment  insisted  upon. 
The  public  lavatories,  the  toilet-rooms  of 
restaurants,  railway  stations,  hotels  and  fac- 
tories should  be  utilized  in  a  crusade  against 
advertising  venereal  quacks.  The  stage 
should  be  used  actively  .  .  ."  Hand  in  hand 
with  education  must  go  treatment.  Osier 
urged  reporting  of  venereal  diseases  and 
compulsory  treatment.  He  saw  reason  for 
hope  in  the  fact  "that  the  State  has  at  last 
intervened  .  .  ."  Furthermore,  he  pointed  out 
that  "In  the  matter  of  health  you  may  trust 
the  people.  Once  get  democracy  to  realize 
that  it  is  badly  diseased,  and  it  displays  a 
Job  like  regard  for  its  skin." 

An  energetic  fighter  against  the  needless 
deaths  of  peace,  a  man  of  broad  vision  who 
saw  the  relations  of  disease  to  society,  Wil- 
liam Osier  deserves  an  honored  place  in  the 
history  of  public  health.  As  a  citizen  and  a 
physician  he  recognized  his  duty,  and  under- 
took to  do  what  he  could  to  improve  the 
health  of  the  community.  William  Welch  said 
that  "To  Osier  nothing  human  was  foreign," 
and  it  is  clear  that  his  activities  in  behalf  of 
the  public  health  were  an  expression  of  this 
basic  attitude. 

George  Rosen,  M.D.,  Ph.D., 

Director, 

Bureau  of  Public  Health  Education 

New  York  City 
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THE    SESQUICENTENNIAL   SESSION 

The  .sesquicentennial  .'session  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina 
was  noteworthy  for  many  reasons.  For  the 
second  successive  year  the  attendance  record 
was  broken,  as  998  physicians  registered. 

The  meeting-  of  the  House  of  Delegates 
was,  as  usual,  long  drawn  out,  in  spite  of  the 
attempt  to  shorten  it  by  having  routine  re- 
ports dealt  with  by  the  Executive  Committee 
at  a  prior  meeting. 

The  report  of  Dr.  Hart's  committee  on 
medical  insurance,  recommending  a  compre- 
hensive hospital  and  medical  care  policy  for 
those  with  lower  incomes,  was  discussed  for 
more  than  two  hours  before  it  was  finally 
adopted.  This  was  perhaps  the  most  impor- 
tant action  taken  by  the  Society,  as  the  pro- 
posed insurance  program  should  do  much  to 
satisfy  the  need  of  thousands  of  our  citizens 
for  good  medical  care  at  reasonable  cost.  Its 
succe-^s   will   depend   upon   the   cooperation 


given  by  the  doctors  of  the  state. 

Whatever  the  outcome,  it  is  hard  to  say 
too  much  in  praise  of  Dr.  Hart  and  the  other 
members  of  the  committee,  who  were  con- 
fronted with  the  virtually  impossible  task  of 
formulating  a  policy  that  would  be  accept- 
able to  all  physicians.  The  policy  proposed 
is  not  perfect,  and  apparently  gives  more 
consideration  to  surgeons  than  to  general 
practitioners  and  internists.  Dr.  Hart  gave 
as  the  reason  that  it  is  almost  impossible  to 
get  enough  actuarial  data  to  compute  medi- 
cal fees,  while  surgical  fees  are  comparative- 
ly easy  to  calculate.  As  more  experience  is 
gained  in  estimating-  the  cost  of  medical  ill- 
nesses, it  is  expected  that  more  definite  cov- 
erage will  be  offered  for  such  conditions. 

After  the  smoke  of  conflict  had  cleared 
away,  the  cool,  convincing  arguments  of  Dr. 
Hart,  supplemented  by  others — notably  Dr. 
Street  Brewer — prevailed,  and  the  House  of 
Delegates  voted  overwhelmingly  to  approve 
the  proposed  policy. 

Perhaps  the  next  most  important  action 
taken  by  the  House  was  the  adoption  of  the 
report  of  Dr.  Donald  Koonce's  Committee 
on  Public  Relations,  providing  for  the  em- 
ployment of  a  public  relations  secretary,  and 
for  increasing  the  annual  dues  of  the  State 
Society  to  $40.00.  The  additional  $15.00  is 
to  be  earmarked  for  the  public  relations  pro- 
gram. In  order  to  start  action  immediately, 
each  member  of  the  Society  will  be  assessed 
$5.00  this  year  for  the  employment  of  a  pub- 
lic relations  secretary.  Althoup:h  this  report 
called  for  a  second  increase  of  dues  within 
a  year  after  they  were  raised  from  $10  to 
$25,  it  was  adopted  without  a  dissenting  vote. 

The  high  light  of  the  session  was  the  Ses- 
quicentennial Banquet,  held  on  Tuesday 
night.  A  feature  of  this  was  the  recognition 
of  seventeen  living  past  presidents  and  their 
wives.  Special  tables  were  provided  for 
them,  and  each  one  was  presented  in  turn  by 
Secretary  Roscoe  McMillan  with  appropriate 
remarks.  Dr.  Sam  Ravenel,  as  toastmaster, 
presided  gracefully,  and  had  the  audience  in 
good  humor  from  the  beginning.  Dr.  Robert- 
son probably  established  a  record  for  the 
shortest  presidential  address  ever  made  to 
the  Society.  It  was,  however,  packed  with 
important  recommendations. 

After  the  presentation  of  the  president's 
jewel  by  Dr.  V.  K.  Hart,  the  Sesquicentennial 
Committee  —  Drs.  William  deB.  MacNider, 
Paul  H.  Ringer,  and  Donnell  Cobb — were 
presented,  and  Dr.  MacNider  introduced  his 
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former  teacher,  Dr.  Hubert  Royster,  who 
gave  a  masterly  address  on  "A  Century  and 
a  Half  of  Medicine  in  North  Carolina."  This 
address  will  appear  in  an  early  issue  of  the 
North  Carolina  Medical  Journal. 

The  guest  speaker  was  Dr.  Hugh  J.  Mor- 
gan, professor  of  medicine  at  Vanderbilt, 
whose  address  was  entitled  "Then  and  Now." 
Dr.  Morgan  was  a  leader  among  the  148  phy- 
sicians who  protested  "against  the  present 
attitude  and  policies  of  the  A.M. A.  in  regard 
to  the  problem  of  medical  care."  (See  the 
Journal  of  the  American  Medical  Association 
for  February  19,  1949,  p.  532.)  Most  of  his 
address  was  an  eloquent  plea  for  the  view- 
point of  the  148  "protestants,"  and  a  none 
too  thinly  veiled  criticism  of  the  A.M. A.  The 
reaction  of  the  audience  to  his  address  varied 
from  open  approval  to  frank  criticism,  with 
all  shades  of  opinion  between.  None  ques- 
tioned his  sincerity  nor  his  eloquence,  but 
many  wished  that  he  had  chosen  to  speak  on 
the  science  or  the  art  of  medicine,  rather 
than  on  its  economic  and  political  aspects. 

The  selection  of  Dr.  Roscoe  McMillan  as 
president-elect  met  with  hearty  approval.  His 
splendid  work  as  secretary-treasurer  for  the 
past  eight  years  would  in  itself  entitle  him 
to  the  reward  of  the  highest  office  in  the  gift 
of  the  Society;  but  his  other  qualities,  such 
as  his  capacity  for  friendship,  for  clear 
thinking,  and  for  leadership,  all  contribute 
to  making  his  choice  a  happy  one. 

Dr.  Westbrook  Murphy  takes  over  the 
presidency  after  a  year's  excellent  training 
for  the  job.  He  also  has  the  capacity  for 
making  friends,  for  logical  reasoning,  for 
decisive  action,  and  for  leadership.  Our  So- 
ciety is  in  good  hands  for  the  next  two  years. 

The  selection  of  Dr.  Millard  Hill  of  Raleigh 
as  secretary  of  the  Society  was  a  fortunate 
one.  His  experience  as  chairman  of  the  Com- 
mittee on  Legislation  will  serve  him  in  good 
stead  as  he  undertakes  his  new  job. 

Other  officers  elected  were  Dr.  Ben  Royal, 
first  vice  president,  and  Dr.  Joseph  A.  Elliott, 
second  vice  president. 

This  sketch  of  the  Sesquicentennial  meet- 
ing would  not  be  complete  without  reference 
to  the  excellent  impression  that  Mr.  J.  T. 
Barnes  is  making  as  executive  secretary  of 
the  Society.  Comments  from  physicians  all 
over  the  state  were  uniformly  complimen- 
tary to  the  way  in  which  he  is  growing  into 
his  job.  The  motion  to  elect  him  for  a  three 
year  term  was  passed  unanimously  and  en- 
thusiastically bv  the  Executive  Committee. 


EDITORIAL  NOTES 

THE  SESQUICENTENNIAL  SESSION 

The  exhibits  this  year  were  brought  back 
into  the  hotel,  but  not  in  the  front  entrance. 
On  the  side  porches  they  had  enough  room, 
yet  were  not  in  the  way  of  traffic.  The  exhib- 
itors expressed  themselves  as  pleased  with 
the  arrangement,  and  with  the  plan  used 
for  the  attendance  awards. 


The  Officers'  Breakfast  on  Tuesday  morn- 
ing was  devoted  to  a  symposium  on  "The  Job 
of  the  County  and  the  District  Medical  So- 
cieties." Dr.  Joseph  S.  Hiatt,  of  McCain, 
was  moderator.  Those  taking  part  were  Dr. 
Alban  Papineau  of  Plymouth,  Dr.  Milton  S. 
Clark  of  Goldsboro,  and  Dr.  Allyn  B.  Choate 
of  Charlotte.  The  papers  will  probably  be 
published  in  the  North  Carolina  Medical 
Journal  at  a  later  date,  and  will  bear  read- 
ing by  all  county  and  district  society  officers. 

One  noticeable  feature  of  this  meeting  was 
the  number  of  younger  men  taking  part  in 
various  ways — as  county  officers,  as  dele- 
gates, and  as  participants  on  the  scientific 
programs  and  in  the  scientific  exhibits.  This 
is  as  it  should  be,  for  the  future  of  medicine 
is  in  the  hands  of  the  younger  generation. 
It  is  good  to  see  the  young  men  taking  an 
interest  in  the  progress  of  their  profession. 

Quite  apparent  was  the  changed  attitude 
of  the  Carolina  Hotel  personnel,  as  compared 
with  1946.  Last  year — after  the  Society  had 
gone  to  Virginia  Beach  in  1947 — the  recep- 
tion given  the  members  was  much  more  cor- 
dial, and  this  year  it  was  still  warmer.  A 
letter  from  the  manager  was  read  at  the  last 
Genei'al  Session,  expressing  pleasure  at  hav- 
ing had  the  Society,  and  extending  a  most 
cordial  invitation  for  it  to  return  next  year. 

As  the  ex-presidents  and  other  distin- 
guished guests  were  introduced  at  the  ban- 
quet Tuesday  night,  each  was  given  a  gen- 
erous amount  of  applause.  The  real  ovation, 
however,  was  given  Mrs.  Paul  McCain — 
"Sadie,"  as  she  is  known  to  her  intimate 
friends.  And  not  the  least  bit  of  envy  was 
felt  by  any  of  the  others. 

*        *        ;|: 

The  panel  discussion  on  "The  Medical  Pro- 
fession's Present-Day  Health  Problems," 
held  in  the  Second  General  Session,  attracted 
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much  interest.  One  of  the  best  addresses  in 
this  symposium  was  not  listed  on  the  pro- 
gram. This  was  by  Miss  Charlotte  Rickman, 
field  representative  of  the  Committee  on 
Rural  Health  and  Education.  While  she  was 
telling  of  her  experience  in  organizing  Rural 
Health  Councils,  one  doctor  was  heard  to 
whisper,  "She  would  be  the  best  public  rela- 
tions secretary  we  could  get." 


RESOLUTION  OF  AMERICAN  COUNCIL 
OF  CHRISTIAN  CHURCHES 

To  Rev.  Carl  Mclntire,  pastor  of  the  Bible 
Presbyterian  Church  of  Collingswood,  New 
Jersey,  this  journal  is  indebted  for  a  copy 
of  a  resolution  unanimously  adopted  by  the 
American  Council  of  Christian  Churches  (of 
which  Mr.  Mclntire  is  secretary)  at  its 
Spring  Convention  at  Denver,  Colorado, 
April  27-29,  1949.  The  resolution  speaks 
for  itself,  and  any  comment  would  be  super- 
fluous. 

Af/aiiist  Sochdizcd  Medicine 

"For  the  State  to  usurp  responsibility  for 
the  medical  care  of  its  citizens,  whatever  its 
name  and  title,  constitutes  an  infringement 
of  human  responsibility  and  individual  free- 
dom which  God  has  not  given  to  the  State. 

"God  created  man  for  His  own  glory,  gave 
him  a  body  as  a  fit  organ  for  his  soul,  and 
made  man  responsible  to  Him,  not  to  the 
State,  in  his  care  of  his  body.  The  State  has 
no  right  to  destroy  this  relationship,  and 
require  by  law,  force,  or  other  method  the 
submission  of  the  body  to  its  paternal  care. 

"The  soul  and  the  body  are  inseparably 
connected,  parted  only  by  death;  and  when 
the  State  o.ttcDipts  such  care  of  the  body,  it 
inevitably  moves  to  direct  the  mind  and 
spirit. 

"The  depravity  of  man,  as  taught  in  the 
Bible,  so  aggravates  State  control  as  it  re- 
lates to  government  officials,  politicians, 
physicians,  and  patients  as  to  produce  a  cor- 
rupt, inefficient,  expensive,  bureaucratic  and 
intolerable  system. 

"Socialized  medicine  in  any  form,  repre- 
sents, we  believe,  a  clear  violation  of  the 
Fourth  Amendment  of  our  Constitution 
which  guarantees  'The  right  of  the  people 
to  be  secure  in  their  persons.' 

"The  battle  against  State  medicine  is  not 
for  the  doctors  alone,  but  it  belongs  to  all 
Christian  people  who  cherish  their  own  free- 
dom as  well  as  the  physician." 


DR.  DAVID  T.  SMITH— PRESIDENT- 
ELECT OF  N.T.A. 

Not  one  of  Dr.  David  Smith's  legion  of 
friends  was  surprised  when  the  National 
Tuberculosis  Association,  at  its  annual  meet- 
ing held  in  Detroit,  May  2-6,  chose  him  as 
president-elect.  Dr.  Smith's  ability  as  a 
teacher,  as  a  clinician,  and  as  a  research 
worker  has  won  for  him  a  national  reputa- 
tion. His  selection  was  a  recognition,  not 
only  of  his  professional  ability,  but  also  of 
his  capacity  for  making  friends. 

Dr.  Smith  is  the  third  North  Carolinian 
who  has  been  elected  to  this  high  office.  His 
predecessors  were  the  late  Dr.  Charles  L. 
Minor  of  Asheville,  and  Dr.  Paul  McCain. 
Dr.  Smith  is  a  worthy  successor  to  them. 

AUTOTRANSFUSION 

Because  of  its  importance  to  the  hospitals 
of  North  Carolina,  special  attention  is  called 
to  the  article  on  "Autotransfusion"  by  Dr. 
A.  G.  Brenizer,  Jr.,  which  appears  in  this 
issue.  In  a  letter  which  accompanied  the 
manuscript  of  this  article,  Dr.  Paul  W. 
Sanger  stated  that  "the  universal  use  of 
autotransfusion  is  accepted  as  a  life  saving 
measuie. 

"The  apparatus  described  in  this  article  is  so  made 
that  it  is  simple  enough  to  assemble  in  any  operat- 
ing room.  Due  to  the  simplicity  in  fabricating  it  and 
due  to  the  ease  in  using  same,  every  hospital,  re- 
gardless of  size  or  type,  should  have  this  arrange- 
ment available.  The  hospital  that  does  provide  it  will 
save  a  life!" 

In  surgery,  especially  in  thyroid  surgery. 
Dr.  Brenizer's  father  was  a  pioneer.  It  is 
gratifying  to  note  that  the  son  has  inherited 
so  much  of  his  father's  pioneer  spirit. 

CANCER  TO  BE  REPORTABLE 

A  bill  passed  by  the  last  legislature  has 
made  cancer  a  repoi'table  disease,  beginning 
July  1.  The  small  amount  of  time  required 
of  each  individual  doctor  for  filling  out  the 
report  cards  will  be  well  spent,  since  it 
should  represent  a  real  contribution  to  our 
vital  statistics.  In  a  letter  from  Drs.  Norton,  _ 
Lee,  and  Robertson,  which  appears  on  page 
283  of  this  issue,  assurance  is  given  that 
these  records  will  be  confidential  and  handled 
"in  accepted  ethical  fashion." 

Since  cooperation  between  public  health 
officials  and  private  practitioners  is  essential 
to  true  medical  progress,  the  members  of 
our  profession  should  need  no  urging  to  give 
their  wholehearted  support  to  this  under- 
taking. 
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Comeiittees  and  Or^sinixatioiis 


PUBLIC  RELATIONS  COMMITTEE- 

Acting-  under  instructions  given  by  the 
House  of  Delegates  at  its  call  meeting  in 
February,  1949,  President  Robertson  in- 
structed the  Public  Relations  Committee  to 
draw  up  a  plan  for  an  adequate  public  rela- 
tions program  for  the  Medical  Society  of  the 
State  of  North  Carolina.  To  be  included  were 
a  full  time  public  relations  secretary,  and 
plans  for  the  financing  of  such  a  program. 

At  the  second  annual  conference  of  the 
Public  Relations  Council  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina,  held  in 
Raleigh  on  April  24,  1949,  recommendations 
and  proposals  for  such  a  plan  were  drawn 
up.  The  Public  Relations  Council  consists  of 
the  presidents  and  secretaries  of  the  county 
medical  societies,  the  public  relations  com- 
mittees of  the  county  medical  societies,  the 
ten  public  relations  councilors,  and  the  State 
Society's  Public  Relations  Committee.  Fifty 
to  sixty  members  of  this  Council  were  pres- 
ent at  the  above  conference.  The  complete 
agreement  of  this  entire  group  concerning 
the  dire  necessity  for  an  adequate  public 
relations  program  in  the  North  Carolina 
Medical  Society  was  striking.  Recommenda- 
tions and  proposals  for  such  a  program  were 
unanimously  endorsed  by  this  group,  which 
requested  the  Executive  Committee  to  pre- 
sent them  to  the  House  of  Delegates  at  its 
annual  session  in  Pinehurst  in  May.  It  is 
hoped  that  by  the  time  this  article  is  read, 
these  recommendations  and  proposals  will 
have  been  unanimously  approved  by  the 
House  of  Delegates,  as  they  were  by  the  Pub- 
lic Relations  Council  which  originated  them. 

With  such  a  public  relations  program  and 
with  the  financial  means  to  support  it,  our 
State  Society  will  be  able,  in  the  immediate 
future,  to  accomplish  much  toward  educat- 
ing the  members  of  our  own  profession,  as 
well  as  the  public,  on  medical  public  relations 
problems.  Such  a  program  will  also  help  us 
to  combat  and  defeat  all  forms  of  compulsory 
health  insurance  and  socialistic  medical  care. 

Developments  and  revelations  of  the  past 
few  years  have  left  no  doubt  in  the  mind  of 
every  doctor  in  the  state  that  relations  of  the 

'Members  of  the  Public  Relations  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina 
are:  Donald  B.  Koonce,  :\I.D.,  Chairman,  Wihning-- 
ton;  John  S.  Rhodes,  M.D.,  Raleigh;  Amos  N.  John- 
son, M.D.,  Garland;  and  Charles  F.  Strosnider,  M.D., 
Goldsboro. 


medical  profession  with  the  public  are  now 
at  their  very  lowest  ebb.  Nor  have  they  left 
any  doubt  that  such  relations  must  be  im- 
proved, and  improved  )toiv.  As  has  been  said 
so  many  times  by  so  many  people,  the  only 
adequate  medical  public  relations  agent  is 
the  individual  doctor.  However,  this  indi- 
vidual doctor  needs  to  be  educated  in  the 
principles  of  public  relations,  and  taught  how 
to  stress  the  medical  profession's  good  points 
and  to  correct  as  many  of  the  bad  points  as 
possible. 

The  medical  profession,  for  the  first  time 
in  its  history,  finds  itself  in  the  position  of 
asking  favors — favors  of  the  public  in  gen- 
eral, and  favors  of  all  of  its  organized 
branches,  including  labor,  capital,  and  gov- 
ernment. The  profession  desperately  needs 
the  help  of  the  press,  the  radio,  and  all  other 
means  of  communication  to  bring  before  the 
people  again  and  again  our  accomplishments 
and  services  to  the  public.  The  people  must 
be  made  to  realize  again  their  very  real  de- 
pendence on  the  American  medical  profes- 
sion as  an  individual  family  need,  and  not 
as  a  commodity  to  be  bartered  and  traded  by 
the  government. 

Donald  B.  Koonce,  M.D. 

Wilmington 


CORRESPONDENCE 


CANCER  TO  BE  REPORTABLE 

North  Carolina  State 
Board  of  Health 
Raleigh 
April  28,  1949 
To  the  editor: 

After  discussion  with  representatives  of 
the  State  Medical  Society,  the  State  Cancer 
Committee  and  the  North  Carolina  Division 
of  the  American  Cancer  Society,  it  was  de- 
cided to  request  the  1949  Legislature  to  enact 
a  law  making  cancer  reportable. 

This  law  provides  that  the  name  and  ad- 
dress of  every  person  who  is  found  to  have 
cancer  of  any  type  shall  be  sent,  together 
with  relevant  items,  by  the  physician  con- 
sulted to  the  local  health  officer,  within  five 
days  after  the  diagnosis.  The  forms  used  for 
reporting  are  to  be  prepared  by  the  State 
Board  of  Health  and  supplied  to  the  indi- 
vidual physician  by  the  local  health  officer. 
The  health  officer  is  required  to  forward  all 
report  cards  to  the  State  Board  of  Health 
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within  five  days  of  their  receipt  from  the 
physician. 

The  law  having  been  enacted,  we  now  have 
a  new  and  vakiable  tool  in  our  efforts  to  con- 
trol cancer  in  North  Carolina.  Its  useful- 
ness, however,  depends  on  the  individual 
physician.  Only  as  he  is  willing  to  give  of  his 
time  to  cooperate  can  reliable  and  significant 
data  be  accumulated.  His  cooperation  will 
consist  in  filling  in  the  report  cards,  and  re- 
turning them  promptly  to  the  local  health 
olHcer  in  envelopes  provided  for  the  purpose. 
The  latter  will  forward  them  to  the  Board  of 
Health  for  study  and  statistical  analysis. 
The  report  cards  are  to  be  in  the  hands  of 
the  local  health  officers  by  the  last  week  in 
June.  The  reporting  applies  to  all  cases  of 
cancer  and  of  suspected  cancer,  and  is  sched- 
uled to  be  begun  as  of  July  1,  1949. 

The  State  Board  of  Health  pledges  itself 
to  handle  these  confidential  records  in  ac- 
cepted ethical  fashion. 

We,  the  undersigned,  urge  all  members  of 
the  profession  to  give  whole-hearted  support 
to  this  undertaking. 

Yours  very  truly, 

J.  W.  R.  Norton,  M.D. 

Secretary  and  State  Heath  Officer 

Dr.  T.  Leslie  Lee,  Chairman 

Cancer  Committee 

North  Carolina  State  Medical  Society 

Dr.  James  F.  Robertson,  President 

North  Carolina  State  Medical  Society 


RESOLUTION   ADOPTED    BY 
RADIOLOGICAL  SOCIETY 


C. 


Greensboro,  N. 
May  14,  1949 
To  the  editor : 

I  would  appreciate  your  publishing  in  the 
Journal  the  following  resolution,  adopted 
by  the  North  Carolina  Radiological  Society 
at  its  meeting  in  Pinehurst  on  May  10. 

Elbert  D.  Apple,  M.D.,  President 

Whereas 

1.  The  practice  of  radiology  is  the  prac- 
tice of  medicine; 

2.  At  least  twenty-nine  Blue  Cross  hos- 
pital policies  do  not  include  the  practice 
of  radiology; 

3.  The  State  Society  is  attempting  to  form 
a  medical  insurance  plan  for  the  lower 
income  group; 

4.  It  will  simplify  the  acceptance  of  this 


medical  insurance  by  the  public  if  radi- 
ology is  included  in  the  medical  policy 
rather  than  as  at  present  in  the  hos- 
pital policy ; 

Therefore,  be  it  resolved  that  the  North  Car- 
olina Radiological  Society  go  on  record  as 
being  in  favor  of  eliminating  x-ray  prac- 
tice from  the  hospital  policies  and  of  favor- 
ing the  inclusion  of  the  practice  of  radiol- 
ogy in  the  medical  and  surgical  policies. 

Be  it  further  resolved  that  our  representa- 
tives to  the  Council  of  the  North  Carolina 
Medical  Society  be  advised  of  this  action. 

Be  it  further  resolved  that  individual  copies 
of  these  resolutions  be  forwarded  to  all  the 
Trustees  of  both  Blue  Cross  companies  in 
North  Carolina. 

Be  it  further  resolved  that  copies  of  this  res- 
olution be  forwarded  to  the  Governor  of 
North  Carolina,  the  Insurance  Commis- 
sioner of  North  Carolina,  and  the  indi- 
vidual members  of  the  North  Carolina 
Legislature. 


BULLETIN  BOARD 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Glen  R.  Gale,  a  premedical  student  at  Duke  Uni- 
versity, reported  the  discovery  of  what  is  believed 
to  be  a  new  fungus  killer  at  the  annual  meeting  of 
the  North  Carolina  Academy  of  Science  on  May  7. 

The  unnamed  organism  was  tested  against  28 
different  fungus  organisms,  and  killed  or  stopped 
the  growth  of  all  of  them.  Among  the  fungi  tested 
were  those  causing  ringworm,  athlete's  foot,  and 
two  lung  infections.  The  new  fungus  killer  was 
equally  effective  against  several  organisms  which 
cause  such  deadly  plant  diseases  as  apple  scab,  cot- 
ton root  rot,  apple  blotch,  canker  of  leaf  spot,  and 
foot  rot  in  wheat.  Dr.  John  R.  Warren,  instructor  in 
botany  at  Duke,  who  advised  and  assisted  Gale  in  his 
investigations,  stated  that  if  the  substance  can  be 
extracted  it  may  have  practically  unlimited  possi- 
bilities in  the  treatment  of  plant  diseases  and  cer- 
tainly in  treating  superficial  fungus  skin  diseases 
in  humans. 

Dr.  Hans  Lowenbach,  Duke  University  neuro- 
psychiatrist,  has  been  called  to  active  duty  by  the 
U.'  S.  Army  Medical  Corps,  as  a  "neuropsychiatric 
consultant"  in  the  European  Theater.  Dr.  Lowen- 
bach has  been  granted  a  leave  of  absence  from  Duke 
for  this  special  service,  beginning  June  20.  The  prob- 
able area  of  his  work  will  be  Germany  or  Austria. 

Eenswal  of  a  grant  by  the  National  Tuberculosis 
Association  to  l3r.  David  T.  Smith,  professor  of 
bacteriology,  for  studies  of  chemical  agents  which 
appear  to  inhibit  the  growth  of  the  tuberculosis 
germ  was  announced  recently.  The  grant  is  one  of 
twenty-two  approved  by  the  NTA  to  aid  specific 
tuberculosis  research  during  the  fiscal  year  begin- 
ning April  1. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

a  paper  entitled  "The  Control  of  Electrolyte  and 
Water  Balance  in  Surgical  Patients"  by  Dr.  William 
A.  Wolff,  associate  professor  of  clinical  chemistry 
and  toxicolog-y,  and  Dr.  Felda  Hig'htower,  assistant 
jiiofessor  of  surgery,  won  the  Moore  County  Award 
l>resented  annually  at  the  meeting  of  the  North  Car- 
olina Medical  Society. 

Dr.  R.  L.  Wall,  head  of  the  department  of  anes- 
tliesiology,  was  elected  president  of  the  newly 
fuimed  North  Carolina  Society  of  Anesthesiologists 
at  the  organization  meeting  held  in  Pinehurst.  The 
group,  which  is  a  component  part  of  the  American 
Society  of  Anesthesiologists,  is  made  up  of  doctor 
anesthetists,  who  plan  to  meet  twice  yearly. 

Recent  additions  to  the  faculty  are  Dr.  Frederick 
A.  Blount,  assistant  in  clinical  pediatrics,  and  Dr. 
Angus  Crawford  Randolph,  instructor  in  clinical 
psychiatry.  Dr.  Blount  is  a  graduate  of  the  Univers- 
ity of  Pennsylvania  Medical  School.  Dr.  Randolph. 
a  graduate  of  the  medical  school  of  the  University 
of  Virginia,  has  just  completed  his  appointment  as 
resident  at  Graylvn. 


Dr.  M.  Rachmilewitz,  head  of  the  department  of 
internal  medicine  at  Hadassah  Hospital  and  the 
University  of  Jerusalem,  was  a  recent  visitor  to  the 
Bowman  Gray  School  of  Medicine.  He  will  help  to 
establish  a  medical  school  at  the  University  on  his 
return  to  Jerusalem. 


The  Carolina  chapter  of  the  American  Physical 
Therapy  Association  met  in  Winston-Salem  on  April 
23  and  24.  with  the  Bowman  Gray  School  of  Medi- 
cine and  the  North  Carolina  Baptist  Hospital  as 
hosts.  Members  of  the  staff  who  presented  papers  at 
the  meeting  included  Dr.  Robert  Lawson,  associate 
professor  of  pediatrics.  "New  Developments  in 
Treatment  of  the  Acute  Stage  in  Poliomyelitis";  Dr. 
Richard  L.  Masland,  associate  professor  of  neuro- 
Bsychiatry,  "Emotional  Problems  of  Cerebral  Palsy"; 
Dr.  Angus  C.  Randolph,  instructor  in  clinical  psy- 
chiatry, "Psychiatry  in  Physical  Therapy";  and  Dr. 
Eben  Alexander,  instructor  of  surgery  in  charge  of 
neurological  surgery,  "Paraplegias." 


Dr.  W.  A.  Wolff,  associate  professor  of  clinical 
chemistry  and  toxicology,  was  chairman  of  the  sec- 
tion on  biochemistry  and  physiology  at  the  forty- 
sixth  annual  meeting  of  the  North  Carolina  Acwil- 
emy  of  Science  at  Chapel  Hill,  May  6  and  7.  Tlie 
program  for  that  section  included  the  following  ca- 
pers:  "Lipide  Phosphorylation  in  the  Liver  as  Re- 
lated to  the  Dietary  Supply  of  Methyl  Donors  and 
Methyl  Acceptors"  by  Dr.  Camillo  Artom.  head  of 
the  department  of  biochemistry,  and  Dr.  W.  E.  Cor- 
natzer,  assistant  professor  of  biochemistry;  "Lipide 
PhosBhorylation  in  the  Liver  of  Rats  Fed  Thiourea 
and  Related  Compounds"  by  Drs.  Cornatzer  and  Ar- 
tom; "Action  of  Some  Inhibitors  on  the  Glucose-fi- 
Phosphatase  of  the  Liver"  by  Dr.  Mariorie  Swanson, 
instructor  in  biochemistry;  and  "Toxicity  of  Radio- 
active Phosphorus  in  Mice  on  Various  Diets"  by 
Drs.  Cornatzer  and  Artom,  and  Drs.  David  Cavei- 
and  George  T.  Harrell,  Jr.,  of  the  department  of 
medicine. 


elation  at  its  ninety-sixth  annual  meeting  in  St. 
Paul,  May  9-11.  His  subject  was  "Therapeutic  Prob- 
lems Encountered  in  Acute  Poliomyelitis." 


New  Hanover  County  Medical  Symposium 

The  New  Hanover  County  Medical  Society  is  plan- 
ning its  third  annual  medical  symposium  at  Wrights- 
ville  Beach  on  August  19,  1949.  An  interesting  pro- 
gram with  nationally  known  speakeis  has  been 
planned.  An  invitation  is  extended  to  anyone  who 
wishes  to  attend. 


Dr.  Robert  B.  Lawson,  associate  professor  of  pedi- 
latrics,  addressed  the  ■Minnesota  State  Medical  Asso- 


DuKE  North   Carolina   Medical 
Postgraduate  Course 

a  postgraduate  course  for  North  Carolina  doctors 
will  be  held  at  the  Duke  Hospital,  June  13-16.  The 
scliedule  of  classes,  which  will  be  held  in  the  Duke 
Hospital  Amphitheatre,  is  as  follows: 

Monday,  June  1.3 

9:45  a.m. — Address  of  Welcome 

10  a.m. — Anatomy  of  the  Gastrointestinal  Tract 

11  a.m. — Demonstration   of   Common   Pathologic   Le- 

sions of  the  Gastrointestinal  Tract 
2  p.m. — X-Ray  Demonstration   of  Common   Gastro- 
intestinal Lesions 
•3  p.m. — A  Discussion  of  Liver  Diseases 
4  p.m. — A  Discussion  of  the  Diseases  of  the  Pan- 
creas 
7  p.m. — Round  Table  Discussion  on  Metabolic  Dis- 
turbances. 

Tuesday,  June  14 

9  a.m. — Certain    Diagnostic   Procedures    in    Gastro- 
intestinal Diseases 

10  a.m. — The   Ulcer  Problem — Medical   and   Surgical 

Aspects 

11  a.m. —  Carcinoma  of  the  Gastrointestinal  Tract 
2  p.m. — A  Discussion  of  Diseases  of  the  Colon 
:!  p.m. — The  Acute  Abdomen 

4  p.m. — A  Discussion  of  the  Drugs  Commonly  Used 
in  Gastrointestinal  Diseases 

7  p.m. — Round   Table  Discussion  of  the  Gastro- 
intestinal Diseases 

AVednesday.  June  15 — Hypertension 

9  a.m. — Statement   of   Problem     Ophthalmologic 
Manifestations 
10  a.m. — Dietary  Therapy 

2  p.m. — General  Medical  Therapy 

3  p.m. — The  Surgical  and  Urologic  Aspects 

4  p.m. — A  Discussion  of  Hvperthyroidism 
7  p.m. — Barbecue  at  Josh  Turnage's 

Thursday.  .Tune  16 

9  a.m. — A  Discussion  of  the  Newer  Antibiotics 

10  a.m. — Epidemiology    of    Poliomyelitis.     Diagnosis 

of  Poliomyelitis 

11  a.m. — Newer  Therapy  of  Poliomyelitis 

2  p.m. — Common  Poisons  in  Children 

3  p.m. — Clinicopathologic  Conference 
Participating    faculty    members    are    Drs.    W.    B. 

.■\nderson,  J.  M.  Arena.  E.  P.  Alvea.  G.  J.  Baylin! 
F.  C.  Bone.  W.  D.  Forbus,  K.  S.  Crimson,  Dervl 
Hart,  J.  P.  Hendrix.  Walter  Kempner.  E.  C.  Kunkle. 
J.  E.  Markee,  D.  S.  JIartin.  Angus  McBrvde.  W.  M 
Nicholson.  D.  T.  Smith,  E.  A.  Stead,  Jr.,  and  Donald 
White. 

Registration  will  be  held  in  Duke  Hospital  at  the 
Dean's  Office  at  8  a.m.  on  Mondav:  the  registration 
fee  is  $25.00.  Rooms  are  available  in  the  University 
dormitorv  at  $1.50  ner  day.  Synopses  of  lectures  will 
be  provided  to  each  participant,  and  certificates  of 
attendance  will  be  issued.  Inquiries  should  be  ad- 
dressed to  Duke  Hospital,  Box  3701,  Durham,  N.  C. 
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Southern  Pediatric  Seminar 

The  twenty-ninth  annual  session  of  the  Southern 
Pediatric  Seminar  will  be  held  at  Saluda,  North  Car- 
olina, July  18-30.  Officers  of  the  Seminar  are  Dr. 
Samuel  F.  Ravenel,  dean;  Dr.  Mylnor  W.  Beach,  vice 
dean;  and  Dr.  D.  Lesesne  Smith,  Jr.,  registrar.  The 
faculty  is  made  up  of  some  of  the  outstanding-  pedi- 
atricians of  the  South,  including  Drs.  Jay  M.  Arena, 
W.  C.  Davison,  and  Angus  M.  McBryde  of  Durham; 
Dr.  Robert  Lawson  of  Winston-Salem;  Drs.  Robert 
W.  McKay  and  Oren  Moore  of  Charlotte;  Dr.  S.  F. 
Ravenol  of  Greensboro;  Dr.  Frank  Howard  Riehai'd- 
son  of  Black  Mountain;  and  Dr.  J.  LaBruce  Ward  of 
Asheville.  Among  the  eight  special  lecturers  are 
Drs.  W.  M.  Kelsey  and  Nash  Herndon  of  Winston- 
Salem  and  Dr.  J.  W.  R.  Norton  of  Raleigh. 

Accommodations  and  information  concerning  reg- 
istration may  be  obtained  from  the  secretary-treas- 
urer, Mr.  M.  A.  Owings  of  Saluda.  The  registration 
fee  is  $2.5.00. 


NORTH  Carolina  Obstetrical  and 
Gynecological  Society 

The  North  Cai'olina  Olistetrical  and  Gynecological 
Society  met  in  Southern  Pines,  April  22-24.  The 
scientific  program  was  made  up  of  papers  by  Dr. 
William  Clary  of  Greensboro,  Dr.  Trogler  Adkins  of 
Durham,  Dr.  Gleim  Edgerton  of  Charlotte,  and  Dr. 
Robert  A.  Kimbrough,  Jr.,  of  Philadelphia. 

Officers  of  the  Society  for  1948-1949  were  Dr. 
William  S.  Dosher,  president;  Di-.  Kermit  E.  Brown, 
president-elect;  and  Dr.  Richard  B.  Dunn,  secretary- 
treasui'er. 


News  Notes  from  the  North  Carolina 
Medical  Care  Commission 

The    General    Assembly    of    1949    enacted    several 
bills  of  medical  interest.  Among  them  were: 

1.  House  Bill  60L  The  second  paragraph  of  sub- 
section (c)  of  Section  131-120  was  rewritten  to 
claiify  the  authority  of  the  Medical  Care  Coin- 
mission.  It  is  authorized  to  receive  and  admin- 
ister any  and  all  funds  which  may  be  provided 
by  the  General  Assembly  of  North  Carolina 
and/or  by  the  Congress  of  the  United  States 
for  the  construction,  opei-ation  and  maintenance 
of  hospitals,  public  health  centers  and  related 
facilities. 

2.  Senate  Bill  198  authorizes  and  empowers  the 
N.  C.  Medical  Care  Commission,  at  its  discre- 
tion, to  credit  loans  made  to  students  of  medi-  ■ 
cine,  dentistry,  pharmacy,  and  nursing  for  sat- 
isfactory sei'vice  rendei'ed  in  rural  areas  on  a 
basis  to  be  prescribed  by  the  Commission. 

?,.  Senate  Bill  337  expands  the  authority  of  the 
Medical  Care  Commission  to  license  hospitals. 
The  licensing  Act  of  1947  made  licensing  man- 
datory for  hospitals  that  receive  construction 
grants.  Licensing  was  optional  with  other  hos- 
pitals. The  amendments  by  the  1949  Legisla- 
ture make  licensing  of  all  hospitals  in  the  state 
mandatory  and  a  function  of  the  Medical  Care 
Commission,  excepting  privately-owned  and  op- 
erated mental  hosnitals  which  have  been  and 
will  continue  to  be  licensed  hy  the  State  Depart- 
ment cf  Welfare.  The  amendments  of  1949  also 
eliminated  the  hospital  licensing  fee  of  $10. 

4.  Senate  Bill  42  authorizes  the  Board  of  Trustees 
of  the  University  of  North  Carolina  to  establish 
and  operate  a  standard  Dental  School  in  con- 
junction with  the  Medical  School  at  Chapel  Hill. 


State  Board  of  Medical  Examiners 

The  North  Carolina  State  Board  of  Medical  Exam- 
iners will  meet  at  the  Jefferson  Hotel,  Morehead 
City,  on  Saturday,  July  23,  at  10  a.m.,  at  which  time 
it  will  interview  applicants  for  licensure  by  endorse- 
ment. 


North  Carolina  Trudeau  Society 

A  meeting  of  the  North  Carolina  Trudeau  Society 
was  held  in  conjunction  with  the  meeting  of  the 
North  Carolina  Tuberculosis  Association  in  Winston- 
Salem  on  April  18  and  19.  Following  the  scientific 
program,  which  consisted  of  papers  by  Dr.  Kirby  S. 
Howlett  of  Shelton,  Connecticut,  Dr.  George  T.  Har- 
rell  of  Winston-Salem,  and  Dr.  E.  E.  Menefee,  Jr., 
of  Durham,  a  short  business  session  was  held.  Offi- 
cers elected  for  the  following  year  were:  president, 
Dr.  J.  S.  Hiatt,  Jr.,  McCain;  vice  president.  Dr.  W. 
E.  Cook,  Fayetteville;  secretary-treasurer,  Dr.  Paul 
A.  Yoder,  Winston-Salem;  assistant  secretary,  Dr. 
J.  H.  Capp,  Winston-Salem. 

The  Noi'th  Caiolina  Trudeau  Society  was  organ- 
ized in  May,  1948,  and  during  the  past  year  over 
twenty  new  members  have  been  added.  This  group 
is  interested  in  chest  disease  in  particular,  and  in- 
vites all  physicians  in  the  state  who  are  interested 
in  this  phase  of  medicine  to  join  and  participate 
actively  in  the  affairs  of  the  organization. 


Western  North  Carolina  Medical 
Symposium 

The  Western  North  Carolina  Medical  Symposium, 
sponsoied  by  the  Tenth  District  Medical  Society,  was 
held  in  Asheville  on  April  29  and  30.  Speakers  in- 
cluded Drs.  M.  H.  Greenhill,  Bayard  Carter,  and  E. 
P.  Alyea  of  Durham;  Dr.  Edgar  R.  Pund  of  Augusta, 
Georgia;  Dr.  Ernest  C.  Faust  of  New  Orleans;  Dr. 
Henry  W.  Meyerding  of  Rochester,  Minnesota;  Dr. 
James  F.  Robertson  of  Wilmington;  Dr.  Roscoe  D. 
McMillan  of  Red  Springs;  Dr.  Samuel  F.  Ravenel  of 
Greensboro;  Dr.  H.  H.  Bradshaw  of  Winston-Salem; 
Dr.  Edward  B.  Tuohv  of  Washington,  D.  C;  Dr. 
Joseph  A.  Elliott  of  Charlotte;  Dr.  Fred  J.  Hodges 
of  Ann  Arbor,  Michigan;  Dr.  C.  H.  McCaskey  of 
Indianapolis,  Indiana;  Dr.  E.  D.  Peasley  of  Ashe- 
ville; and  Dr.  S.  Bornstein,  of  Oteen. 


Fourth  District  Medical  Society 

Dr.  Fred  Garvey  of  Winston-Salem  spoke  to  the 
Fourth  District  Medical  Society  at  its  meeting  in 
Weldon  on  April  26.  His  subject  was  "Early  Diag- 
nosis of  Carcinoma  of  the  Prostate." 


Fifth  District  Medical  Society 

The  annual  spring  meeting  of  the  Fifth  District 
Medical  Society  was  held  on  April  21  in  Fayetteville. 
After  a  short  preliminary  business  session,  a  sym- 
posium on  gastrointestinal  diseases  was  presented 
by  Drs.  Graham  Reid  and  Colin  A.  Munroe  of  Char- 
lotte, and  Drs.  J.  M.  Ruffin  and  R.  Wayne  Rundles 
of  Durham. 

At  the  dinner  meeting  a  few  remarks  were  made 
by  Dr.  Roscoe  D.  McMillan  and  Mr.  James  T.  Barnes, 
after  which  Dr.  V.  K.  Hart  of  Charlotte  discussed 
"The  Present  Day  Status  of  Socialized  Medicine  and 
Hospital  Insurance." 

It  is  planned  to  hold  the  annual  fall  meeting  at 
the  North  Carolina  Sanatorium  at  McCain. 
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Edgecombe-Nash  Counties  Medical 
Society 

The  leg'ular  monthly  meeting  of  the  Edgecombe- 
Nash  Counties  Medical  Society  was  held  in  Rocky 
Mount  on  April  13.  The  program  consisted  primarily 
of  a  discussion  of  the  proposed  health  insurance  pro- 
gram. 


The  Charlotte  Fluorination 
Demonstration 

On  April  1,  Charlotte  joined  fifteen  other  places 
in  the  United  States  where  the  domestic  water  sup- 
plies are  being  fluorinated  for  expected  dental  health 
benefits.  The  Charlotte  Fluorination  Demonstration 
is  a  fact-finding  project  under  the  direction  of  the 
Charlotte  Health  Department  and  paid  for  by  special 
appropriation  of  the  Charlotte  City  Council.  This 
North  Carolina  demonstration  is  the  pioneer  effort 
in  the  Southeast,  and  the  second  largest  in  the 
United  States. 

The  facts  to  be  obtained  from  the  Charlotte  Fluo- 
rination Demonstration  should  provide  important  in- 
formation because  of  its  geographic  location,  be- 
cause 30  per  cent  of  its  population  is  Negro,  and 
because  the  water  is  exceptionally  soft.  Comparisons 
will  be  made  with  other  communities  in  North  Caro- 
lina, between  Charlotte-boi'n  residents  and  migrants 
to  Charlotte,  between  Charlotte  and  other  commun- 
ities fluorinating  their  water  supplies,  and  between 
pre-fluorination  findings   and  future  determinations. 

Dr.  Frederick  S.  McKay  of  Colorado  Springs,  the 
pioneer  research  worker  in  the  fluoride-dental  rela- 
tionship, was  the  principal  speaker  at  the  water 
plant  ceremonies  on  Apiil  1,  when  Mayor  H.  H. 
Baxter  pulled  the  switch  which  started  the  gravi- 
metric feeder  to  introduce  the  sodium  fluoride  pow- 
der. On  April  7,  after  a  series  of  complaints  about 
the  taste  and  the  effect  on  goldfish  and  photographic 
solutions,  it  was  revealed  that  introduction  of  the 
sodium  fluoride  had  not  yet  taken  place.  Actual 
fluorination  began  on  April  25. 


American  College  of  Chest  Physicians 

The  Fifteenth  Annual  Meeting  of  the  College  will 
be  held  at  the  Ambassadoi'  Hotel,  Atlantic  City, 
June  2  through  5. 

The  first  meeting  of  the  Section  on  Diseases  of  the 
Chest  in  the  Scientific  Assembly  of  the  American 
Medical  Association  will  be  held  on  ,Tune  8  and  9. 


International  Academy  of  Proctology 

The  first  meeting  of  the  newly  formed  Interna- 
tional Academy  of  Proctology  will  be  held  at  the 
Marlliorough-BIenheim  in  Atlantic  City  on  Friday, 
June  10,  1949.  The  scientific  portion  of  the  program 
will  consist  of  the  presentation  of  papers  and  motion 
picture  films  of  interest  to  all  physicians  as  well  as 
I  to  those  specializing  in  proctology. 

Further  infoi'mation  and  a  copy  of  the  program 
may  be  obtained  by  writing  to  Dr.  Alfred  J.  Cantor, 
International  Academy  of  Proctology,  43-5.5  Kissena 
Blvd.,  Flushing,  N.  Y. 


American  Society  for  the  Study  of 
Sterility 

The  fifth  annual  conference  of  the  American  So- 
ciety for  the  Study  of  Sterility  will  be  held  at  the 
Hotel  Strand  in  Atlantic  Citv,  New  Jersev,  June  6 
and  7.  The  registration  fee  is  $10.00.  Dr.  Walter  W. 
Williams,  20  Magnolia  Terrace,  Springfield,  Massa- 
chusetts, is  in  charge  of  registration. 


Conference  of  Presidents  and  Other 
Officers  of  St.vfe  Medical  Associations 

Discussion  of  compulsory  health  plans  for  medical 
care  and  for  disability  compensation  will  high  light 
the  fifth  annual  meeting  of  the  Conference  of  Presi- 
dents and  Other  Officers  of  State  Medical  Associa- 
tions, to  be  held  at  Atlantic  City  on  Sunday  after- 
noon, June  5.  The  meeting  will  be  held  in  the  Rose 
Room  of  the  Traymore  Hotel,  the  day  preceding  the 
opening  of  the  AMA  general  sessions,  and  it  will  be 
open  to  all  physicians. 

Cecil  Palmer,  English  publisher,  author,  and 
journalist,  will  tell  of  the  impact  of  socialized  medi- 
cine on  the  British  doctor  and  his  patients.  An 
American  viewpoint  of  the  British  health  system  will 
lie  given  by  W.  Alan  Richardson,  editor  of  Medical 
Economics,  now  in  England  for  a  first  hand  study 
of  all  phases  of  the  program. 

The  AMA  relationship  to  the  state  societies  will 
be  reviewed  by  Dr.  George  F.  Lull,  secretary  of  the 
AJIA,  and  the  problems  facing  the  state  association 
at  the  crossroads  will  be  the  subject  of  a  talk  by  Dr. 
Clarence  Northcutt,  president  of  the  Oklahoma  State 
Medical  Association.  Plans  are  also  pending  for  the 
presentation  of  views  on  national  health  legislation 
by  a  member  of  Congress. 


Chicago  Medical  Society 

The  Chicago  Medical  Society  is  offering  two  post- 
graduate courses  in  October,  1949,  each  of  one  week 
duiation,  which  will  be  open  to  all  physicians  who 
are  members  of  their  local   medical   societies. 

A  course  in  "Cardiorenal  and  Peripheral  Vascular 
Diseases"  will  be  given  October  17  to  22,  and  a 
course  in  Obstetrics,  Endocrine  Gynecology,  and 
Sterility  will  be  offered  the  following  week,  October 
24  to  29. 

The  courses  will  be  given  at  Thome  Hall  on  North- 
western University  Medical  School  campus.  The 
faculty  for  each  course  will  be  made  ud  of  leading 
teachers  from  all  sections  of  the  United  States  and 
Canada.   Each  course   is  limited  to   one  hundred. 

Those  interested  in  attending  may  secure  addi- 
tional information  by  writing  Doctor  Willard  O. 
Thompson,  Chairman,  Committee  on  Postgraduate 
Medical  Education,  Chicago  Medical  Society,  30 
North   Michigan   Avenue,   Chicago   2,   Illinois. 


American  Heart  Association 

Research  awards  totalling  $250,000  have  been  allo- 
cated by  the  American  Heart  Association  to  26  in- 
vestigatoi's  and  6  medical  schools  and  hospitals  for 
studies  in  heai't  and  circulatory  disease.  One  gi'ant- 
in-aid  went  to  Dr.  P.  Scheinberg  of  the  Duke  Uni- 
versity School  of  Medicine  for  studies  on  cerebral 
blood  flow. 


The  National  Foundation  for  Infantile 
Paralysis 

The  National  Foundation  for  Infantile  Paralysis 
announces  that  twenty-one  physicians  have  been 
awaided  postgraduate  fellowships  in  the  fields  of 
scientific  research,  physical  medicine,  and  public 
health. 

Among  the  twelve  fellowships  in  physical  medi- 
cine was  one  awarded  to  Dr.  Louis  P.  Britt,  Jr.,  of 
Richfield,  North  Carolina,  for  training  at  Georgia 
Warm  Springs  Foundation  and  Emory  University 
Hospital,  Atlanta,  Georgia. 
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SANATORIUM  BEDS 
McCain  Bed 

Mrs.  John  H.  Hamilton  of  Raleigh  is  chair- 
man of  the  McCain  Bed.  This  bed  is  named 
for  Dr.  Paul  P.  McCain,  for  many  years 
superintendent  of  the  State  Sanatorium. 

As  a  young  physician,  Dr.  McCain  came 
to  the  Sanatorium  after  having  himself 
suffej-ed  from  tuberculosis.  Through  years 
of  service  he  became  recognized  throughout 
the  state  and  in  the  remotest  corners  of  the 
nation  as  an  out.standing  authority  in  his 
profession.  The  Medical  Society  of  the  State 
of  North  Carolina  honored  itself  by  electing 
him  as  its  president.  He  was  a  medical 
statesman  of  the  highest  order.  He  made 
notable  contributions,  not  only  to  the  diag- 
nosis and  treatment  of  tuberculosis,  but  also 
to  the  broad  fields  of  public  health  and  pre- 
ventive and  curative  medicine.  All  physi- 
cians in  the  state  held  him  in  high  esteem. 
He  was  known  and  loved  by  countless  thou- 
sands of  citizens  in  all  walks  of  life — the 
rich,  the  poor,  the  meek  and  humble,  and 
those  of  high  degree.  His  most  ardent  ad- 
mirers were  those  who  knew  him  best — his 
patients.  One  of  these.  Justice  Wiley  Rut- 
ledge  of  the  United  States  Supreme  Court, 
probably  gave  best  expression  of  the  feeling 
which  they  all  held  toward  Dr.  McCain : 

"It  was  thirty-two  years  last  July  since  I 
first  came  to  this  place  and  to  Paul  McCain's 
ministry.  Then  it  was  just  well  begun.  I  came 
fearfully,  seriously  stricken  in  body,  down- 
cast in  mind  and  hope.  Then  in  the  early 
twenties,  I  learned  that  it  is  hard  for  the 
young  especially,  with  all  of  life  before  them, 
to  face  slow  death,  worse  perhaps  to  stand 
in  dread  of  lingering  illness  and  pain. 

"I  do  n6t  wish  to  make  this  tribute  merely 
a  personal  history.  But  I  cannot  forbear  to 
say  two  or  three  things  out  of  an  experience 
which  can  only  have  been  one  in  common 
with  thousands  of  others,  indeed  with  all 
who  became  his  ijatients  during  his  long  and 
devoted  career. 

"His  ministry,  for  it  was  such,  was  three- 
fold, of  the  mind,  the  heart,  and  the  soul.  In 
those  days  there  were  some  three  hundred 
patients.  Each  received  his  personal  atten- 
tion and  on  a  personal  basis.  None  was  mere- 
ly 'a  case.'  Even  then  highly  skilled  in  his 
professional  art,  he  inspired  complete  confi- 
dence.   If  there  was  help  for  the  stricken 


body  in  the  field  of  his  specialization,  he 
could  give  it.  But  his  aid  was  never  given 
coldly  with  mere  efficiency.  Scrupulously 
honest,  he  gave  the  patient  the  facts  pains- 
takingly and  most  often  fully.  This  of  itself 
inspired  confidence. 

"Beyond  his  skill  and  integrity,  he  knew 
that  the  patient's  state  of  mind  was  quite  as 
important  to  his  recovery  or  well-being  as 
his  physical  state.  His  effoi't  was  always  to 
alleviate  fears  where  this  could  be  honestly 
done  and,  in  any  case,  to  bring  composure. 
Without  apparent  effort,  though  it  cost  him 
much  in  time  and  energy,  he  created  in  each 
person  a  sense  of  understanding  and  cour- 
age. Where  there  was  room  for  hope,  he 
gave  it." 

:■:  l\z  ^,t  l\i 

Stevens  Bed 

Mrs.  G.  M.  Billings  is  chairman  of  the 
Stevens  Bed.  This  bed  is  named  for  Dr. 
Martin  Luther  Stevens,  who  was  born  in 
Thornville,  Ohio,  on  November  30,  1864. 
After  a  high  school  education  there,  he  en- 
tered Baltimore  Medical  College  in  1891. 
CThis  college  later  united  with  the  Univers- 
ity of  Maryland.)  He  was  resident  physician 
in  the  Maryland  General  Hospital  in  1891- 
92,  and  came  to  Enochville,  North  Carolina, 
in  1892,  moving  to  Concord  in  1899.  He  then 
came  to  Asheville  for  his  health  and  was 
under  the  care  of  Dr.  Karl  von  Ruck,  who 
operated  Winyah  Sanatorium.  Later,  after 
recovering  his  health.  Dr.  Stevens  was  on 
the  staff  of  Winyah  Sanatorium  until  he  en- 
tered private  practice  in  Asheville.  about 
1903.  He  continued  in  this  field  until  his 
death  in  1940. 

Dr.  Stevens  was  a  member  of  the  Board 
of  Medical  Examiners  of  the  State  of  North 
Carolina  for  six  years,  and  was  also  presi- 
dent of  the  Medical  Society  of  the  State  of 
North  Carolina.  He  endeared  himself  to  all 
of  his  colleagues  by  his  high  ethical  princi- 
ples, professional  accomplishments,  quiet, 
unobtrusive  manner,  and  firm  and  lasting 
friendships.  While  a  man  of  very  definite 
convictions,  he  was  so  quiet  in  his  demeanor 
that  he  seldom,  if  ever,  raised  his  voice  above 
its  natural  tone,  even  though  he  did  not  hesi- 
tate thus  quietly  to  express  very  definitely 
his  principles  and  opinions.  His  going  left 
a  void  among  the  medical  profession  in  Ashe- 
ville that  the  lapse  of  almost  a  decade  has 
failed  to  fill. 
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A  sketch  of  Dr.  George  M.  Cooper,  for 
whom  the  Auxiliary  bed  m  the  Eastern 
North  Carolina  Sanatorium  was  named,  will 
appear  in  next  month's  issue. 

A.  M.  A.  CONVENTION 

The  American  Medical  Association  meets 
June  C)-10  in  Atlantic  City,  New  Jersey.  Had- 
don  Hall  will  be  headquarters.  All  Auxiliary 
members  who  are  planning  to  attend  are 
asked  to  notify  Mrs.  Raymond  Thompson, 
240  Cherokee  Road.  Charlotte,  N.  C,  so  that 
she  may  send  them  a  registration  card. 


BOOK  REVIEWS 


Summer  Diarrhea  in  Babies 

Casec  (calcium  caseinate),  which  is  almost  wholly 
a  combination  of  protein  and  calcium,  offers  a 
quickly  effective  method  of  treating  all  types  of 
diarrhea,  both  in  bottle-fed  and  breast-fed  infants. 
For  the  former,  the  carbohydrate  is  temporarily 
omitted  from  the  24-hour  formula  and  replaced  with 
4  packed  level  tablespoonfuls  of  Casec.  Within  a  day 
or  two  the  diarrhea  will  usually  be  arrested,  and 
carbohydrate  in  the  form  of  Dextri-Maltose  may 
safely  be  added  to  the  formula  and  the  Casec  grad- 
ually eliminated.  One  to  three  packed  level  teaspoon- 
fuls  of  a  thin  paste  of  Casec  and  water,  given  be- 
fore each  nursing,  is  well  indicated  for  loose  stools 
in  breast-fed  babies.  For  further  information,  write 
to  Mead  Johnson  &  Company,  Evansville  21,  Indiana. 


New  liiolac   Being  Detailed 

A  new  and  improved  Biolae,  liquid  modified  milk 
for  infant  feeding  produced  by  the  Prescription 
Products  Division  of  The  Borden  Company,  is  being 
extensively  detailed  and  promoted  exclusively  to  the 
medical  profession  in  line  with  their  strictly  ethical 
policy. 

Addition  of  new  ingredients  gives  the  new  Biolae 
greater  stability  and  better  keeping  qualities.  Ad- 
herence to  modern  concepts  as  well  as  current  prac- 
tices in  infant  feeding,  plus  improved  production  and 
manufacturing  facilities,  has  resulted  in  a  new, 
better-than-ever  Biolae.  ' 


DOCTOR  WANTED 

AV ANTED:  A  medical  doctor  and  a  druggist 
to  locate  in  the  town  of  Clarkton.  Drugstore 
and  office  ready  for  occupancy. 

A.  G.  McDougald,  owner. 


FOR  SALE 

In  whole  or  part,  a  complete  set  of  office 
furniture  and  equipment  including  fluoroscope, 
examining  and  treatment  room  fixtures  only 
two  years  old.  Leaving  to  specialize.  If 
desired  may  take  over  unopposed  practice  in 
rural  community  of  6000. 
Box  368 
La  Grange,  N.  C. 


Clinical  Aspects  and  Treatment  of  Surgical 
Infections.  By  Frank  Lament  Meleney,  M.D., 
F.A.C.S.,  Associate  Professor  of  Clinical 
Surgery,  Collega  of  Physicians  and  Sur- 
geons, Columbia  University;  Associate 
Visiting  Surgeon,  Presbyterian  Hospital, 
New  York  City.  With  a  Foreword  by  Allen 
0.  Whipple,  M.D.  840  pages  with  287  fig- 
ures. Price,  $12.00.  Philadelphia  and  Lon- 
don: W.  B.   Saunders  Company,   1949. 

Dr.  Allen  0.  Whipple,  in  the  foreword  of  this 
monograph,  prophesies  that  "it  will  fill  a  unique 
position  in  surgical  literature."  One  may  add  that 
it  will  have  not  only  a  unique,  but  an  exceedingly 
important,  place  in  surgical  literature  and  teaching. 

Essentially  every  aspect  of  all  surgical  infections 
is  covered  clearly,  concisely,  and  authoritatively. 
Not  only  the  usual  surgical  infections,  but  also  in- 
fections of  the  genital  and  urinary  tracts,  bones_and 
joints,  and  central  nervous  system  are  discussed.  It 
would  be  difficult  to  select  an  outstanding  chapter, 
as  each  one  is  in  itself  outstanding.  Case  histories, 
with  abundant  excellent  illustrations,  emphasize  the 
important  points  in  this  text.  Although  only  840 
pages  in  length,  it  is  nearly  encyclopedic  in  its 
wealth  of  information  regarding  surgical  infections. 

This  \olume  should  be  of  great  interest,  not  only 
to  surgeons,  but  to  all  physicians.  Future  editions, 
which  will  undoubtedly  keep  abreast  of  the  rapid 
advances  in  the  field  of  antibiotic  and  chemothera- 
peutic  agents,  will  be  awaited  with  considerable  in- 
terest. 


Current  Therapy  1949  —  Latest  Approved 
Methods  of  Treatment  for  the  Practicing 
Physician.  By  Howard  F.  Conn,  M.D., 
Editor.  Consulting  Editors:  M.  Edward 
Davis,  Vincent  J.  Derbes,  Garfield  G.  Dun- 
can, Hugh  J.  Jewett,  William  J.  Keir,  Perrin 
H.  Long,  H.  Houston  Merritt,  Paul  A.  O'- 
Leary,  Walter  L.  Palmer,  Hobart  A.  Rei- 
mann,  Cyrus  C.  Sturgis,  Robert  H.  Wil- 
liams. 672  pages.  Price,  $10.00.  Philadelphia 
and  London:  W.  B.  Saunders  Company, 
1949. 

This  volume  represents  an  interesting  departure 
in  textbooks  on  therapy.  The  authors  have  assumed 
that  the  diagnosis  is  established;  hence  all  discus- 
sions of  the  clinical  aspects  of  the  disease,  differ- 
ential diagnosis,  and  laboratory  diagnostic  tests  are 
omitted.  Insofar  as  possible,  an  attempt  has  been 
made  to  outline  the  single  best  method  of  treat- 
ment for  each  condition.  Where  more  than  one 
method  is  accepted,  separate  articles  wi'itten  by 
dift'erent  individuals  are  included.  Unusual  or  obso- 
lescent methods  of  treatment  are  omitted. 

The  book  is  arranged  with  two  columns  to  a  page. 
It  is  printed  in  large  type  and  is  quite  readable.  No 
illustrations  or  references  are  included.  The  use  of 
incomplete  sentences  or  phrases  occasionally  de- 
tracts from  the  style. 

Unfortunately,  the  advances  in  chemotherapy  of 
infectious  diseases  have  been  made  so  rapidly  that 
some  sections  became  out  of  date  before  the  book 
could  be  published.  The  book  might  be  improved  by 
some  limited  discussion  of  the  reasons  behind  the 
treatment  recommended.  It  should,  however,  prove 
very  helpful  to  practicing  physicians. 
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Clinical     Roentgenology     of     the     Digestive 
Tract.    By  Maurice  Feldman,  M.D.,  Assist- 
ant Professor  of  Gastroenterology,  Univers- 
ity of  Maryland;  Associate  in  Gastroenter- 
ology,   Mercy    Hospital;    Consulting    Roent- 
genologist,   Sinai    Hospital.     Ed.    S.     Price, 
$8.00.  901  pages.  Baltimore:   The   Williams 
and  Wilkins  Company,  1948. 
This  represents  the  third  revision  of  an  excellent 
text  on  gastrointestinal  roentgenology.  The  incidence 
of    gastrointestinal    complaints,    which    account   for 
approximately   25   per   cent   of   all    general   hospital 
admissions,    and   the    widespread    use    and    value    of 
roentgenographic  study  of  the  gastrointestinal  tract 
attest  to  the  need  for  such  a  book. 

In  twenty  comprehensive  but  succinct  chapters, 
the  author  discusses  age  and  sex  incidence,  clinical 
signs  and  symptoms,  associated  conditions,  and  dif- 
ferential and  roentgen  diagnosis.  The  book  is  written 
with  unusual  clarity  and  is  well  documented  statis- 
tically. The  illustrations  are  numerous  and  excellent. 
This  book  is  highly  recommended,  not  only  to 
physicians  interested  in  ga.stroenterology  or  roent- 
genology, but  as  an  authoritative  text  for  all  prac- 
titioners. 


Tlie   Uses    of   Penicillin    and    Streptomycin. 

By  Chester  Scott  Keefer,  il.D.,  Wade  Pro- 
fessor    of     Medicine,      Boston      University 
School  of  Medicine,  Boston,  Massachusetts. 
72  pages.  Price,  $2.00.  Lawrence:  University 
of  Kansas  Pi-ess,  1949. 
This    small    volume    comprises    the    three    Porter 
lectures    given    at   the    University    of    Kansas.    The 
first   lecture   deals   with    penicillin,    and   the    second 
with  streptomycin.  Discussions  of  the  types  of  prep- 
arations,   the   dosage,   the    mode   of   administration, 
time-dose  relationships,  and   reactions   are  followed 
by  a  section  on  the  results  obtained  with  the  drugs 
in    various    diseases.    Exact    dosage    schedules    are 
given.  The  third  lecture  is  a  most  exciting  account 
of  the  historical  development  of  antibacterial  agents 
dei'ived  from  microbes. 

As  is  so  often  unfortunately  the  case,  the  develop- 
ment of  new  agents  and  new  forms  of  old  agents, 
such  as  dihydrostreptomycin,  renders  parts  of  the 
book  obsolescent  almost  before  it  can  be  published. 


The  Liver  and  Its  Diseases.  Bv  H,  P.  Hims- 
worth,   M.D.,    F.R.C.P..    Professor   of    Medi- 
cine in  the  University  of  London;   Director 
of    the    Medical    Unit,    University    College 
Hospital.   London.    Price,   $5.00.   204   pages. 
Cambridge,    Massachusetts:    Harvard    Uni- 
versity Press,  1947. 
This  book  represents  the  collected  Lowell  lectures 
on  "The  Liver  and  Its  Diseases,"  delivered  at  Bos- 
ton,  Massachusetts,   by  Dr.   H.    P.    Himsworth,   pro- 
fessor of  medicine  in  the  University  of  London. 

The  recent  developments  in  the  medical  manage- 
ment of  many  forms  of  liver  disease,  hitherto  re- 
fractive to  treatment,  have  stimulated  a  renewed 
interest  in  this  subject.  Clinical  and  laboratory  re- 
search has  been  conducted  simultaneously  in  several 
branches  of  medicine  by  physiologists,  biochemists, 
and  nutritionists,  and  the  significant  findings  have 
been  scattered  throughout  the  literature,  often  in 
specialized  journals.  It  is  particularly  valuable  to 
have  access  to  this  information  in  a  single  volume. 
The  author  discusses  the  production  of  liver  in- 
jury in  experimental  animals,  the  types  of  liver 
injury,  and  the  factors  which  produce  it.  He  then 
attempts  to  correlate  the  experimental  findings  with 
liver  cell  injury  and  the  syndromes  of  hepatic  failure 
seeii  in  human  patients.  The  book  is  illustrated  with 


photographs  of  gross  material,  as  well  as  with  num- 
erous excellent  photomicrographs  of  pathologic  ma- 
terial. A  comprehensive  bibliography  is  included 
after  each  chapter. 

This  book  makes  a  significant  contribution  to  the 
study  of  this  intriguing  group  of  diseases,  and  pro- 
vides an  excellent  reference  background  to  the  path- 
ologic physiology  involved.  It  is  recommended  to 
internists  and  physicians  interested  in  nutrition 
generally  and  in  liver  disease  particularly. 


Practical    Aspects    of   Thyroid    Disease.    By 

Geoige    Crile,   Jr.,    M.D.,    F.A.C.S.,    Depart- 
ment    of     Surgery,     Cleveland     Clinic.     355 
pages  with  101  figures.  Price,  $G.OO.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1949. 
This  small  volume  is  presented  from  the  point  of 
view  of   the   surgeon,   although   the   role   of   the   in- 
ternist or  pediatrician  in  diagnosis  and  in  pre-  and 
post-operative  care  is  covered.  Among  the   subjects 
discussed  are  endemic  goiter,  hyperthyroidism,  and 
carcinoma;    the   physiology   of   the   thyroid   and   the 
rationale  of  the  use  of  iodine  and   the  anti-thyroid 
drugs;   the   role   of  roentgen   therapy   in   the   treat- 
ment of  hyperthyroidism  and  thyroiditis  and  the  use 
of  radioactive  iodine  in  hyperthyroidism;  and  cretin- 
ism   and    juvenile    hypothyroidism.    It    is    odd    that 
myxedema  is  omitted,  and  that  hypothyroidism  fol- 
lowing operation  or  radiation  is  discussed  so  briefly. 
The  technique  of  thyroidectomy  is  described  in  some 
detail,   as   are   postoperative   complications. 

The  clinical  photographs,  x-rays,  drawings,  and 
photomicrographs  ai'e  excellently  reproduced  on 
glossy  paper.  A  short,  selected  bibliography  is  in- 
cluded. The  monograph  is  a  good  review  for  prac- 
ticing physicians  as  well  as  for  students. 


Correlative     Neuroanatomy.     By   Joseph   J. 

McDonald,   M.S..   M.Sc.D..   M.D.;   Joseph   G. 

Chusid,  M.D.;   and  Jack  Lange,  M.S.,  M.D. 

Ed.   4.   156   pages.   Price,   $3.00.   Palo   Alto, 

California:    University   Medical    Publishers, 

1948. 
Correlative  Neuroanatomy  appears  to  be  a  some- 
what misleading  title  for  this  excellent  outline  on 
disturbances  of  the  nervous  system.  The  book  is  or- 
ganized in  succinct  outline  form,  with  here  and  there 
an  explanatory  paragraph  as  required.  It  is  amply 
provided  with  tables  and  diagrams,  which  not  only 
support  the  text  but  have  independent  value  in  that 
they  neatly  bring  together  large  quantities  of  re- 
lated details. 

The  central  theme  of  the  book  is  disturbances  of 
the  nervous  system.  In  Section  I,  afflictions  of  the 
peripheial  nervous  system  are  presented  upon  a 
background  of  the  anatomy  and  function  of  the 
peripheral  nerves.  The  autonomic  nervous  system  is 
included  in  this  section.  In  Section  II,  the  central 
nervous  system  is  similarly  treated.  In  both  these 
sections  the  information  necessary  for  the  localiza- 
tion of  disorders  of  the  nervous  system  is  provided. 
A  third  section  deals  with  the  types  of  disturbances 
encountered  in  the  nervous  system — congenital,  vas- 
cular, infectious,  traumatic,  neoplastic,  degenerative, 
and  epileptic.  Finally,  there  are  brief  outlines  on  the 
muscular  dystrophies  and  atrophies,  neurologic  signs 
and  syndromes,  and  the  neurologic  examination. 

The  book  should  be  of  most  use  to  upper  class 
medical  students  and  to  clinicians  in  providing  a 
rapid  orientation  in  a  particular  topic.  References 
are  given  to  standard  textbooks  throughout  the 
manual,  and  it  is  very  likely  that  these  will  have 
to  be  consulted  in  many  instances.  The  table  of  con- 
tents  and  the  index   are   quite   adequate. 


May,   1949 


BOOK   REVIEWS 


291 


Twentieth   Century   Speech   and    Voice  Cor- 
rection.   Edited   by   Emil    Froeschels,    M.D., 
321    pages.    New    York:    The    Philosophical 
Library,  Inc.,  1948. 
The  editor  of  this  symposium   is  president  of  the 
Intern.ational   Society  for   Logopedics   and    Phoniat- 
rics,    and    president   of   the    New    York    Society   for 
Speech  and  Voice  Therapy.  Among-  the  contributors 
are  speech  therapists,  psychologists,  physicians,  and 
teachers  of  the  deaf.  Froeschels  himself  has  written 
several    key    chapters,    outlining    the    anatomy    and 
physiology  of  speech,  discussing  the  construction  of 
a  meatus-obturator  for  the  use  of  patients  with  cleft 
palate,    and    presenting    a    technique   for    correcting 
stammering — namely,  the  "chewing"   method. 

There  are  several  excellent  chapters  on  education 
of  the  deaf  and  hard-of-hearing,  with  one  particu- 
larly interesting  account,  by  i\Iary  Wood  Whitehurst, 
of  intensive  hearing  education  at  an  Army  Rehabili- 
tation Center.  Cleft  palate  is  discussed  by  several 
authors,  who  deal  with  surgery,  prosthesis,  and 
speech  re-education.  Dysarthria,  paragrammatism, 
alalia,  and  cluttering  are  discussed  in  separate  chap- 
ters. William  Peaeher  describes  the  analysis  and 
treatment  of  disorders  of  articulation  due  to  gun- 
shot wounds  of  the  head  and  neck  in  World  War  II. 
0.  R.  Bontrager,  in  his  chapter  on  remedial  reading 
and  geneial  semantics,  points  out  that  authorities 
on  reading  are  inclined  to  ignore  problems  of  struc- 
ture and  the  relations  between  words  and  the  non- 
verljal  events.  Charles  R.  Strother  describes  the 
trainin.g  of  laryngectomized  patients  in  acquiring 
esophageal  speech,  which  has  great  advantages  ovei' 
speech  produced  by  the  use  of  an  artificial  lai'ynx. 

Most  chapters  in  the  book  include  a  good  bibli- 
ography. It  is  a  well-arranged  presentation  of  some 
of  the  recent  work  in  the  field  of  speech  and  voice 
correction. 


.Aledical  X-Kay  Protection  Up  to  Two  Million  Volts 

The  increasing  use  of  high-energy  X-rays  in  medi- 
cal diagnosis  and  treatment  has  presented  new  prob- 
lems in  all  phases  of  radiation  protection  and  shield- 
ing. Recommended  standards  of  safety  for  the  in- 
stallation and  use  of  high-voltage  X-ray  equipment 
are  concisely  set  foith  in  a  new  handbook.  Medical 
X-Ray  Protection  In  to  Two  Million  Volts,  published 
by  the  National  Bureau  of  Standards,  as  Handliook 
41.  It  is  obtainable  from  the  Superintendent  of  Doc- 
uments, U.  S.  Government  Printing  Office,  Wash- 
ington 25,  D.  C,  for  15  cents. 


Schering  President  Asks  Industry  Aid  for  Research 

The  need  for  closer  cooperation  between  the 
pharmaceutical  industry  and  universities  having 
facilities  for  medical  research  was  urged  recently 
by  Mr.  Francis  C.  Bvown,  president  of  Schering 
Corporation  of  Bloomfield,  N.  J.  Speaking  before  a 
meeting  of  the  medical  alumni  of  New  York  Uni- 
versity College  of  Medicine  at  the  faculty  club  in 
New  York,  Mi-.  Brown  called  for  support  of  research 
by  industry  and  individual  donors,  rather  than  the 
public  treasury. 


Ne«    Detergent    Curb.s   Cross-Infection   and 
Shortens  Surgical  Scrub  Time 

A  two-minute  preoperative  scrub  for  surgeons  and 
nurses  is  provided  by  a  new  antiseptic,  soapless, 
sudsing  agent  known  as  pHisoderm-Hexachloro- 
phene  3  per  cent,  which  also  gives  added  protection 
against  cross-infection,  it  was  announced  recently 
by  Winthrop-Stearns  Inc..  pharmaceutical  manu- 
facturers, of  New  York  and  Rensselaer. 


THE  TUCKER   HOSPITAL 

212  West  Franklin  Street,  Corner  Madison 
Richmond,  Virginia 

A  private  hospital  accepting  for  diagnosis  and  treatment  organic  neuro- 
logical conditions,  selected  psychiatric  and  alcoholic  cases,  metabolic  dis- 
turbances of  an  endocrine  nature,  individuals  who  are  having  difficulty 
with  their  personality  adjustments,  and  children  with  behavior  problems. 
Patients  with  general  medical  disorders  admitted  for  treatment  under  our 
staff  of  visiting  physicians. 


Under  the  Professional  Charge  of 

Dr.  Beverley  R.  Tucker,  Dr.  Howard  R.  Masters 
AND  Dr.  James  Asa  Shield 

♦ 
Catalog  on  Application 
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The  National  Committee  for  Chile 

The  National  Committee  for  Chile  is  now  receiv- 
ing gifts  for  the  library  of  the  Medical  School  of 
the  University  of  Chile.  The  newer  materials  in  the 
librarv,  including  periodicals,  books  and  reference 
jnaterials,  were  totally  destroyed  in  the  recent  fire. 
Medical  periodicals  of  the  last  ten  years  and  recent 
medical  books  are  urgently  needed. 

Contributions  should  be  addressed  to  the  National 
Committee  for  Chile,  Room  318,  Library  of  Congress, 
Washington,  D.  C. 

Federal  Security  Agency 

Grants  of  $293,452  by  the  National  Cancer  Insti- 
tute to  support  laboratory  and  clinical  research,  and 
of  $79,853  for  research  facilities,  were  announced 
recently.  Two  grants  went  to  Duke  University — one 
to  Dr.  Joseph  W.  Beard  for  studies  on  (1)  purifica- 
tion and  study  of  fowl  leucosis  virus  and  (2)  in- 
vestigation of  the  phenomenon  of  the  inhibition  of 
the  influenza  virus-red  blood  cell  hemagglutinative 
reaction;  and  one  to  Dr.  R.  Wayne  Runilles  for  re- 
search on  the  clinical,  hematologic,  and  chemical 
effects  of  urethane  (ethyl  carbamate)  in  multiple 
myeloma. 

Dr.  H.  Trendley  Dean,  Dental  Director  USPHS 
and  Director  of  the  National  Institute  of  Dental 
Research,  has  been  selected  by  the  Association  of 
Military  Surgeons  of  the  United  States  to  receive 
the  Gorgas  Award  for  1949  "for  outstanding  con- 
tributions in  the  field  of  military  medicine." 

The  award,  sponsored  since  1941  by  Wyeth,  Inc., 
pharmaceutical  manufacturers  of  Philadelphia,  will 
be  presented  to  Dr.  Dean  at  the  annual  banquet  of 
the  Association  on  November  11  at  Hotel  Statler, 
Washington,  D.  C. 

Dr.  Dean  and  his  associates  at  the  National  In- 
stitute of  Dental  Research  have  been  responsible  for 
most  of  the  basic  research  on  the  effect  of  fluoride 
in  water  on  dental  caries.  Their  findings  may  lead 
to  the  mass  prevention  of  denijal  decay  through 
fluorination  of  public  water  supplies. 

National  Military  Establishment 

-\ir  Surgeon  Initiates  General  Practice  Branch 

Air  Surgeon  Ma.ior  General  Malcolm  C.  Grow 
recently  announced  the  initiation  of  a  General  Prac- 
tice Branch  in  the  Air  Surgeon's  office,  to  be  charged 
with  the  development  of  training  opportunities  and 
careers  for  general  practitioners  serving  at  USAF 
installations. 

According  to  current  Air  Force  organization,  ap- 
proximately 70  per  cent  of  physicians  serving  with 
USAF  units  are  general  practitioners.  Of  the  re- 
mainder, 5  per  cent  are  staff  and  administrative 
personnel  and  25  per  cent  are  specialists. 

Initiation  of  the  new  General  Practice  Branch  was 
considered  imperative  by  General  Grow,  who  charac- 
terized the  general  practitioner  as  "the  backbone  of 
the  Air  Force  medical  service." 

Under  the  new  program  the  general  practitioner 
will  he  enabled  to  enter  into  a  proposed  residency 
program  to  be  operated  in  the  General  Hospital  set- 
up. The  residency  program  will  offer  the  general 
practitioner  access  to  latest  technical  developments 
in  medical  and  surgical  specialties.  Special  emphasis 
will  be  placed  on  internal  medicine,  surgical  prac- 
tices, pediatrics  and  obstetrics. 

The  new  General  Practice  Branch  will  work  co- 
operatively with  the  Surgeon  General's  career  pro- 
gram for  medical  officers. 


American  Hearing  Society 

It  is  estimated  that  deafness  affects  two  or  three 
times  as  many  persons  as  cancer,  heart  disease, 
tuberculosis,  and  infantile  paralysis  combined.  Ap- 
proximately 15,000,000  Americans  have  impaired 
nearing,  and  this  figure  includes  3,000,000  children. 
According  to  medical  authorities,  half  of  these  chil- 
dren can  be  saved  from  becoming  permanently  hard 
of  hearing  if  the  causes  are  discovered  and  treat- 
ment given  in  time. 

To  focus  public  attention  on  the  importance  of 
lietter  hearing,  the  123  local  chapters  of  the  Ameri- 
can Hearing  Society  throughout  the  country  con- 
ducted educational  campaigns  in  their  communities 
during  National  Hearing  Week,  held  May  8  to  14. 

The  American  Hearing  Society,  whose  headquart- 
ers are  at  817  Fourteenth  Street,  N.W.,  in  Washing- 
ton. D.C.,  is  a  member  of  the  National  Health  Coun- 
cil and  the  National  Social  Welfare  Assembly.  Its 
program  is  approved  by  the  National  Information 
Bureau  and  it  is  supported  by  voluntary  contribu- 
tions from  the  public. 


National  Society  for  Crippled  Children 
AND  Adults 

Although  five  million  persons  with  speech  dis- 
orders comprise  the  largest  single  group  of  handi- 
capped persons  in  America  today,  scarcely  more 
than  10  per  cent  of  these  speech  defectives  are  re- 
ceiving the  attention  and  training  they  need,  ac- 
cording to  Miss  Jayne  Shover,  speech  consultant  for 
the  National  Society  for  Crippled  Children  and 
Adults  and  Dr.  Herbert  Koepp-Baker,  counselor  on 
speech  to  the  National  Society. 

There  are  at  least  a  million  stutterers  in  this 
country  and  recent  surveys  show  that  one  out  of 
every  100  children  has  a  stuttering  difficulty,  they 
point  out. 

To  aid  in  the  dissemination  of  accurate  informa- 
tion on  speech  problems,  the  National  Society,  in 
cooperation  with  the  American  Speech  and  Hearing 
Association,  recently  published  a  booklet  on  "Stut- 
tering." Written  by  Dr.  Charles  Van  Riper,  an  au- 
thority on  speech  correction,  and  edited  by  Dr. 
Wendell  Johnson,  the  booklet  may  be  obtained  from 
the  National  Society,  11  S.  LaSalle  Street,  Chicago 
3,  Illinois,  for  35  cents. 


National  Vitamin  Foundation 

Dr.  E.  Gilford  Upjohn,  vice  president  of  The 
Upjohn  Company,  Kalamazoo,  Michigan,  was  elected 
president  of  The  National  Vitamin  Foundation  for 
1949  at  the  annual  meeting  of  Foundation  members 
held  in  New  York. 

Dr.  Upjohn  succeeds  Basil  O'Connor,  attorney  and 
president  of  the  American  Red  C-i-oss,  who  was 
named  to  the  newly  created  position  of  Honorary 
Chairman  of  the  Board  of  Governors.  J.  Paul  Fol- 
som,  Lederle  Laboratories  Division,  American  Cya- 
namid  Company,  New  York,  was  elected  board  chair- 
man, replacing  A.  H.  Fisk,  Eli  Lilly  &  Co.,  Indian- 
apolis, Indiana.  H.  B.  Fonda,  Burroughs  Wellcome 
&  Co.  (USA)  Inc.,  was  elected  vice  president,  suc- 
ceeding Raymond  E.  Horn,  Abbott  Laboratories, 
North  Chicago,  111. 

Fred  J.  Stock,  vice  president  Chas.  Pfizer  &  Co.,. 
Inc.,  Brooklyn,  N.  Y.,  elected  chairman  of  the  exec- 
utive committee,  succeeding  L.  D.  Barney,  Hoffman- 
La  Roche,  Inc.,  Nutley,  N.  J.,  announced  that  ex- 
panded plans  for  research  and  education  on  vitamins 
during  1949  would  be  considered  at  a  joint  meeting 
of  the  board  of  governors  and  executive  committee 
in  New  York,  May  18. 
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REFLECTIONS,  PROTESTATIONS,  AND  SUGGESTIONS 
OF  A  MEMBER  OF  THE  LOYAL  OPPOSITION 

Hugh  J.  Morgan,  M.D.,  F.A.C.P.,  D.Sc- 
Nashville,  Tennessee 


It  is  a  pleasure  and  a  great  honor  to  come 
to  the  Old  North  State  from  a  daughter  state, 
Tennessee,  to  speak  to  you  on  the  occasion 
of  the  one  hundred  and  fiftieth  anniversary 
of  the  foundation  of  your  Medical  Society. 

The  conventional  address  for  such  an  occa- 
sion would  be  a  historical  one.  Certainly, 
old  records  of  this  Society  provide  extra- 
ordinarily rich  and  attractive  material  for 
the  historian.  Your  current  program  of 
medical  education,  medical  research,  and 
medical  administration  in  relation  to  the  im- 
provement and  extension  of  medical  care, 
both  p]-eventive  and  curative,  is  a  source  of 
pride  and  stimulation  for  all  of  the  Southern 
states.  North  Carolina  is  leading  the  way 
in  the  South. 

But  I  do  not  plan  to  review  in  detail  the 
past  or  current  accomplishments  of  the  pro- 
fession in  North  Carolina.  This  has  just  been 
done  for  us  in  a  scholarly  and  inspiring  ad- 
dress by  Dr.  Hubert  A.  Royster.  Suffice  it 
to  say  that  the  membership  of  your  Society 
has  exhibited  a  capacity,  unusual  in  organ- 
ized medicine,  for  self-examination  and  self- 
evaluation,  and  has  been  alert  to  change. 
Your  membership  has  been  judged  courage- 
ous and  progressive,  and  the  country  in  gen- 
eral and  the  South  in  particular  have  become 
accustomed  to  look  to  North  Carolina  for 
guidance  and  example. 

Perhaps  some  of  you  hardly  recognize 
yourselves  as  I  talk  I  Maybe  there  are  a  few 
of  you  like  the  thieving,  prowling,  lying  and 
intemperate  colored  man  on  judgment  day 
who  read,  as  he  arose  from  his  grave  at  the 
sound  of  the  trumpet,  the  inscription  on  a 


Read    at   the    Sesquicentennial    Banquet.    Medical    Society    of 
the  Stale  of  Korth  Carolina.  Pinehurst,  May  10,   1949. 
'  Professor    of     Medicine.     Vanderbilt     University    School     of 

Medicine,  Nashville,   Tennessee. 


tombstone — provided  by  the  faithful,  gener- 
ous wife  who  survived  him — "Here  lies  an 
honest  man,  a  faithful  husband,  a  truthful 
citizen  and  a  temperate,  devoted  church- 
man." "Scuze  me.  Lord,"  said  our  friend, 
"I  done  come  up  outer  the  wrong  grave!" 

I  propose  to  talk  tonight  not  so  much  of 
the  past  as  of  the  present  of  medicine.  There 
are  developments  of  great  moment  taking 
place  —  developments  of  lasting  influence 
upon  practice  as  we  have  known  it.  We  think 
of  the  past  thirty  years  as  the  golden  age  of 
therapeutics,  and  well  we  may  when  we  list 
such  achievements  as  the  mastery  of  many 
of  the  anemias,  of  diabetes,  of  deficiency  dis- 
eases, and  of  heretofore  little  understood 
metabolic  and  endocrine  disturbances  both 
in  the  male  and  the  female;  modern  anes- 
thesiology; neurologic,  thoracic  and  vascular 
surgery ;  malaria  control ;  replacement  ther- 
apy with  blood  and  blood  derivatives ;  and, 
most  amazing  of  all — the  contemplation  of 
which  still  reduces  us  to  incredulity  and 
humble  thanksgiving  —  modern  chemother- 
apy. The  sulfonamides  and  the  antibiotic 
medicaments  have  not  only  increased  tre- 
mendously the  effectiveness  of  medical  treat- 
ment ;  they  have  changed  the  whole  atmos- 
phere of  practice.  Compare  our  position  now 
with  that  of  fifteen  years  ago  when  we  were 
confronted  with  bacterial  infections  such  as 
puerperal  sepsis,  septicemia,  meningitis, 
endocarditis,  pneumonia,  peritonitis,  urinary 
tract  infections,  and  tuberculosis.  And  now 
(1949)  we  dare  believe  that  we  can  influence 
specifically  certain  of  the  rickettsial  and 
viral  diseases;  that  we  can  specifically  and 
regularly  induce  remissions  in  rheumatoid 
arthritis !  No  sane  man  in  1935  would  have 
allowed  imagination  to  raise  his  hopes  to 
such  heights. 


294 


NORTH   CAROLINA   MEDICAL  JOURNAL 


June,   194c> 


Today  the  physciaii  disputes  with  the  sur- 
geon his  claim  to  maximum  effectiveness  as 
a  practitioner.  We  look  upon  internal  medi- 
cine as  the  most  progressive  and  most  effect- 
ive and  most  adequate  branch  of  thera- 
peutics. No  longer  do  nonsurgical  practi- 
tioners get  satisfaction  solely  from  scientific 
and  philosophical  contemplation.  We  are 
effective,  successful  therapists,  aggressive 
and  unapologetic!  And  as  a  sort  of  extra 
dividend,  the  methods  and  techniques  and 
therapeutic  agents  of  inteimal  medicine  have 
extended  tremendously  the  domain  of  the 
surgeon.  Together,  students  of  the  broad 
disciplines  of  internal  medicine  and  its 
specialties  including  pediatrics,  and  of  sur- 
gery and  its  specialties  including  gynecology 
anci  obstetrics  are  attaining  successes  never 
before  experienced  by  practitioners  of  the 
healing  art  in  all  the  long  history  of  man's 
effort  to  cure  disease  and  relieve  suffering. 
I  cite  this  golden  age  of  therapeutics  as  the 
product  of  basic  and  clinical  research  and  of 
enlightened  medical  practice.  Never  was 
therapeutics  so  effective  as  today  —  and 
never  was  the  future  for  additional  progress 
brighter. 

But  this  is  not  all  that  has  happened  in 
medicine  in  the  recent  past.  Not  only  has 
there  been  tremendous  activity  and  accom- 
plishment in  research  and  in  practice,  but 
there  have  also  occurred  great  changes  in 
medical  economics  and  in  the  attitude  of  the 
public  toward  the  doctor  and  his  mission.  I 
propose  to  direct  your  attention  to  certain 
aspects  of  these  changes.  I  ask  that  you 
think  about  them  simply  and  honestly  and 
with  relation  to  your  own  professional  life 
in  your  community. 

Let  me  reassure  you  at  this  point.  I  do 
not  propose  to  spend  the  remainder  of  my 
address  in  an  effort  to  analyze  socio-eco- 
nomic changes,  to  study  the  background  of 
them,  to  point  out  the  present  manifestations 
of  them,  or  to  indicate  possible  future  devel- 
opments with  relation  to  them.  To  do  this 
requires  knowledge  and  wisdom  and  time 
which  I  do  not  possess.  I  can  recognize  some 
of  the  factors  currently  influencing  health 
and  health  services  and  the  attitude  of  the 
public  toward  them :  the  tremendous  increase 
in  the  effectiveness  of  medical  services ;  the 
industrialization  of  our  country;  the  exten- 
sion of  our  urban  culture  into  rural  areas; 
improved  communication  and  efficient,  rapid 
transportation :  steady  elevation  of  the  edu- 
cational level  and  of  the  standard  of  living 


of  the  population.  Perhaps  there  are  others. 
All  have  in  my  lifetime  operated  to  create  a 
population  alert  and  anxious  for  improve- 
ment and  advantage  over  previous  genera- 
tions— a  population  unafraid  of  experimenta- 
tion and  change.  (Indeed,  one  gets  the  im- 
pression that  in  the  minds  of  many,  change 
and  newness  in  themselves  constitute  a  vir- 
tue. And  what  is  strange  about  this  in  a  be- 
wildered, desperate  world  which  in  three 
decades  has  fought  two  wars  and  now  talk< 
pessimistically  about  a  third,  final,  atomic 
war?) 

Hov.-ever  this  may  be,  it  is  my  contention, 
and  a  major  premise  of  my  reasoning,  that 
the  victories  and  achievements  of  medical 
science  and  the  scientific  doctor,  and  other 
factors  have  created  an  informed  jjopulation 
which  demands  and  insists  upon  medical 
services  of  quality  and  quantity  heretofore 
unknown  to  them.  This  demand  will  not 
and  sl;ould  not  be  denied. 

And  so  we  are  doctors  in  a  ra])idly  chang- 
ing world.  How  would  our  forebears  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina have  conducted  themselves  today  if  they 
had  been  confronted  with  the  threat  of  fed- 
eralization of  medical  services  in  the  United 
States"''  More  important  still,  what  have  we, 
the  living,  functioning  professional  men  of 
today — what  have  we  to  say  about  it?  Our 
country  is  making  desperate  efforts  abroad 
at  international  readjustment  to  the  end  of 
avoiding  another  armed  conflict,  and  at 
home  is  faced  with  the  necessity  of  constant 
adjustment  and  readjustment  to  political  and 
social  forces,  some  of  which  seem  completely 
alien  to  many  of  us. 

To  be  specific  with  relation  to  domestic 
problems,  what  position  is  the  doctor  to  take 
with  regard  to  the  labor  movement  and  with 
regard  to  the  development  of  health  services 
within  the  labor  movement ;  with  regard  to 
the  extension  of  the  public  health  movement, 
with  its  steady  encroachment  upon  the  pri- 
vate practitioner ;  with  regard  to  group  prac- 
tice; with  regard  to  schemes  of  coordinated 
medical  practice  developed  around  central 
laboratories  and  central,  integrated  hospitals 
and  medical  centers:  with  regard  to  prepay- 
ment schemes  for  the  provision  of  medical 
services  which  tend  to  fix  fees,  and  to  that 
extent  impersonalize  economic  arrangements 
of  practice ;  with  regard  to  the  use  of  public 
moneys  or  taxes  to  support  medical  education 
and   medical   research;   with   regard   to   the 
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concept  that  medical  care,  both  preventive 
and  curative,  should  be  as  available  as  pure 
water,  that  it  is  the  responsibility  of  govern- 
ment to  see  that  its  people  have  this  neces- 
sity, just  as  it  is  the  responsibility  of  govern- 
ment to  see  that  its  people  have  proper  per- 
sonnel and  facilities  for  education,  trans- 
portation, communication,  police  and  fire 
protection?  How  do  we  physicians  react  to 
these  questions? 

A  subsidy  of  some  sort  is  involved  in  many 
of  these  questions.  Subsidy  is  not  a  very 
popular  word  in  certain  quarters.  But  con- 
sider this  fact :  Only  a  very  small  percentage 
of  the  population  can  pay  its  way  when  con- 
fronted with  serious  illness.  Should  not  we 
find  the  best  way  to  subsidize  medical  serv- 
ices to  the  end  that  all  "our  people  actually 
enjoy  the  good  health  that  medical  science 
knows  how  to  provide"?  Should  not  we  sub- 
sidize all  of  the  indigent  sick  in  order  that 
they  may  be  able  to  share  the  advantages  of 
"the  golden  age  of  therapeutics"?  Otherwise 
many  will  die  for  the  lack  of  modern,  life- 
saving  remedies. 

Perhaps  this  violates  principles  dear  to  the 
hearts  of  some  of  us — is  contrary  to  the 
rugged  individualism  of  the  so-called  Ameri- 
can way  of  life.  Let  me  remind  you  that 
some  of  those  who  howl  the  loudest  for  "free 
enterprise"  and  a  competitive  economy  are 
themselves  beneficiaries  of  governmental 
and  private  philanthropic  largess.  Our  gov- 
ernment at  one  time  or  another  has  subsi- 
dized railroads,  shipping,  the  air  lines,  and 
the  farmer;  it  protects  American  business 
against  foreign  competition ;  it  provides  free 
education;  it  exempts  religious  worship  from 
taxation;  it  assists  veterans  with  G.  I.  Bills 
and  pensions.  Here  is  subsidy,  indeed,  and  on 
a  wide  front.  One  step  more  before  abandon- 
ing this  line  of  thought.  Very  few  men  in 
this  room  paid  their  way  through  college, 
and  fewer  still  through  medical  school.  Med- 
ical education  costs  four  to  eight  times  the 
tuition  fees.  If  we  subsidize  medical  students 
in  amounts  four  to  eight  times  greater  than 
their  contribution  to  their  education  in  order 
that  they  may  become  doctors,  is  it  incon- 
sistent or  immoral  or  un-American  to  subsi- 
dize the  sick  in  order  that  they  may  obtain 
what  these  same  doctors  have  to  offer?  Of 
course  it  is  not !  The  only  question  warrant- 
ing serious  consideration  is  "how"  to  do  it 
and,  at  the  same  time,  to  sustain  our  stand- 
ards of  citizenship  on  the  one  hand  and  medi- 
cal practice  on  the  other. 


It  seems  to  me  that  the  doctor  has  two 
roles  to  play  in  this  life,  and  that  he  should 
play  them  both  with  great  respect  for  his 
fellov,-  man  and  also  with  great  self-respect. 
The  first  and  by  far  the  most  important  role 
is  that  of  the  professional  man,  whose  major 
concern  is  the  practice  of  the  art  and  science 
of  medicine  to  the  end  of  preventing,  allevi- 
ating, or  curing  disease  and  injury.  This  is 
his  primary  mission,  his  destiny.  His  life  is 
dedicated  to  this  end,  and  beyond  providing 
a  decent  living  for  self  and  family,  he  is 
basically  unconcerned  with  the  economic  or 
social  setting.  The  second  role  is  that  of 
the  citizen,  an  informed  and  educated  citizen 
who,  being  a  professional  man  with  special 
training,  has  special  insights  and  special 
knowledge,  and  whose  judgment,  therefore, 
should  be  of  special  value  to  his  fellow. 

Of  course  the  doctor  must  be  concerned 
with  political,  social  and  economic  problems, 
and  he  must  take  a  position  and  even  pro- 
vide leadership  with  relation  to  them.  But 
here  he  must  be  careful  because  he  is  who 
he  is,  and  because  his  primarij  mission  in  life 
is  what  it  is.  How  important  it  is  that  he 
play  this  citizen-role  unselfishly,  high- 
mindedly,  and  with  the  maximum  good  of  the 
people  he  ministers  to  always  his  first  con- 
sideration. Moreover,  he  must  condition  him- 
self to  accept  the  judgment  of  the  people 
with  relation  to  social  and  economic  matters, 
and  not  let  his  own  judgment  relative  to 
them  warp  or  change  him  or  militate  against 
his  ability  and  effectiveness  in  his  primary 
role  as  physician.  Whatever  may  be  the 
economic,  social,  and  political  setting  pro- 
vided him,  he  must  always  remain  the  pro- 
fessional man.  His  answers  to  the  perplex- 
ing questions  of  what  he  thinks  about  the 
public  health  movement,  private  practice, 
group  practice,  hospital  centers,  prepayment 
schemes,  socialized  medicine  —  his  answers 
must  rest  on  professional  considerations 
first,  economic  and  political  considerations 
last.  In  the  final  analysis  his  answers  are 
based  on  what  the  matter  under  considera- 
tion does  to  the  quality  and  quantity  and  dis- 
tribution of  medical  services,  and  not  upon 
how  it  will  affect  his  pocketbook  or  his  polit- 
ical party  affiliations. 

I  quote  here  from  an  address  to  the  Ameri- 
can College  of  Physicians'^* : 

"What  is  a  profession  ?  The  word  is  derived  from 
the  Latin  'professio'  which  means  'open  declaration; 

1.    Morgan,  H.  J.:  Professio,  Ann.  Int.  Med.  28:887-891   (Jlav) 
19(8. 
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public  avowal;  claim,  as  of  a  religious  faith  and 
purpose.'  It  is  defined  as  'a  calling  in  which  one 
professes  to  have  acquired  some  special  knowledge 
used  by  way  either  of  instructing,  advising  or  ^guid- 
ing others  or  of  serving  them  in  some  art.'  The 
word  'calling'  is  used  in  the  above  definition,  and 
it  in  turn  deserves  clarification.  It  is  defined,  per- 
haps with  an  element  of  mysticism,  as  "a  divine 
summons,  or  prompting  to  a  particular  act  or  duty.* 

"Theology,  the  Law,  and  Medicine  are  generally 
referred  to  as  the  three  learned  professions.  They 
are  to  be  sharply  distinguished  from  Business  which 
'applies  especially  to  occupations  of  a  mercantile 
nature'  and  Trade  which  'applies  to  any  of  the  me- 
chanical employments  or  handicrafts  except  those 
connected  with  agriculture.' 

"Dr.  Vannevar  Bush's'-)  concept  of  a  profession 
as  revealed  to  a  group  of  engineers  and  recorded  in 
his  book  of  essays  called  'Endless  Horizons'  repre- 
sents the  thoughts  of  a  great  scientist,  a  hard-bitten 
realist,  an  extraordinary  administrator,  patriot  atid 
one  of  America's  foremost  professional  men.  Dr. 
Bush  emphasizes  and  reemphasizes  the  point  that 
the  core  of  a  profession  is  'ministration  to  the 
people.'  The  initial  and  central  theme  of  every  one 
of  the  professions  is  that  they  minister  to  the  people. 
Ministry  is  more  than  just  service.  It  offers  no 
apology  and  is  not  subservient.  It  is  characterized 
by  authority  based  on  knowledge.  Authority  in  Medi- 
cine implies  great  responsibility  and  it  follows  that 
dignity  and  prestige  are  accorded  by  the  people  to 
those  providing  this  ministration." 

I  do  not  pretend  to  know  the  answers  to 
the  problems  this  country  is  wrestling  with 
in  relation  to. medical  services,  medical  re- 
search, and  medical  education.  But  there 
are  a  few  observations  and  comments  I  wish 
to  make  about  them.  The  people  want  more 
and  better  medical  care.  Most  people  want  it 
for  all  the  people,  whether  all  the  people  can 
pay  for  it  or  not.  The  President's  stated 
objective  to  extend  optimum  medical  care 
to  just  as  many  people  as  can  be  reached  with 
our  personnel  and  facilities  is  also  the  ob- 
jective of  the  vast  majority  of  people  of  the 
United  States.  This  is  a  fact.  The  people 
not  only  want  this,  but  they  and  their  repre- 
sentatives in  government  are  determined  to 
have  it  if  it  can  be  gotten  by  passing  laws. 
I  am  wholly  sympathetic  with  the  Presi- 
dent's objective.  My  disagreement  with  him 
has  to  do  with  ways  and  means  only —  and  I 
believe  this  is  the  way  doctors  in  general 
feel.  Certainly  this  is  the  way  most  of  them 
act  in  their  daily  work,  for  I  do  not  know  of 
any  other  group  of  people  who  provide  char- 
ity services  in  equal  quantity. 

Let  us  look  at  medical  services  in  the 
United  States  and  decide  how  good  or  how 
poor  they  are  and  how  abundant  or  how 
scarce  they  are.  I  am  not  going  to  bore  you 
with  a  recital  of  Mr.  Ewing's  vital  statistics 
showing   how   many    people   in   the   United 

2.    Bash,   v.:   Endless  Horizons,   Washington,   Tlie  Public   Af- 
fairs Press,    1916. 


States  have  no  medical  services  to  speak  of 
— or,  at  best,  only  emergency  medical  serv- 
ices, and  these  of  a  very  poor  quality.  There 
is  exaggeration — but  there  is  also  truth  in 
what  he  says.  Nor  am  I  going  to  grind  the 
foundation  stones  of  your  patience  into  a 
fine  powder  by  expounding  and  expanding 
upon  the  American  Medical  Association's 
slogan  that  under  the  free  enterprise  system 
we  have  the  best  health  record  and  the  best 
medical  services  of  any  country  of  any  world 
in  any  universe  at  any  time! 

Let  us  agree  to  this  and  start  with  the 
premise  that  we  have  the  best  there  is.  This 
is  a  good,  popular,  fourth-of-July  position 
to  take,  and  in  North  Carolina  we  can  say 
that  this  position  has  the  backing  of  one  hun- 
dred \ears  of  active,  effective  organized 
medicine  and  fifty  additional  years  of  matur- 
ation. However,  the  really  important  ques- 
tion is:  Are  we  as  doctors  satisfied  with 
what  we  have? 

Without  further  ado,  let  us  state  that 
neither  the  truly  professionally  minded 
among  the  producers  (the  doctors)  nor  the 
consumers  (the  public)  are  satisfied.  Let  us 
thank  God  that  neither  we  nor  they  are  anes- 
thetized by  an  attitude  of  complacency  and 
satisfaction  with  the  status  quo — a  "God's 
in  His  heaven  and  all's  right  with  the  world" 
point  of  view.  The  latter  quotation,  it  seems 
to  me,  usually  means  that  the  world  in  ques- 
tion is  no  larger  than  the  very  limited 
horizons  of  the  individual  contemplating  it. 
It  would  be  belter  said:  "All's  right  with  /»// 
world,"  not  "All's  right  with  God's  world." 
As  Dr.  William  MacNider  would  say,  God 
should  be  allowed  to  speak  for  Himself.  So 
we  will  say  that  in  our  country  medical  serv- 
ices are  good  and  that  they  need  to  be  better : 
they  need  to  be  more  abundant,  more  widely 
distributed,  less  expensive. 

How  can  all  this  be  accomplished'?  Under 
a  free  enterprise  system"?  Under  a  socialistic 
system  ? 

I  am  sure  that  I  do  not  know,  but  I  do 
know  that  there  has  been  a  great  deal  of  loose 
talk  about  the  principle  of  "free  enterprise" 
in  medicine  and  also  about  "socialized  medi- 
cine." Let  me  say  a  few  words  about  the 
latter.  I  take  it  that  socialized  medicine  is 
medicine  under  complete  government  control 
— the  levels  of  authority  being  federal,  state, 
county,  and  municipal.  Actually,  we  know  a 
good  deal  about  socialized  medicine  already. 
The  medical  departments  of  the  Army,  Navy, 
Air  Force,  Public  Health  Service,  and  Veter- 
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ans  Administration  are  socialized,  with 
authority  and  control  operating  at  the  fed- 
eral level.  Our  state,  county,  and  municipal 
institutions  are  socialized  at  the  local  levels. 
There  are  1,425,000  hospital  beds  in  the 
United  States.  Half  are  for  general  care ; 
the  other  half  for  long  term,  chronic  diseases. 
Almost  all  the  beds  for  long  term  or  chi'onic 
illness  (tuberculosis  and  mental  diseases), 
and  about  half  the  general  hospital  beds  are 
being  operated  by  government.  State  and 
local  governments  operate  830,000,  and  the 
federal  government  200,000  beds.  Thus,  less 
than  400,000  of  the  1,425,000  beds  in  the 
United  States  are  operating  under  the  free 
enterprise,  voluntary  system. 

The  federal  government  is  attempting  to 
give  varying  degrees  of  medical  care  to  24-, 
000,000  beneficiaries — about  one  sixth  of  the 
population  of  this  nation.  Veterans,  esti- 
mated to  number  18,500,000,  constitute  the 
bulk  of  this  large  group.  This  enterprise 
constitutes  federal  government  operation  in 
the  field  of  medical  care.  Our  states  have 
taken  over  the  tuberculosis  and  mental  health 
problems  almost  completely.  I  dare  not  esti- 
mate how  much  of  the  whole  this  segment  of 
medical  services  for  the  population  comes  to. 
but  it  must  be  added  to  the  services  provided 
the  24,000,000  federal  beneficiaries,  and  to 
the  services  for  the  huge  population  whose 
health  is  the  responsibility  of  city  and  county 
government  agencies.  When  all  these  bene- 
ficiaries of  government  health  services  are 
added  together,  the  number  of  the  popula- 
tion left  to  be  cared  for  under  the  private 
enterprise  system,  by  private  practitioners 
and  voluntary  health  agencies,  is  startlingly 
reduced.  Actually,  the  practicing  physician 
is  cooperating  extensively,  with  or  without 
remuneration,  in  federal,  state,  county  and 
especially  municipally  administered  social- 
ized medicine. 

Is  this  socialized  medicine  as  we  see  it,  and 
have  seen  it  for  years,  so  pernicious  in  prin- 
ciple and  of  such  poor  quality  as  to  be  alto- 
gether condemned?  Certainly  not!  I  would 
say  that  medicine  in  the  Army,  Navy,  Air 
Forces,  and  Veterans  Administration  is  good 
over  all — and  far  better  in  1949  than  that 
practiced  in  the  average  home  or  hospital 
throughout  the  country.  Perhaps  you  will 
not  agree  with  me.  I  make  the  statement 
advisedly  and  on  the  basis  of  fairly  extensive 
obsei'vation. 

What  about  the  effect  upon  the  doctor  of 
working  in  such  a  system  of  socialized  medi- 


cine? What  happens  when  the  factor  of 
competition  is  sharply  curtailed — when  the 
operation  of  the  profit  motive  is  abolished 
or  greatly  diminished?  I  do  not  think  any- 
thing much  happens  if  professional  stand- 
ards are  safeguarded.  I  do  not  put  the  pres- 
ervation of  "the  private  enterprise"  prin- 
ciple in  medicine  before  the  preservation  of 
the  professional  principle  in  medicine.  I  be- 
lieve it  is  infinitely  more  important  that 
doctors  continue  their  ministration  to  the 
people  than  that  private  enterprise  be  pre- 
served in  medicine.  What  has  happened  to 
the  doctor  of  medicine  whose  concept  is  so 
rigid  and  narrow  as  to  preclude  ministra- 
tion to  the  people  except  under  the  capital- 
istic system  in  an  atmosphere  of  free  enter- 
prise and  competition?  What  has  happened 
is  that  he  has  ceased  to  be  a  professional 
man  and  has  become  an  economist  or  a  busi- 
nessman. 

I  am  sick  of  hearing  our  professional 
leaders  insist  and  re-insist  ad  nauseam  upon 
the  "preservation  of  the  private  enterprise 
system  in  medicine,"  as  though  this  economic 
principle  were  indeed  an  ethical,  moral  or 
professional  matter.  It  would  appear  that, 
for  these  doctors,  the  economics  of  medicine 
comes  first  and  overshadows  completely  the 
professional  concept,  the  sole  "raison  d'etre" 
of  the  practitioner :  ministration  to  the 
people. 

Let  us  not  take  the  tradesman's  view.  To 
be  opposed  to  socialized  medicine  because  it 
would  impersonalize  and  degrade  the  prac- 
tice of  medicine  through  the  development  of 
a  huge  federal  governmental  hierarchy  with 
central  control  of  medical  services ;  because 
it  would  propose  to  provide  services  which 
simply  cannot  be  provided  in  the  United 
States  at  this  time  with  our  ])ersonnel  and 
facilities  (and  the  attempt  would  surely 
lower  professional  standards  in  many 
areas)  :  because  the  tradition  of  our  country 
is  to  sponsor  individual  initiative  and  per- 
formance rather  than  regimentaton ;  because 
it  would  defeat  the  healthier,  more  natural, 
time  honored  approach  to  the  improvement 
of  medical  services  through  non-govern- 
mental, voluntary  arrangements — to  disap- 
l^rove  socialized  medicine  for  such  reasons  as 
these  is  one  thing.  To  be  intemperate,  il- 
logical, inaccurate,  selfishly  materialistic 
and  misinformed  is  another — and  it  behooves 
the  m.embers  of  a  learned  profession  to  mark 
well  this  point. 

Socialized  medicine  will  lower  the  ethical 
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standards,  ideals  and  moral  values  of  indi- 
vidual doctors?  Do  you  really  believe  that? 
As  for  myself,  I  do  not!  Some  of  the  most 
highminded.  intelligent  and  effective  men  of 
medicine  I  know  have  been  in  the  past  or 
are  now  working  in  socialized  medicine,  and 
every  medical  scientist  worth  the  title  has 
long  since  turned  his  back  upon  private 
enterprise  and  the  profit  motive.  Let  us  op- 
pose socialized  medicine,  if  we  do  oppose  it, 
for  valid  reasons  —  not  because  of  stupid 
maxims,  mottoes,  and  slogans. 

What  about  health  insurance?  The  people 
want  it  and  are  going  to  have  it.  They  know 
that  for  the  low  income  group  modern  medi- 
cine is  too  expensive  to  be  provided  any 
other  way.  They  want  a  broad  policy  cover- 
ing medical  as  well  as  surgical  illnesses,  and 
the  coverage  must  be  country-wide.  Such  in- 
surance should  be  made  available  on  a  volun- 
tary basis  to  people  of  all  income  levels.  Gov- 
ernment should  provide  the  premiums  for 
the  indigent  so  that  they,  too,  may  be  cov- 
ered. The  only  form  of  health  insurance  I 
would  like  to  see  made  compulsory  is  that 
paid  for  by  government  for  the  indigent. 
Why  organized  medicine  refused  to  work  out 
a  national  insurance  scheme  under  the  Blue 
Cross,  Blue  Shield  plan  as  proposed  by  Paul 
Hawley  last  summer  is  beyond  my  under- 
standing. It  is  not  too  late  to  do  it  now.  If 
the  American  Medical  Association  or  some 
other  agency  does  not  do  it,  I  am  confident 
that  Mr.  Ewing's  program  of  compulsory 
health  insurance  will  be  inaugurated.  The 
people  are  determined  to  have  health  insur- 
ance. The  question,  it  seems  to  me,  is  merely 
whether  it  will  be  government  insurance 
with  federal  bureaucracy,  or  private  insur- 
ance. While  I  strongly  favor  the  latter  and 
have  spent  a  great  deal  of  time  and  some 
money  working  for  it  and  against  Mr. 
Ewing,  I  would  vote  for  Mr.  Ewing's  plan 
unless  a  better  one  is  offered.  You  see,  I, 
too,  want  insurance  with  broad  coverage  and 
reasonable  rates. 

Before  I  conclude  this  discussion,  let  us  get 
down  to  cases.  What  should  be  our  position, 
as  phvsicians.  before  the  people  in  these  criti- 
cal days?  What  do  we  stand  for?  What  do 
Ave  want  and  how  do  we  get  it?  Let  us  con- 
sider these  questions  in  terms  of  our  primary 
role  in  life.  Let  us  be  professional  in  our 
approach — not  economic  and  political.  We 
want;  within  the  limits  imposed  by  the  avail- 
ability of  personnel  and  facilities,  to  extend 
optimum  medical  care  to  the  maximum  num- 


ber of  people.  We  recognize  that  more  per- 
sonnel and  more  facilities  are  needed.  More- 
over, more  money  is  needed  than  most  citi- 
zens have  to  pay  for  medical  care.  How  shall 
we  get  what  we  want? 

I  believe  that  the  American  Medical  Asso- 
ciation should  become  the  champion  of  a 
movement  to  improve  and  extend  medical 
care  in  the  United  States,  and  this  because 
the  American  Medical  Association,  a  profes- 
sional society,  recognizes — indeed,  insists — 
that  medical  care  in  the  United  States  .should 
be  improved  and  extended !  It,  the  American 
Medical  Association,  should  reclaim  its  posi- 
tion of  leadership  before  the  people  by  em- 
phasizing its  professional  responsibilites  and 
opportunities,  and  by  ceasing  to  advocate 
merely  the  preservation  of  the  statufi  quo. 
It  should,  in  association  with  the  American 
Public  Health  Association,  the  American 
Hospital  Association,  welfare  organizations, 
and  other  representatives  of  the  people, 
evolve  a  positive,  comprehensive  national 
health  plan — a  plan  to  improve  and  extend 
medical  care  which  will  be  so  manifestly  ad- 
vantageous to  the  public  and  physicians  alike 
that  it  will  be  acceptable  in  preference  to 
any  other. 

T/p'.s-,  and  not  mere  opposition  to  Ewing 
or  to  Murray,  Wagner,  and  Dingell,  is  the 
role  for  us  to  play  as  members  of  organized 
medicine.  This  is  the  way  for  us  to  reclaim 
prestige  due  us  as  professional  men  in  medi- 
cine. Most  important  of  all,  this  is  the  way 
for  us  to  help  the  people  of  this  country  ob- 
tain more  and  better  medical  service — -to 
help  our  people  experience  the  enormous 
benefits  and  advantages  of  living  in  this 
golden  age  of  therapeutics.  What  an  oppor- 
tunity is  ours !  What  a  goal  to  achieve !  This, 
indeed,  is  ministration  to  the  people,  and  in 
the  finest  tradition  of  one  of  the  noblest  pro- 
fessions it  is  man's  privilege  to  espouse. 


The  cult  of  specialization. — The  proposition  that 
only  RToups  of  specialists  can  give  good  medical 
care,  is  plainly  false.  As  I  have  stated  elsewhere, 
the  cult  of  specialization  is  fostered  by  the  idea 
that  every  patient  should  have  a  complete  study  by 
specialists,  which  should  include  all  laboratory  ex- 
aminations they  deem  desirable.  The  general  accept- 
ance of  this  dogma  by  physicians  and  laymen  is  the 
chief  menace  to  the  existence  of  general  practice, 
and  the  chief  reason  for  the  high  cost  of  medical 
care.  Self-constituted  authorities,  who  had  no  per- 
gonal experience  witli  care  of  the  sick,  promulgate 
it  as  indisputable  truth.  Our  efforts  to  refute  it  have 
been  feeble,  though  it  is  the  very  heart  of  the  argu- 
ment for  socialized  medicine. — W.  D.  Gatch:  The 
Preservation  of  General  Practice,  J.  Indiana  IVT. 
Assoc.  41:825  (August)   1948. 
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THE  SUN  AND  THE  SKIN 

J.  M.  Hitch,  M.D. 

Raleigh 

The  beneficial  effects  of  the  sun  have  long 
been  stressed.  So  many  scientific  and  popular 
expositions  of  the  virtues  of  sunbathing  have 
been  published  that  those  individuals  who  fail 
to  acquire  a  deep  mahogany  color  during 
the  summer  are  now  looked  upon  as  not  only 
unsophisticated  but  downright  queer. 

For  most  individuals  the  acquisition  of  a 
seasonal  tan  through  repeated  subjection  to 
small  attacks  of  sunburn,  and  even  the  daily 
exposure  of  large  areas  of  the  body  to  the 
sun  throughout  the  year  are  probably  bene- 
ficial. However,  an  appreciable  number  of 
persons,  for  one  reason  or  another,  are  ad- 
versely affected  by  the  rays  of  the  sun  and 
by  certain  artificially  produced  wave 
lengths'".  It  is  this  group  which  is  now  under 
consideration. 

Phljfiicol  Prvijcrties  of  Snulifjht 
The  present  concept  of  light  is  that  it  is 
composed  of  an  exceedingly  large  number  of 
subatomic  entities  known  as  photons,  which 
possess  both  energy  and  mass.  While  in  flight 
they  exhibit  many  properties  of  wave  form 
of  energy,  and  apparently  it  is  the  size  of 
these  wave  lengths  which  gives  the  various 
segments  of  the  entire  range  of  electromag- 
netic radiation  their  peculiar  characteristics. 
Since  photons  are  mass  in  motion,  they  must 
react  on  coming  in  contact  with  a  body  such 
as  the  skin.  Under  such  circumstances  they 
may  be  reflected  at  the  surface,  or  stopped 
after  penetrating  for  a  certain  distance.  In 
either  event,  they  give  up  part  of  their  en- 
ergy to  the  body  encountered.  It  is  therefore 
not  surprising  that  such  a  bombardment  and 
energy  exchange  can  produce  physiochemi- 
cal  changes  in  living  tissue. 

The  radiant  energy  of  the  sun,  being  pro- 
duced by  a  heated  multi-elemental  body,  is 
heterogeneous.  For  practical  purjjoses,  it  is 
composed  of  wave  lengths  from  2,000  AU 
(1  10,000,000  mm.:  Angstrom  unit)  to  15,- 
000  AU  at  the  earth's  surface. 

The  central  portion  of  the  band  (from  4,- 
000  AU  to  7,800  AU)  is  made  up  of  the  visi- 
ble wave  lengths  extending  from  violet  to 
red.  No  therapeutic  properties  have  been 
demonstrated   for  this   group,   and  broadly 


Cipullaro,  A.  C. :  DaiiRcrs  of  Ultraviolet  Radiations, 
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speaking  there  is  no  evidence  of  deleterious 
effect.  Beyond  the  red  band  lies  the  zone 
of  infra-red  radiation,  which  is  invisible  and 
penetrates  very  poorly.  It  is  characteristic 
that  these  longer  wave  lengths  penetrate  tis- 
sue poorly  and  produce  their  physiologic  ef- 
fects quickly.  The  converse  is  true  of  the 
short  wave  lengths.  For  example,  infra-red 
radiation,  which  is  simply  heat,  causes  an 
erythema  at  once,  while  ultraviolet,  at  the 
other  end  of  the  spectrum,  produces  its  ery- 
thema only  in  a  matter  of  hours.  X-rays,  be- 
ing shorter  still,  do  not  cause  visible  reaction 
for  approximately  a  week. 

Dermatologic  Conditions  Caused 
by  Infra-Red  Rays 

From  the  dermatologic  standpoint,  infra- 
red rays  are  not  of  great  interest.  There  are, 
however,  three  conditions  which  are  due  at 
least  in  part  to  these  spectral  segments.  The 
simplest  of  these  is  erythema  ab  igne,  which 
can  be  due  to  repeated  exposures  to  the  heat 
of  the  sun  but  is  more  typically  seen  as  a 
result  of  long  continued  baking  in  front  of 
a  stove  or  hearth.  In  this  process  a  reticu- 
lated erythema  is  constantly  renewed  by  re- 
peated vascular  dilatation.  This  is  followed 
by  diapedesis,  which  leaves  a  permanent 
hemosidei'in  deposit  and  the  definitive  clini- 
cal picture.  At  this  stage  nothing  can  be  done 
to  reverse  the  process.  It  is  of  no  significance 
except  from  the  cosmetic  aspect. 

The  second  condition  which  is  probably  en- 
tirely dependent  on  simple  heat  rays  is  mili- 
aria rubra,  usually  known  as  prickly  heat. 
Occasionally  yeast-like  organisms  have  been 
found  on  the  surface  of  the  affected  skin. 
However,  the  etiologic  role  of  these  organisms 
is  doubtful.  They  are  probably  secondary  in- 
vaders. Prickly  heat  develops  acutely,  with 
itching,  burning  and  sweating,  together  with 
a  diffuse  erythema  and  pinhead-sized  papules 
and  vesicles.  In  the  course  of  a  few  days  the 
vesicles  become  flaccid  and  turbid.  This  de- 
velopment is  followed  by  superficial  peeling. 

The  areas  most  commonly  affected  are  the 
back,  chest,  and  proximal  portions  of  the  ex- 
tremities. The  pathologic  changes  presumably 
produced  by  heat  are  swelling  of  the  squa- 
mous cells  at  the  openings  of  the  sweat  ducts, 
and  a  cystic  dilatation  of  these  ducts.  Those 
individuals  who  are  prone  to  develop  miliaria 
constitute  a  real  problem  in  treatment  during 
the  summer.  If  possible,  they  should  be  kept 
cool.    Hot    drinks    and    alcohol    should    be 
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avoided,  and  thin  clothing  is  indicated.  Lo- 
cally, such  remedies  as  soda  and  starch  baths, 
alcohol  rubs,  and  the  application  of  lead  and 
laudanum  wash  or  lotio  nigra  are  usually 
successful. 

The  third  condition  which  may  be  depend- 
ent on  the  infra-red  rays  of  the  sun  is  idH- 
cai'ia.  The  mechanism  by  which  physical 
agents  such  as  pressure,  light,  heat  and  cold 
produce  wheals  is,  to  say  the  least,  poorly 
understood.  The  explanation  that  these  phy- 
sical agents  release  histamine-like  substances 
may  be  correct,  but  it  is  incomplete.  Circu- 
lating metabolites  such  as  porphyrin  have 
been  investigated  extensively  as  possible  fac- 
tors in  the  production  of  physical  allergies, 
particularly  in  those  caused  by  sensitivity 
to  the  ultraviolet  bands.  The  fact  remains 
thrt,  clinically  and  experimentally,  urticaria 
and  angioneurotic  edema  can  result  from 
exposure  to  both  heat  rays  and  ultraviolet 
rays. 

In  those  cases  where  such  reactions  occur 
on  exposure  to  sunlight,  it  is  important  to 
determine  which  end  of  the  spectrum  is  re- 
sponsible. If  the  history  does  not  make  this 
clear,  tests  with  a  heating  pad,  infra-red 
lamp,  ultraviolet  lamp,  and  sunlight  in  a  cool 
environment  are  indicated.  If  it  is  found  that 
heat  is  the  sole  cause,  desensitization  by  in- 
creasingly warm  baths  under  accurate  tem- 
perature control  is  successful  in  some  in- 
stances. The  use  of  ultraviolet  light  as  a 
desensitizing  agent  in  those  whose  sensitivity 
lies  at  that  end  of  the  spectrum  is  usually 
unsuccessful.  Perhaps  the  more  practical 
therapeutic  approach  in  the  chronic  and  se- 
vere case  is  to  insist  on  avoidance  of  sunlight, 
even  if  it  means  a  change  of  occupation.  For- 
tunately the  antihistaminic  drugs  frequently 
give  relief  in  urticaria  from  all  forms  of 
physical  agents. 

Domniologic   Conditions   Caused   by 
VUraviolet  Rays 

Periodically,  small  pieces  of  information 
are  added  to  our  knowledge  regarding  the  ac- 
tion of  the  shorter  wave  lengths  on  living 
tissue.  Much  of  this  information  is  still 
f)-agmentary  and  lies  more  in  the  realm 
of  physics  rather  than  of  clinical  medicine. 
On  the  clinical  side,  however,  there  are  sev- 
eral interesting  phenomena  which  can  be 
shown  to  be  dependent  on  ultraviolet  irradia- 
tion of  the  skin.  This  subject  was  extensively 


reviewed  by  Stokes  and  Beerman  in  1942'-'. 

In  the  interest  of  completeness,  simple  sioi- 
'j-yi  will  be  mentioned  first.  This  erythema- 
tous reaction  is  in  no  way  related  to  the  heat 
waves.  This  fact  can  be  illustrated  by  those 
cases  resulting  from  exposure  to  a  cool  ultra- 
violet lamp  and  by  the  very  severe  sunburns 
encountered  after  exposure  in  the  snow  at 
high  altitudes.  We  can  be  sure  that  the  ultra- 
violet wave  lengths  are  capable  at  least  of 
causing  mobilization  of  melanin  to  the  sur- 
face of  the  skin  and  superficial  vascular  dila- 
tation. This  dilatation,  if  severe,  leads  to 
extravasation  of  fluid  and  a  chain  of  general 
symptoms  which  is  regarded  as  a  toxemia 
from  breakdown  products  in  the  inflamed 
skin. 

The  local  treatment  of  sunburn  consists 
largely  in  the  application  of  soothing  oily 
lotions  and  creams.  Some  of  the  newer  water 
miscible  emollients  are  perhaps  an  improve- 
ment over  simple  oils.  A  word  of  warning 
should  be  given  regarding  the  incorporation 
(,f  r.nt'pruritics  and  analgesics  in  medica- 
rients  to  be  applied  to  large  inflamed  sur- 
faces. Toxic  absorption  may  result,  and  for 
this  reason  the  concentration  of  these  sub- 
stances must  be  kept  low. 

In  severe  sunburn,  systemic  manifestations 
such  as  chills,  fever,  dehydration,  and  shock 
are  to  be  combatted  by  warmth,  maintenance 
of  a  high  fluid  intake,  and  sedation.  The 
preventive  treatment  of  sunburn  in  highly 
susceptible  individuals  is  strongly  recom- 
mended. Several  of  the  commercial  suntan 
lotions  are  valuable,  and  "sunscreens"  which 
filter  out  a  large  portion  of  the  ultraviolet 
light  are  readily  made  in  the  pharmacy. 
Chemicals  such  as  salol,  quinine,  para-amino- 
benzoic  acid,  and  tannic  acid  are  quite  satis- 
factorily incorporated  in  a  greaseless  base. 

The  second  condition  in  which  ultraviolet 
rays  play  a  part  is  f)-eckles  (ephelides).  This 
manifestation  is,  in  the  general  sense,  a  nor- 
mal one,  at  least  for  those  individuals  with 
a  certain  genetic  background  characterized 
by  blonde  complexion  and  red  or  sandy  hair. 
It  is  obvious  that  sunlight  is  not  a  necessary 
component  in  the  production  of  these  simple 
areas  of  increased  pigmentation,  but  since 
ultraviolet  wave  lengths  increase  the  amount 
of  melanin  in  the  cells  of  the  epidermis  and 
corium    in    all    individuals,    it    accentuates 
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freckling.  This  accentuation  is  particularly 
noticeable  in  those  individuals  who  have  a 
meao-er  supply  of  melanin  in  the  unfreckled 
skin. 

The  next  group  of  conditions  to  be  con- 
sidered are  those  in  which  there  is  an  ab- 
normal response  to  sunlight.  In  all  of  these, 
evidence  seems  to  indicate  that  it  is  again 
the  ultraviolet  portion  of  the  spectrum  which 
participates.  However,  here  there  is  a  second 
factor  operative  in  the  abnormal  response. 
It  may  be  an  agent  on  the  skin  surface,  or 
one  acting  internally.  In  the  latter  case,  such 
an  agent  may  have  been  introduced  artifi- 
cially or  may  be  a  spontaneously  produced 
metabolite.  In  individuals  who  show  an  ab- 
normal metabolism  there  is  frequently  a  de- 
monstrable hereditary  factor. 

Co)icl:tio)is  dependent  upon  exter)ial 
photosensitizing  agents 

Knowledge  of  the  photosensitizing  agents 
which  exert  their  influence  on  the  skin  sur- 
face is  fairly  complete.  For  example,  it  is 
well  known  that  certain  derivatives  of  coal 
tar  such  as  eosin  and  erythrosin,  applied  to 
the  skin  regularly,  accentuate  the  action  of 
ultraviolet  light  so  that  a  sunburn  and  ex- 
cessive pigmentation  are  obtained  with  less 
exposure  than  is  necessary  on  untreated 
areas  in  the  same  individuals.  Exposure  to 
ultraviolet  light  following  the  cutaneous  in- 
jection of  erythrosin  will,  in  the  area  in- 
jected, produce  extensive  necrosis.  It  should 
be  recalled  also  that  this  combination  of  ul- 
traviolet light  and  certain  fluorescent  deriva- 
tives of  coal  tar  will  regularly  produce  carci- 
nomatous changes  in  experimental  animals. 

Certain  plant  extractives  exert  a  similar 
photosensitizing  action.  Perhaps  the  best 
known  example  is  oil  of  bergamot,  frequently 
used  in  perfume  and  cologne.  In  hypersensi- 
tive individuals  a  violent  dermatitis,  followed 
by  deep  melanotic  pigmentation,  results  from 
exposure  to  the  sun  following  the  application 
of  perfume,  mosquito  repellent,  and  similar 
preparations  containing  oil  of  bergamot.  This 
reaction  is  limited  to  the  sites  of  application, 
and  has  earned  the  special  designation  of 
beriocqiir  deimatitis.  Other  plant  derivatives 
such  as  pyrethrum  have  been  found  to 
possess  similar  potentialities  for  certain  hy- 
persensitive persons.  It  has  been  suggested 
that  these  reactions  be  designated  as  "phyto- 
photo-dermatitis." 


Conditiovs  associated  with 
ah})ormal  poTphijrin  metabolism 

When  one  leaves  these  relatively  simple 
observations  and  enters  the  field  of  hypersen- 
sitivity dependent  upon  internal  abnormality, 
the  facts  are  hung  together  by  large  links 
of  conjecture  and  incomplete  evidence.  Most 
of  the  observations  and  experimental  work 
have  centered  about  the  porphyrins.  These 
substances,  which  occur  in  both  the  animal 
and  the  vegetable  kingdom  as  various 
isomers,  are  fluorescent  pigments  involved 
in  the  structure  of  hemoglobin,  bile  pigment, 
and  chlorophyll.  Hematoporphyrin,  copropor- 
phyrin,  uroporphyrin,  porphobilinogen,  and 
others  have  been  chemically  isolated.  It  is 
undoubted  that  some  individuals  possess  a 
hereditary  metabolic  defect  which  is  in  part 
manifested  by  an  increased  amount  of  these 
substances.  Such  a  condition  may  remain 
entirely  latent,  being  discovered  only  on  the 
survey  of  a  family  by  chemical  determina- 
tions for  porphyrins  in  the  urine  and  feces. 
On  the  other  hand,  certain  individuals  may 
manifest  the  abnormality  by  the  syndrome 
of  acute  porphyria,  characterized  by  abdom- 
inal pain,  psychosis,  and  certain  skin  lesions. 

As  was  indicated  above,  the  role  of  por- 
phyrins is  poorly  understood''^'.  For  example, 
tie  function  of  the  liver  in  their  metabolism 
is  intriguing,  but  only  incomplete  fragments 
of  information  are  available.  It  has  long 
been  known  that  certain  degenerative  dis- 
eases of  the  liver  are  accompanied  by  in- 
creased porphyrin  excretion,  and  that  some 
drugs,  such  as  sulfonmethane,  in  toxic  doses 
produce  hepatic  degeneration  and  porphy- 
rinuria. In  animal  experiments  the  produc- 
tion of  porphyrinuria  by  sulfonmethane  is 
accompanied  by  an  increased  sensitivity  to 
ultraviolet  light.  To  complicate  the  picture 
further,  the  sulfonamide  drugs  cause  sensi- 
tivity to  light,  and  on  occasion  have  been 
shown  to  be  associated  with  disturbances  in 
porphyrin  excretion'^'. 

Para-aminobenzoic  acid  has  been  shown  to 
be  a  biologic  antagonist  of  the  sulfonamide 
drugs.  Moreover,  it  has  the  property  of  pro- 
tecting the  skin  against  sunlight  when  ap- 
plied locally  and,  as  will  be  mentioned  later, 
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is  probably  effective  in  certain  photoderma- 
toses when  administered  internally.  Para- 
aminobenzoic  acid  is  said  to  be  a  component 
of  the  vitamin  B  complex.  Furthermore,  pel- 
lagra, which  causes  marked  sensitivity  to 
light,  presumably  is  established  as  a  vitamin 
deficiency  disease,  probably  due  to  the  lack 
of  a  portion  of  the  B  complex.  Since  the  liver 
is  known  to  be  the  organ  chiefly  concerned 
in  the  storage  of  this  group  of  vitamins,  we 
return  to  the  presumption  that  hepatic  func- 
tion and  ultraviolet  sensitivity  are  in  some 
way  interrelated.  This  observation  has  been 
repeatedly  mentioned  in  the  literature. 

That  the  porphyrins  can  be  at  least  one 
of  the  immediate  causes  of  light  sensitivity 
is  supported  by  well  authenticated  observa- 
tions'"". One  investigator  caused  sloughing  of 
his  arm  by  exposure  to  a  Finsen  lamp  after 
the  intravenous  administration  of  hemato- 
porphyrin.  Likewise,  it  has  long  been  known 
that  stock  animals  ingesting  buckwheat 
which  contains  phytoporphyrin  become  so 
light  sensitive  that  dermatitis  and  even  gan- 
grene will  develop  on  exposure  to  the  sun. 

To  return  to  the  more  practical  clinical 
application  of  these  phenomena,  it  should 
first  be  mentioned  that  faulty  porphyrin 
metabolism  cannot  always  be  demonstrated 
in  the  group  of  patients  to  be  discussed,  but 
is  found  frequently  enough  to  indicate  an 
etiologic  connection  and  to  suggest  that  when 
it  cannot  be  found,  the  explanation  probably 
lies  in  our  inaccurate  biochemical  methods. 
It  is  also  true  that  abnormal  excretion  of  cer- 
tain porphyrins  occurs  in  several  other  skin 
diseases  and  toxic  states  without  explana- 
tion'-''". 

The  first  condition  to  be  discussed  is  hydroa 
aestivale,  which  term,  for  the  sake  of  simpli- 
city, is  used  to  include  several  forms  de- 
scribed under  other  diagnoses  such  as  hydroa 
vacciniforme,  recurrent  summer  eruption, 
and  Hutchinson's  summer  prurigo.  All  are 
probably  the  same  disease  fundamentally. 
The  condition  usually  manifests  itself  within 
the  first  three  or  four  years  of  life  and  dis- 
appears at  puberty,  or  begins  then  to  dimin- 
ish until  it  is  nonexistent  at  adulthood.  The 
eruption  appears  only  £)n  the  exposed  sur- 
faces, is  roughly  symmetrical,  and  is  directly 
dependent  on  exposure  to  the  sun  or  artifi- 
cial ultraviolet  light.  The  cheeks,  forehead, 
and  nose  are  the  most  common  sites,  pre- 

.-..    liluni,    H.   F.   and   Templeton,   II.  .1.:   Sequel  to  Treatment 
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senting  grouped  erythematous  macules 
which  rapidly  become  vesicular  and  papulo- 
vesicular. In  the  course  of  three  or  four 
days,  these  rupture  and  dry,  with  crusting 
surrounded  by  an  acute  erythema  resemlj- 
ling  a  vaccination.  Successive  crops  appear 
if  exposure  to  light  continues.  Itching  and 
burning  are  sometimes  intense.  The  more  se- 
vere lesions  produce  permanent  scarring. 

A  condition  which  is  probably  closely  re- 
lated to  hydroa  aestivale  is  a  type  of  epider- 
Diulj/sis  biiUosa  associated  with  increased  ex- 
cretion of  porphyrin.  We  usually  think  of 
epidermolysis  bullosa  as  a  congenital  defect 
which  is  manifest  in  infancy  by  the  produc- 
tion of  bullae  upon  slight  trauma.  The  gene- 
tic basis  can  usually  be  established.  However, 
the  literature  contains  several  reports  of  a 
trrdive  type  appearing  in  adulthood  in  which 
exposure  to  light  rather  than  physical  trauma 
is  the  precipitating  factor"'".  In  some  of  the.se 
ratients  and  sometimes  in  other  members  of 
the  family,  porphyrinuria  can  be  demon- 
strated. The  lesions  appear  on  the  exposed 
part  as  large,  clear  bullae  and  vesicles,  with 
moderate  surrounding  erythema,  increased 
pigmentation,  and  hypertrichosis.  Slight 
trauma  to  the  intervening  skin  is  apt  to 
cause  a  separation  of  the  epidermis.  The  re- 
sulting denuded  areas  heal  slowly,  but  with- 
out marked  scarring  unless  secondarily  in- 
fected. 

The  third  condition,  usually  known  by  the 
term  eczema  sola)-e,  is  undoubtedly  closely 
related  to  hydroa.  However,  it  usually  ap- 
pears in  young  adults  and  is  characterized 
by  the  appearance  of  a  papular  and  papu- 
lovesicular, erythematous  dermatitis  of  the 
portions  of  the  skin  exposed  to  the  sun.  As 
the  process  increases,  a  weeping  eczema  is 
produced  which  subsides  when  the  irritant 
is  removed.  Further  exposure,  however, 
causes  an  additive  effect,  so  that  the  in- 
volved areas  become  lichenified  and  ulti- 
mately present  a  flattened,  verrucous  ap- 
pearance which  may  not  disappear  com- 
pletely during  the  winter.  This  condition  is 
probably  much  more  frequent  than  is  gen- 
erally recognized.  A  patient  with  eczematous 
changes  on  the  exposed  parts  and  a  history 
of  intolerance  to  sunshine  should  stimulate 
the  physician  to  consider  this  possibility.  In 
several  but  not  all  of  the  cases  exhaustively 
studied,    porphyrinuria    was    demonstrated. 
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However,  Templeton  and  Lunsford*"'  ob- 
tained evidence  that  the  disturbed  metabo- 
lism was  a  result  of  exposure  to  ultraviolet 
light  rather  than  a  pre-existing  condition. 

In  1938  Lancaster""  discovered  that  sev- 
eral women  suffering  from  chronic  eczema 
solare  were  relieved  by  the  administration 
of  estrogen.  In  most  of  these  cases  there  was 
a  coincident  menstrual  disturbance.  However, 
subsequent  experience  has  seemed  to  demon- 
stv:>te  that  eczema  solare  is  beneficially  in- 
fluenced by  this  therapy  in  women  with  nor- 
mal menstruation,  and  in  men.  The  mode  of 
action  of  this  hormonal  treatment  and  its 
possible  relationship  to  porphyrin  metabo- 
lism are  yet  to  be  explained. 

Except  for  this  form  of  treatment,  the 
management  of  all  of  these  conditions  is  much 
the  same.  In  the  hydroa  of  childhood  one  is 
reasonably  safe  in  predicting  that  the  condi- 
tion will  clear  at  puberty,  and  extreme  meas- 
ures to  avoid  sunlight  are  justified  for  the 
prevention  of  permanent  scarring.  If  such 
protective  measures  as  wide-brimmed  hats 
and  long  sleeves  are  insufficient,  out-of-doors 
life  during  the  summer  should  be  strictly 
forbidden.  Protective  creams  such  as  were 
mentioned  in  connection  with  sunburn  are 
definitely  indicated.  Creams  containing  Py- 
ribenzamine  or  other  antihistaminic  agents 
are  sometimes  useful  in  allaying  the  pruri- 
tus, but  should  not  be  employed  if  the  in- 
volved surface  is  large.  The  systemic  use  of 
the  antihistaminic  drugs  is  worthy  of  trial. 

On  a  theoretical  basis,  it  would  seem  that 
a  regimen  of  large  oral  doses  of  vitamin  B 
complex  and  sodium  para-aminobenzoate  are 
indicated.  Recently  a  few  cases  of  eczema 
srlare  have  seemingly  been  benefited  by  the 
administration  of  sodium  para-aminoben- 
zoate, but  the  number  is  too  small  and  the 
period  of  observation  too  short  to  justify 
def'nite  conclusions  at  this  time. 

Lupus  erythematosus  deserves  at  least 
passing  mention  in  this  connection.  Although 
it  is  probably  not  a  true  photodermatosis,  re- 
lapses and  exacerbations  are  frequently  pre- 
cipitated by  ultraviolet  light.  Two  forms  of 
the  condition  are  recognized  —  the  chronic 
discoid  and  the  subacute  or  acute  dissemin- 
ate. The  first  form  may  suddenly  change  to 
the  latter,  and  this  change  frequently  seems 

7.  T  ni'i'ctou.  H.  ,1.  anrl  Liinsford.  C.  J.:  EczeTiia  Solare  aiul 
Ti  i|)lr  ria,  Arcli.  Dermat.  &  Syph.  23:091-703    (April)    19.?l'. 

■s.  I.anta^^ter.  A.  H.:  Kslrosenic  Hormone  Therapv  in  Sun- 
lidit  Eruptions  of  tlie  Female,  South.  M.  J.  32:192-499 
(May)    19:i9. 


to  occur  after  exposure  to  sunlight.  The 
chronic  form  is  characterized  by  scaly 
plaques,  erythema,  patulous  follicular  orifi- 
ces and  atrophy.  There  is  a  marked  pre- 
dilection for  the  exposed  surfaces.  In  the 
disseminate  forms  the  number  of  lesions  is 
apt  to  be  greater  on  the  exposed  parts,  but 
this  characteristic  is  not  so  marked  as  in  the 
discoid.  However,  sensitivity  to  ultraviolet 
rays  is  intense,  and  such  exposure  may  result 
in  rapid  spread,  visceral  involvement,  ex- 
treme prostration,  and  a  rapid  downhill 
course  leading  to  death.  Altered  porphyrin 
metabolism  has  not  been  unquestionably  dem- 
onstrated in  lupus  erythematosus''''",  but 
recently  workers  at  the  University  of  Mich- 
igan'"" have  demonstrated  a  definite  im- 
provement in  the  lesions  and  an  increased 
tolerance  to  sun  with  the  administration  of 
sodium  para-aminobenzoate. 

Chronic  actinic  dermatoses 

The  last  group  of  conditions  to  be  dis- 
cussed are  those  which  are  generally  spoken 
of  as  the  chronic  actinic  dermatoses.  Here 
solar  radiation,  though  not  directly  respon- 
sible, contributes  in  large  measure  to  their 
production. 

The  first  of  these  is  a  hereditary  defect 
dependent  on  a  recessive  gene,  and  known  as 
xeroderma  pigmentosa.  It  is  characterized  by 
the  appearance  in  early  childhood  of  deep 
freckling  on  areas  exposed  to  the  sun.  These 
pigmentations  persist  and  become  intermin- 
gled with  atrophy,  telangiectasis,  keratosis, 
papillomatous  growths,  and  carcinoma.  Pho- 
tophobia and  lacrimation,  with  eventual  ker- 
atitis, opacities  and  ectropion,  complete  the 
picture.  No  treatment  is  curative.  About  all 
that  can  be  done  is  to  slow  the  process  by 
complete  avoidance  of  sunlight  and  to  treat 
the  epitheliomas  with  x-ray  or  radium  as 
they  arise.  The  combination  of  malignant 
growths  and  inanition  usually  prevents  these 
children  from  reaching  adult  life. 

The  last  condition  is  variously  known  as 
senile  skin,  sailors'  skin,  farmers'  skin,  tropi- 
cal skin,  and  chronic  actinic  dermatitis.  Here 
presumably  heredity  plays  a  part  only  in  that 
the  condition  is  much  more  prevalent  in  red- 
haired,  light-complexioned  individuals — those 

9.  Lu(l\'.  .1.  H.  and  Corstui,  E.  F.:  Lupus  En'tliematosus ; 
Increa.seil  Incidence,  HematopoiTDlivrinuria,  and  Spectro- 
s  '-pic  Findinss,  Arch.  Dermat.  &  Syph.  37:H13-416  (March) 
1":!.S. 
111.  Zarafonetis,  C.  J.  D..  Curtis.  A.  C,  and  Grekin,  R.  H. : 
I'he  Effects  of  Para-Aminol>enzoic  Acid  in  Lupus  Erj^he- 
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with  poor  defense  against  light  rays.  Though 
the  ultraviolet  rays  of  the  sun  play  a  promi- 
nent part  in  the  production  of  this  condi- 
tion, other  factors  such  as  wind,  cold,  heat, 
and  the  normal  atrophic  changes  associated 
with  senility  enter  the  picture.  The  skin  may 
be  said  to  become  "old  and  weather-beaten." 
In  some  individuals  such  changes  are  well 
marked  even  in  the  second  decade.  Because 
of  its  great  prevalence  in  seamen,  it  has  been 
thought  that  exposure  to  tars  increases  the 
light  sensitivity. 

The  definitive  picture  is  made  up  of  ir- 
regular, brownish  pigmentation,  often  al- 
ternated with  areas  of  vitiligo,  atrophy, 
wrinkling,  decreased  oil  secretion,  telangiec- 
tasis, grey-brown  flattened  keratoses,  and  ul- 
timately epitheliomas.  The  face,  posterior 
neck,  dorsa  of  the  hands,  and  extensor  sur- 
faces of  the  forearms  are  most  frequently 
affected.  As  the  condition  progresses,  the 
hands  present  a  parchment  appearance ;  the 
bony  prominences  of  the  face  become  more 
visible,  and  the  loss  of  elasticity  leads  to 
varying  degrees  of  ectropion. 

Treatment  is  important  and  valuable.  If 
possible,  the  patient  should  lead  a  more  pro- 
tected life  both  winter  and  summer.  Golf  or 
fishing  should  be  traded  for  an  indoor 
hobby.  If  exposure  is  necessary,  protection 
with  clothing  and  sun-screens  should  be  em- 
ployed. Simple  emollients  are  useful  for  com- 
batting the  dryness  and  scahng.  Partic- 
ularly the  small  keratoses  should  be  carefully 
watched  and  treated  early.  It  is  generally 
agreed  that  20  to  25  per  cent  of  these  become 
malignant.  If  they  are  attacked  before  this 
change  occurs,  much  more  extensive  treat- 
ment can  be  avoided.  Usually  simple  super- 
ficial electrodesiccation  is  sufficient  to  care 
for  the  individual  keratoses. 

With  the  appearance  of  circumscribed 
thickening,  ulceration,  crusting,  or  tumor 
formation,  epitheliomatous  proliferation 
must  be  suspected.  A  biopsy  should  be  made 
to  establish  the  diagnosis  and  determine  the 
tj^pe  of  neoplastic  change.  If  there  is  no 
evidence  of  lymphatic  metastasis,  x-ray  or 
radium  irradiation  of  the  individual  lesions 
or  their  surgical  removal  will  usually  suffice. 

It  is  usually  advisable  to  have  such  patients 
return  every  six  months,  even  if  there  are  no 
new  complaints.  At  such  periods  close  in- 
spection will  uncover  early  changes  and,  with 
such  well  directed  management,  years  can 
be  added  to  the  lives  of  these  patients. 


Sum  ma)-}/ 

The  various  dermatologic  conditions  which 
are  produced  or  accentuated  by  radiant  en- 
ergy are  discussed. 

The  possible  interrelations  between  light 
sensitivity,  vitamin  and  porphyrin  metabo- 
lism, and  liver  function  are  mentioned. 

The  management  of  the  various  light  der- 
matoses is  outlined. 


NUTRITION  SURVEYS 
Harold  R.  Sandstead,  M.D." 

CDld 

Elton  S.  Osborne,  Jr.,  M.D.t 
Washington,  D.  C. 

Before  discussing  the  purposes,  the  types, 
and  the  techniques  of  nutrition  surveys,  we 
would  like  to  tell  you  briefly  of  some  ex- 
periences at  the  recent  Latin  American 
Nutrition  Conference,  and  of  the  conclusions 
reached  at  that  meeting,  as  well  as  at  the 
first  World  Health  Assembly,  held  at  Geneva 
earlier  this   year. 

Some  of  the  recommendations  made  at 
these  meetings  have  a  vital  bearing  on  the 
subject  of  nutrition  surveys. 

Niii)'ifi(iii((l  Activities   of   the   W(i)'l(! 
Health  Organization 

Most  of  you  have  undoubtedly  read  that 
nutrition  programs  were  listed  as  one  of  the 
six  major  activities  which  the  World  Health 
Organization  would  promote.  Nutrition,  in 
the  words  of  the  World  Health  Organization 
report,  "is  perhaps  the  most  important  single 
environmental  factor  influencing  health.  The 
discoveries  of  recent  decades  show  that  in- 
adequate nutrition  plays  an  important  part 
in  infant  mortality,  in  the  excessive  propor- 
tion of  underdeveloped  school  children  and 
adolescents,  and  in  the  poor  health  and  low 
productivity  of  a  large  number  of  adults." 

The  Assembly  noted  that  there  is  less  food 
available  now  in  many  parts  of  the  world  than 
there  was  formerly.  Nor  can  there  be  any 
dispute  with  the  fact  that  in  most  countries 
there  exists  an  acute  need  for  improvement 
in  nutrition.  The  World  Health  Organization, 
therefore,  set  itself  the  task  of  aiding  gov- 

Reatl  before   the  Xoi-tb   Cardlina    Public   Health   Ass(K-iatiini. 
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*  Senicn-  Sursreon  and  Chief.  Nutrition  Section.   Ferleral   Secur- 
ity A;reney.   Public  Health  Service. 
t  Surireou,    Public  Health  Service. 


June,   1949 


NUTRITION   SURVEYS— SANDSTEAD   AND   OSBORNE 


305 


ernments  in  solving  their  nutritional  prob- 
lems and  in  stimulating  the  development  and 
application  of  nutritional  knowledge  for  the 
promotion  of  better  health. 

One  concrete  example  of  the  nutritional 
problems  which  many  countries  are  coping 
with  today  will  serve  to  show  the  vast 
significance  of  nutrition  and  the  ramifica- 
tions it  has  for  national  health  and  security. 
In  an  exchange  of  information  on  nutritional 
problems  and  programs  in  this  country  with 
nutrition  workers  in  Latin  America,  we  re- 
cently received  a  report  from  a  physician  in 
Ecuador,  who  writes: 

"The  nutrition  problem  is  becoming'  more  and  more 
serious  in  the  city  of  Quito  because  of  actual  living 
conditions  in  which  the  price  of  food  has  risen  more 
than  300  per  cent  in  less  than  five  years.  The  quality 
of  food  has  gotten  much  worse  and  the  poorer 
classes  are  confronted  by  an  unbalanced  condition 
between  theii'  budget  and  their  necessities." 

The  Latin  American  Nutrition  Confere^ice 
This  appalling  picture  of  nutritional  inade- 
quacy, coupled  with  a  soaring  inflation,  is 
repeated  in  far  too  many  countries  today, 
although  the  extent  and  seriousness  of  the 
problem  are  still  unknown  in  many  areas. 
During  July  of  this  year,  one  of  us  (H.  R.  S.) 
had  the  privilege  of  attending,  as  a  delegate 
of  the  United  Nations  Food  and  Agriculture 
Organization,  the  Latin  American  Nutrition 
Conference  in  Montevideo.  Some  60  delegates 
from  19  Latin  American  countries  attended 
this  meeting.  Bearing  out  the  story  of  nutri- 
tion distress,  the  conference  found  that  "mal- 
nutrition exists  in  most  countries,  but  its 
character  and  extent  vary  in  accordance  with 
social,  economic,  geographical,  and  agricul- 
tural conditions  in  individual  countries.  In 
some  areas,  endemic  disease  contributes  to 
and  accentuates  malnutrition." 

The  conference  discovered  that  great  gaps 
exist  in  nutritional  knowledge  in  Latin  Amer- 
ica. To  close  up  these  gaps,  the  recommenda- 
tion was  made  that  comprehensive  nutrition 
surveys  and  investigations  be  undertaken. 
Since  the  resources  necessary  for  carrying 
out  these  investigations — such  as  trained  per- 
sonnel, laboratory  facilities,  and  funds — were 
far  from  adequate  in  all  the  countries  in  this 
region,  the  conference  went  on  record  as 
calling  for  a  considerable  expansion  of  these 
resources. 

Nutrition  surveys,  it  was  emphasized,  must 
have  a  sound  statistical  basis.  Otherwise  it 
would  be  difficult,  not  only  to  make  satisfac- 


tory comparisons  of  the  nutritional  status  of 
different  countries,  but  also  to  obtain  data 
that  would  be  worth  while  and  representative 
for  individual  countries. 

The  Conference  report  stressed  that  fun- 
damental research  in  the  relation  of  nutri- 
tion to  health  must  be  continued  and  ex- 
panded. It  is  particularly  important  to  de- 
termine the  basic  physiologic  requirements 
which  are  necessary  to  sustain  life.  It  was 
found  that  in  some  areas  people  appear  to 
exist  on  diets  which,  in  terms  of  caloric  value 
and  nutrient  content,  are  not  generally  con- 
sidered sufficient  to  maintain  life.  The  Con- 
ference called  for  fundamental  research  in 
this  field,  with  special  attention  given  to  the 
relation  between  topographic  and  climatic 
conditions  and  nutritional  requirements. 

Research  in  the  composition  of  foods  should 
also  be  strengthened,  the  Conference  decided. 
This  should  include:  (1)  the  preparation  of 
food  tables,  indicating  especially  the  mineral 
and  vitamin  content  of  locally  produced 
foods;  (2)  the  use  of  standard  food  com- 
position tables  in  all  countries;  and  (3)  the 
consideration  of  the  actual  use  of  different 
foods  in  assigning  values  to  them  in  food 
composition  tables. 

Under  the  topic,  "Nutrition  and  Food 
Supply,"  the  Conference  made  several  recom- 
mendations which  are  pertinent  to  the  sub- 
ject of  nutrition  surveys.  It  -was,  decided  that 
competent  national  organizations  in  the  field 
of  nutrition  should  be  set  up  in  each  coun- 
try. A  major  task  of  these  organizations 
would  be  to  investigate  and  determine  the 
needs,  both  as  to  amount  and  quality,  for  the 
different  kinds  of  food  commodities.  The 
findings  discovered  through  these  investiga- 
tions should  serve  as  a  basis  for  a  revaluation 
of  agricultural  production,  taking  into  ac- 
count the  geographic  and  economic  back- 
grounds, as  well  as  the  food  habits,  in  each 
area.  Food  production  should  then  be  ad- 
justed to  the  actual  physiologic  needs  of  the 
people.  In  this  way,  nutrition  would  be  made 
a  part  of  the  national  planning  of  every 
country.  For  in.stance,  any  major  industrial 
or  agricultural  change,  such  as  the  relocation 
of  major  industries  and  the  abandonment  or 
Introduction  of  new  crops,  should  call  for 
consultation  with  nutrition,  health,  and  ag- 
riculture experts,  as  well  as  with  economists 
and  industrial  engineers.  The  country  should 
learn  whether  such  new  developments  would 
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be  beneficial  in  the  long  run  in  terms  of  the 
general  health  standards  of  the  worker  and 
his  family. 

The  Nutritional  Effects  of  IndiiKfficd 

or  Agricultural  Changes 
This  is  an  important  concept  and  one 
which  should  prove  particularly  fruitful, 
when  it  is  thoroughly  explored,  in  preven- 
tive medicine  and  in  maintaining  high  levels 
of  health  and  national  welfare.  Several  dele- 
gates to  the  Conference  reported  the  far- 
reaching  nutritional  effects  of  the  introduc- 
tion of  new  major  industries,  such  as  mining 
or  oil  production,  into  their  countries.  This 
development  produced  a  familiar  pattern, 
which  we  have  since  witnessed  in  this  coun- 
try, as  well  as  in  other  countries.  Agricultural 
workers  were  drawn  off  the  farms  into  the 
new  industries,  food  production  dropped  con- 
siderably, and  food  shortages  began  to  occur. 
When  the  world  markets  for  minerals  began 
to  fall  off  after  the  war  period  (and  this 
happened  after  both  World  War  I  and  World 
War  II),  unemployment  in  these  industries 
followed  and  food  shortages  became  acute. 
The  entire  situation  was  aggravated  because, 
in  many  instances,  workers  would  not  return 
to  their  farms,  and  the  land  which  was  laid 
waste  deteriorated  or  was  made  extremely 
difficult  to  farm. 

This  kind  of  experience,  of  course,  was 
not  peculiar  to  Latin  America,  nor  was  it 
limited  to  isolated  instances.  We  have  seen 
it  happen  in  many  parts  of  this  country,  and 
the  danger  of  its  happening  again  is  not  too 
remote.  We  have  the  right  to  ask  ourselves, 
from  a  public  health  point  of  view,  whether 
it  is  wise  to  industrialize  rapidly  many  parts 
of  the  South  or  the  West.  This  statement 
does  not  mean  that  there  should  be  no  further 
industrialization,  or  that  industrialization 
will  not  be  wise  for  many  areas.  New  indus- 
tries will  undoubtedly  bring  many  new  bene- 
fits. It  merely  means  that  health  officials 
and  agricultural  experts,  as  well  as  econo- 
mists and  industrial  engineers,  should  be 
called  in  for  advice  on  the  long-term  health 
consequences  of  industrialization  and  popula- 
tion movements. 

If  the  health  officer  is  to  give  expert  advice 
concerning  the  nutritional  effects  of  indus- 
trialization or  of  new  crop  production,  he 
must  be  informed  about  nutrition.  He  must 
know  what  effect  the  new  conditions  will 
produce,  what  it  will  do  to  the  food  habits  of 


people,  and  whether  it  will  be  beneficial  or 
detrimental.  He  can  only  obtain  this  knowl- 
edge through  the  information  gained  from 
nutrition  appraisals,  and  from  sound  re- 
search. This  information,  then,  becomes  one 
of  the  primary  values  of  nutrition  surveys. 
The  recommendations  made  at  the  Latin 
American  Conference,  or  at  the  Woiid  Health 
Assembly,  can  have  little  lasting  value  unless 
widespread  and  thorough  appraisals  and  sur- 
veys are  made. 

Iiivestigution  of  the  Prevalence  of 
Nuti'itional  Deficiencies 

Another  major  field  which  must  be  ex- 
plored through  nutrition  surveys  is  our 
knowledge  of  nutritional  deficiencies.  There 
is  little  accurate  information  available  at 
])resent  on  the  jirevalence  of  severe  or  mar- 
ginal nutritional  deficiencies  in  the  United 
States.  Several  states  do  have  laws  requiring 
the  reporting  of  certain  nutritional  defi- 
ciency diseases.  However,  these  laws  were 
probably  placed  in  the  statute  books  when 
such  conditions  were  considered  communi- 
cable diseases.  Moreover,  the  reporting  of 
severe  nutritional  deficiencies  is  seldom  man- 
datory, and  the  reporting  of  marginal  defi- 
ciencies, if  they  are  recognized,  is  never  re- 
quired. 

Since  reasonably  accurate  statistics  on  the 
prevalence  of  nutritional  deficiency  condi- 
tions are  not  available  as  they  are  for  the 
communicable  diseases,  we  must  discover 
some  method  of  measuring  the  extent  of  the 
problem.  It  was  decided  that  the  best  ap- 
proach to  the  problem  would  probably  be 
epidemiologic,  and  that  the  most  practical 
means  for  gathering  data  on  nutritional  de- 
ficiencies would  be  through  surveys. 

A^ufritioii  Profirums  of  the  Public 
Health  Service 

In  develoi^ing  the  nutrition  programs  of  the 
Public  Health  Service,  we  were  fortunate  in 
being  able  to  profit  by  the  experiences  of  the 
North  Carolina  State  Board  of  Health  in  this 
field.  Indeed,  our  approaches  to  nutrition 
surveys  have  been  very  similar  to  those  which 
were  developed  by  Dr.  Milam  and  his  asso- 
ciates in  your  state.  In  fact,  Dr.  Richmond  K. 
Anderson,  Dr.  Walter  Wilkins,  Miss  French 
Boyd,  and  Miss  Alia  Meredith,  who  partici- 
pated in  the  surveys  in  North  Carolina,  have 
actively  assisted  in  the  organization  of  Public 
Health  Service  nutrition  programs. 
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A'tifritiou  surveys 

The  survey  programs  of  the  Public  Health 
Service  are  designed  to  demonstrate  to  state 
and  local  health  authorities  that  practical 
methods  now  exist  for  determining  the  dis- 
tribution of  probable  nutritional  deficiencies 
in  various  population  groups.  The  basic  ob- 
jective is  to  show  that  nutritional  deficiencies 
can  be  discovered  and  measured,  and  to  ac- 
quaint state  and  local  health  officials  with 
the  methods  of  obtaining  accurate  and  valid 
nutritional  data.  At  the  same  time,  we  rec- 
ognize that  many  of  the  physical  signs  now 
associated  with  nutritional  deficiencies  are 
subject  to  modification  and  change.  The  sci- 
ence of  nutrition  is  young,  and  undoubtedly 
some  of  the  concepts  we  now  hold  will  have 
to  change  from  time  to  time  as  new  informa- 
tion becomes  available. 

Surveys  are  conducted  essentially  by  field 
units,  which  are  assigned  to  different  areas 
of  the  United  States ;  at  present,  the  Public 
Health  Service  has  four  such  units  assigned 
to  state  health  departments.  In  addition,  we 
are  participating  in  a  cooperative  project  on 
the  Pacific  Coast  with  the  California  State 
Health  Department,  the  U.  S.  Department  of 
Agriculture,  and  the  Home  Economics  De- 
partment of  the  College  of  Agriculture,  Uni- 
versity of  California.  The  basic  staff  of  our 
nutrition  units  consists  of  a  physician,  a 
biochemist,  a  nutritionist,  and  a  public  health 
nurse.  I  might  add  at  this  point  that,  within 
the  past  year,  medical  nutrition  consultants 
have  been  assigned  to  two  of  the  Public 
Health  Service  district  offices. 

The  types  of  surveys  conducted  by  the 
field  units  vary  somewhat,  since  the  surveys 
are  directed  toward  problems  specified  by  the 
state  health  officers  to  whom  the  units  are 
assigned.  Thus  far,  surveys  have  been  con- 
ducted to  obtain  several  different  types  of 
information : 

1.  Surveys  of  the  general  population,  both 
rural  and  urban. 

2.  Surveys  of  special  groups,  such  as  in- 
dustrial workers,  school  children,  and  insti- 
tutional inmates. 

3.  Surveys  of  special  groups  which  are 
aimed  toward  a  specific  problem.  An  example 
of  this  type  of  survey  is  the  comparison  of 
a  group  of  children  who  receive  school 
lunches  with  a  group  receiving  no  school 
lunches. 

4.  Therapeutic  testing  of  selected  individ- 


uals who   show  signs  commonly  associated 
with  nutritional  deficiencies. 

Standard  methods  of  procedure  have  been 
developed  by  the  Public  Health  Service  for 
conducting  these  various  types  of  nutrition 
studies.  The  diagnostic  methods  used  in  these 
surveys  consist  of  physical  examinations, 
laboratory  tests,  and  dietary  intake  records. 
Each  of  these  methods,  of  course,  has  its  lim- 
itations, but  by  combining  the  three  a  reliable 
appraisal  of  probable  deficiencies  can  be 
made. 

The  physical  inspection  is  made  by  the 
physician  and  includes,  in  addition  to  a  nu- 
tritional appraisal,  an  examination  of  the 
chest  and  determination  of  the  blood  pres- 
sure. Where  indicated,  a  more  thorough  ex- 
amination is  given.  Routine  laboratory  tests 
include  determination  of  the  hemoglobin, 
hematocrit,  serum  levels  of  vitamin  A,  caro- 
tene and  ascorbic  acid,  and  the  plasma  pro- 
tein. In  addition,  serum  phosphatase  tests  are 
made  for  children  under  16,  and  capillary 
blood  sugar  tests  for  adults  over  40.  An  aver- 
age of  twenty  minutes  is  required  for  an 
individual  appraisal,  excluding  the  laboratory 
work,  which  is  performed  at  a  central  labora- 
tory. 

The  nutritionist  on  the  unit  team  reviews 
the  diet  record,  examines  it  for  completeness, 
notes  whether  it  is  the  normal  diet  and 
whether  supplements  are  taken,  checks  the 
food  eaten  between  meals,  and  notes  dietary 
peculiarities.  I  do  not  want  to  go  into  detail 
at  this  point  as  to  what  we  are  finding  from 
diet  records.  However,  I  do  wish  to  repeat 
the  nutritionists'  warning  that  diet  records 
have  questionable  validity  unless  there  is 
knowledge  of  the  foods  eaten  between  meals. 
In  one  study  Miss  Alia  Meredith,  of  our  staff, 
found  that,  of  a  total  of  530  school  children, 
24  per  cent  of  the  white  children  and  51 
per  cent  of  the  colored  children  spent  ten 
cents  or  more  a  day  on  "snacks."  In  another 
study  of  the  diet  records  of  44  school  children 
in  Cumberland,  Maryland,  selected  at  random 
and  studied  on  a  quantitative  basis,  the  nu- 
tritionist discovered  that  an  average  of  1,450 
calories  of  the  children's  weekly  intake  of 
food  was  obtained  outside  of  the  home  or 
school,  in  the  form  of  soft  drinks,  candies, 
ice  cream,  and  "hot  dogs."  All  of  these  foods 
are  tasteful,  of  course,  and  all  are  accepted 
as  part  of  the  American  diet,  but  they  add 
little   nutritionally   in   comparison   to   their 
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cost. 

Each  field  unit,  in  addition  to  its  i)rimar.v 
function  of  conducting  demonstrations  for 
state  health  departments,  is  continually  striv- 
ing to  improve  its  methods  of  approach,  and 
to  simplify  as  well  as  sharpen  the  methods 
of  diagnosis.  However,  the  Public  Health 
Service  units  do  not  limit  their  activities 
merely  to  surveys  and  to  the  improvement  of 
survey  methods.  The  unit  staffs  play  an  ac- 
tive part  in  the  in-service  training  programs 
of  the  state  health  departments  in  which 
they  are  located.  They  cooperate  with  the 
nutritionists  of  the  health  department  staffs 
to  bring  information  about  the  technical  as- 
pects of  nutrition  to  physicians  and  nurses, 
of  the  health  department. 

Establishment  of  nutrition  units 
within  state  health  departments 

At  present,  of  course,  much  of  our  effort 
is  being  concentrated  on  nutrition  surveys. 
However,  we  do  not  consider  surveys  as  ends 
in  themselves.  If  the  proper  steps  are  not 
taken  as  the  result  of  any  conditions  which 
are  discovered,  the  surveys  will  prove  of 
negligible  benefit  to  the  community.  When  a 
communicable  disease  is  found  in  a  commun- 
ity, all  available  measures  are  usually  em- 
ployed to  eliminate  the  spread  of  infection. 
Similarly,  when  a  survey  reveals  the  exis- 
tence of  suboptimal  nutrition  in  a  commun- 
ity, all  possible  steps  should  be  taken  by 
public  health  authorities  to  mitigate  the 
problem. 

We  strongly  recommend,  therefore,  that 
state  health  departments  work  toward  the 
establishment  of  nutrition  units  within  their 
organizational  set-up,  equivalent  in  stature 
to  those  responsible  for  other  major  health 
activities,  such  as  venereal  disease  control, 
tuberculosis  control,  and  maternal  and  child 
health.  Such  units  should  be  headed  by  a  per- 
son qualified  in  the  field  of  nutrition,  prefer- 
ably a  physician.  The  unit  should  have  all 
the  facilities  necessary  to  conduct  surveys, 
in  order  to  discover  inadequate  nutrition  in 
the  community.  Biochemical  laboratoiy  fa- 
cilities should  also  be  made  available  to  pro- 
vide services  to  the  survey  group,  and  pos- 
sibly to  hospitals  and  physicians.  A  centi-al 
laboratory  is  eminently  suitable  for  this  pur- 
pose, although  a  number  of  the  determina- 
tions can  more  conveniently  be  made  in  the 
field. 

Nutritionists  will  continue  to  be  the  main- 


stays of  public  health  nutrition  programs. 
Adequately  trained  personnel  are  still  scarce 
in  this  field,  and  efforts  must  be  made  to 
increase  the  number  of  nutritionists  who  are 
directly  employed  by  local  health  depart- 
ments. This  means  that  facilities  for  nutri- 
tional education  should  be  expanded,  and  that 
state  health  departments  should  seriously 
consider  more  extensive  training  ]n"ograms 
in  this  field.  There  are  several  schools  where 
courses  in  nutrition  are  already  offered,  or 
through  which  they  may  be  arranged.  These 
and  other  avenues  of  training  in  nutrition 
must  be  thoroughly  explored. 

CoiclnsioH 
Nutrition  is  a  vital  field  in  public  health. 
It  should  be  a  part  of  every  clinical  service 
offered  by  a  public  health  organization.  Nu- 
trition holds  out  the  promise  of  great  achieve- 
ments in  preventive  medicine  and  public 
health.  Through  the  use  of  systematic  and 
thorough  nutrition  surveys  and  appraisals, 
sound  and  extensive  research,  and  organized 
efforts  on  the  part  of  local,  state,  federal,  and 
voluntary  health  organizations,  in  coopera- 
tion with  physicians,  dentists,  agricultural 
and  educational  workers  and  the  general 
public,  nutrition  can  make  a  real  contribu- 
tion toward  the  improvement  of  the  public 
health. 


Nutrition. — There  has  been  much  careless  talk 
about  "adequate"  and  "optimum"  nutrition,  despite 
the  fact  that  we  do  not  yet  know  what  optimum 
nutrition  consists  of.  During  the  last  few  years  the 
public  has  been  subjected  to  an  almost  incessant 
barrage  of  blatant  clamor  concerning  "hidden  hun- 
ger" and  the  dire  consequences  of  vitamin  deficiency. 
Malnutrition  has  been  confused  with  nutritional  de- 
ficiences;  malnutrition  also  includes  excesses.  The 
National  Research  Council  states  dogmatically  that 
"deficiency  states  are  rife  throughout  the  Nation" 
but  makes  no  attempt  to  evaluate  the  effects  of  the 
theoretically  deficient  dietary.  We  must  no  longer 
ignore  the  implications  inherent  in  the  observation 
that  28  per  cent  of  the  population  of  the  United 
States  are  10  per  cent  or  moi'e  over  the  mean  normal 
weight  for  height  and  age,  whereas  only  12.6  per 
cent  are  10  per  cent  or  more  under  their  mean  nor- 
mal weight. — Edward  J.  Stieglitz:  A  Future  for  Pre- 
ventive Medicine,  New  York,  The  Commonwealth 
Fund,  1945,  p.  52. 


Health — a  right  or  a  privilege? — The  assumption 
that  people  have  a  "right"  to  health  is  as  false  as 
the  notion  that  everyone  is  entitled  to  freedom  from 
want.  Nothing  could  be  more  viciously  destructive 
of  initiative,  effort,  and  progress.  Health  is  a  privi- 
lege, not  a  right.  And  as  a  privilege  it  demands  the 
acceptance  of  individual  responsibility  for  conserva- 
tion.— Edward  J.  Stieglitz:  A  Future  for  Preventive 
:\Iedicine,  New  York,  The  Commonwealth  Fund, 
1945,  p.  44. 
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THE  ETIOLOGY  AND  NONSURGICAL 
TREATMENT  OF  CATARACT 

Eugene  M.  Blake,  M.D.* 
New  Haven,  Connecticut 

In  spite  of  the  fact  that  a  description  of 
cataract  was  given  by  Susruta  some  three 
thousand  years  ago,  medical  science  has  not 
yet  learned  exactly  what  causes  the  crystal- 
line lens  to  lose  its  transparency  in  so  many 
elderly  people.  Susruta  recognized  the  catar- 
act as  an  opacity  of  the  lens,  and  considered 
it  to  be  due  to  a  disturbance  of  intra-ocular 
fluids.  This  partially  correct  explanation  was 
forgotten  for  centuries,  and  our  present 
term,  "cataract,"  is  a  relic  of  the  misconcep- 
tion which  took  place — namely,  that  the  con- 
dition resulted  from  the  flowing  down  of  a 
humor  inside  the  eye  into  the  empty  space 
behind  the  pupil.  Even  Galen  conceived  of 
cataract  as  a  humor  in  front  of  the  lens 
which  could  be  withdrawn  from  the  eye. 
Eventually  Quarre,  in  1643,  wrote  that  cat- 
aract was  an  opacification  of  the  lens,  thus 
reviving  the  knowledge  possessed  by  the  Hin- 
dus a  dozen  centuries  or  more  before. 

Why  does  one  person  in  good  general 
health  develop  opacities  of  the  lens  in  his 
fortic-!,  while  others  in  their  seventies  have 
practically  clear  lenses?  Why  does  opacifica- 
tion begin  in  some  eyes  and  fail  to  progress 
for  many  years,  while  in  other  lenses  the 
early  loss  of  transparency  progresses  to  full 
maturity  of  the  cataract  within  a  couple  of 
years?  These  and  many  other  questions  face 
us  daily  in  our  observation  and  treatment  of 
visual  problems. 

Pa th ologic  Ph ui^ioloijij 

We  can  hardly  hope  to  understand  the 
pathologic  changes  which  occur  in  the  crys- 
talline lens  without  a  knowledge  of  the  phys- 
iology of  this  small  but  important  structure. 
One  has  only  to  study  Dr.  Bellows'  excellent 
book'"  on  cataract  to  appreciate  how  complex 
are  the  normal  vital  processes  of  the  lens, 
and  how  incomplete  is  our  understanding  of 
them.  While  I  shall  draw  freely  from  this 
source  of  information,  I  shall  not  attempt  to 
cover  the  physiology  of  the  lens.  At  least  we 
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do  know  that  opacification  of  the  lens  is  the 
result  of  some  disturbance  of  the  lens  fibers, 
which  constitute  a  colloid  system  with  con- 
siderable water.  We  can  distinguish  two 
types  of  opacities :  (1)  a  swelling  due  to  fluid 
between  the  lens  fibers — a  reversible  proc- 
ess; and  (2)  coagulation  or  necrosis  of  lens 
fibers  which  cannot  be  restored  to  transpar- 
ency. 

According  to  Sir  Herbert  Parsons,  the 
changes  which  occur  in  the  lens  during  the 
formation  of  cataract  are  mostly  degenera- 
tive, and  the  early  changes  are  not  so  much 
in  the  lenticular  fibers  as  in  the  spaces  be- 
tween the  fibers.  Shrinking  and  separation 
of  the  fibers  produce  fissures  which  are  filled 
with  fluid.  These  interspaces  generally  ap- 
pear first  at  the  equator  of  the  lens,  where 
its  nutrition  is  best.  The  exuded  fluid  usu- 
ally collects  in  rounded  droplets.  Finally,  the 
droplets  run  together  and  form  cystic  spaces, 
filled  with  fluid.  The  fluid  is  a  clear  solution 
containing  albuminous  coagulates,  debris, 
droplets  of  fat,  fatty  crystals,  cholesterin,  and 
other  substances.  With  increasing  years,  the 
lens  fibers  undergo  sclerotic  alterations.  As 
cataract  develops,  the  nuclei  in  the  lens  epi- 
thelium may  be  reduced  in  number,  or  may 
completely  disappear.  The  capsular  epithe- 
lium may  even  extend  beyond  the  equator, 
resulting  in  an  epithelial  lining  of  both  an- 
terior and  posterior  capsules. 

The  pathology  of  cataract  has  been  ably 
described  by  Sir  Stuart  Duke  Elder,  who 
pointed  out  that  the  most  important  ele- 
ments, so  far  as  the  pathogenesis  of  cataract 
is  concerned,  are  the  proteins,  of  which  at 
least  six  are  distinguishable.  Definite 
changes  occur  in  the  protein  and  water  con- 
tent during  the  years,  so  that  with  increasing 
age  the  active  soluble  proteins  are  gradually 
changed  into  inert  substances.  Under  physio- 
logic conditions,  new  proteins  are  formed 
faster  than  older  fibers  break  down,  but  a 
pathologic  process  may  reverse  the  ratio, 
producing  the  condition  known  as  proteoly- 
sis. 

In  cataract  formation,  and  even  in  normal 
old  age,  the  lipoids  of  the  lens  increase,  so 
that  at  times,  especially  in  cataract,  these 
substances  may  be  seen  as  crystals.  Chemi- 
cally, the  most  important  element  of  the  lens 
is  calcium.  While  the  transparent  lens  con- 
tains but  little  of  this  substance,  the  cata- 
ractous  lens  contains  considerable  calcium — 
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sometimes  100  times  as  much  as  normal.  The 
increase  becomes  steadily  greater  as  the  cat- 
aract progresses,  but  the  evidence  seems  to 
indicate  that  this  is  a  secondary  accretion. 
Potassium,  on  the  other  hand,  is  greatly 
decreased  in  the  cataractous  lens.  As  potas- 
sium is  an  element  essential  to  life,  it  is 
bound  up  with  the  cells ;  but  as  they  die,  it  is 
released  and  carried  away.  Sodium,  like  cal- 
cium, is  moderately  increased  in  the  catarac- 
tous lens. 

Of  the  organic  substances,  the  sugar  con- 
tent is  not  altered  and  urea  is  decreased.  As 
age  advances,  the  lens  looses  water,  even 
though  it  is  said  to  contain  less  water  than 
any  other  tissue  of  the  body.  To  sum  up,  in 
the  formation  of  cataract  an  acid  reaction 
changes  to  alkaline,  soluble  proteins  change 
to  insoluble,  calcium  and  lipoids  increase,  and 
the  water  content  becomes  reduced. 

Possible  Etiologic  Factors 

Like  any  other  structure,  the  lens  exists 
by  a  constant  process  of  nutritional  supply 
and  removal  of  waste.  But  unlike  practically 
all  other  body  tissues,  it  has  no  direct  blood 
supply,  although  its  nutrition  depends  upon 
this  life-giving  stream.  No  tissue  can  survive 
if  its  oxygen  supply  is  cut  off,  and  since  oxy- 
gen is  carried  to  the  body  tissues  by  the  blood 
corpuscles,  the  importance  of  an  adequate 
blood  supply  in  the  maintenance  of  lens 
transparency  is  evident.  Friedenwald  and 
Pierce  have'estimated  that  the  lens  requires 
100  times  the  amount  of  oxygen  found  at  any 
one  time  in  the  aqueous  humor.  Herein  per- 
haps lies  a  suggestion  for  the  treatment  of. 
early  cataract. 

The  chief  nutrient  material  of  the  lens  is 
glucose,  which  is  broken  down  into  lactic 
acid.  Any  interference  wdth  this  change  dis- 
turbs lens  metabolism.  Likewise,  cutting  off 
the  nutrition  of  the  lens,  as  was  done  by 
Wagenmann,  by  ligating  the  posterior  ciliary 
arteries,  leads  to  cataract  formation.  Cata- 
ract has  also  been  observed  clinically  to  fol- 
low embolism  of  the  ciliary  artery. 

It  has  been  frequently  said  that  toxins 
from  foci  of  infection  are  responsible  for  the 
development  of  cataract,  but  Bellows  stated 
that  no  clinical  or  experimental  evidence  has 
been  produced  to  substantiate  this  claim. 
There  is  more  evidence  that  in  some  cases, 
at  least,  malfunction  of  the  endocrine  glands 
plays  a  definite  role  in  the  development  of 


lens  opacification,  since  metabolism  is  to  a 
considerable  extent  dependent  upon  hormones 
produced  by  this  system.  Cataracts  due  to  en- 
docrine dysfunction  generally  appear  com- 
paratively early  in  life,  and  develop  rather 
rapidly.  While  cataracts  complicate  many 
constitutional  diseases,  it  is  only  in  parathy- 
roid tetany  and  diabetes  that  experimental 
evidence  of  an  etiologic  relation.ship  is  avail- 
able. Lemoine,  however,  has  asserted  that  one 
of  the  most  consistent  findings  in  both  con- 
genital and  senile  cortical  cataracts  is  hypo- 
thyroidism. Nor  is  this  finding  to  be  won- 
dered at,  since  other  epiblastic  tissues,  such 
as  the  nails  and  hair,  are  affected  in  hypo- 
thyroidism. Here  again  may  be  a  hint  for 
treatment.  Many  writers  have  seen  a  signi- 
ficance in  the  fact  that  cataract  develops 
most  frequently  at  the  time  sexual  activity 
decreases.  Disturbances  in  pituitary  secretion 
— both  hyperfunction  and  hypofunction — 
have  been  accused  of  playing  a  role  in  cat- 
aract formation. 

Much  has  been  written  concerning  the  ef- 
fect of  radiant  energy  in  the  etiology  o-f 
cataracts,  and  Duke  Elder  asserts  that  it 
is  one  of  the  fundamental  causes.  Radiant 
energy  arises  from  many  sources  —  from 
light  and  heat,  and  from  x-rays,  radium,  and 
electrical  appliances.  Since  the  short  wave 
rays  of  light,  which  are  not  absorbed  by  the 
cornea,  pass  through  the  lens,  it  seems  not 
unreasonable  to  assume  that  harmful  effects 
are  possible.  The  high  percentage  of  cataracts 
in  India  and  in  the  Arctic  regions  suggests 
an  etiologic  relationship,  since  the  propor- 
tion of  ultraviolet  rays  is  high  in  these  re- 
gions. 

The  part  played  by  refractive  errors  is 
most  debatable,  even  though  it  has  been 
stressed  by  some  trustworthy  observers.  I 
am  convinced  that  cataract  is  at  least  equally 
common  among  ditchdiggers  and  scrub- 
women as  it  is  among  engravers,  watch- 
makers, and  English  professors  of  the  same 
age. 

Heredity  has  long  been  blamed  as  a  factor 
in  senile  cataract,  and  this  theory  has  many 
able  supporters,  such  as  Voght. 

One  could  not  finish  this  discussion  of  the 
etiology  of  cataract  without  reference  to  the 
role  of  vitamins  and  their  supplemental  use 
in  practice.  Since  the  lens  is  an  epithelial 
structure,  and  since  vitamin  A  seems  neces- 
sary to  the  life  of  epithelial  cells,  it  was  not 
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surprising  that  such  observers  as  van  Szely 
attributed  the  formation  of  cataract  to  a  lack 
of  this  substance.  It  now  has  been  demon- 
strated that  avitaminosis  A  alone  cannot 
produce  cataract,  but  that  probably  an  asso- 
ciated lack  of  vitamin  D  is  the  essential  de- 
fect. We  know  that  vitamin  D  is  concerned 
with  calcium  metabolism,  but  Bellows  feels 
that  vitamin  D  deficiency  is  not  responsible 
for  the  production  of  cataract. 

Cataracts  have  been  produced  experimen- 
tally by  a  riboflavin-free  diet,  but  much  dif- 
ference is  found  in  the  reports  of  various 
laboratory  workers,  and  there  is  great  un- 
certainty as  to  the  therapeutic  value  of  ribo- 
flavin. Thiamin  seems  not  to  be  involved, 
except  that  it  is  known  to  be  concerned  with 
carbohydrate  metabolism.  Vitamin  C,  like- 
wise, appears  to  have  no  essential  part  in  the 
picture,  though  several  observers  have 
claimed  improvement  through  the  use  of  as- 
corbic acid.  All  in  all,  there  seems  to  be 
little  evidence  that  avitaminosis  is  an  im- 
portant cause  of  cataract,  except,  possibly, 
as  any  deficiency  of  an  essential  element  of 
diet  affects  the  general  health  and  well-being 
of  the  individual. 

Treatment 

The  nonoperative  treatment  of  cataract 
has  interested  ophthalmologists  from  earliest 
times.  Treatment  is  naturally  divided  into 
two  types — constitutional  and  local  therapy. 
The  general  health,  diet,  and  living  condi- 
tions are  of  importance. 

When  a  patient  consults  an  ophthalmolo- 
gist because  of  failing  vision  and  when  early 
opacities  are  observed  in  the  lens,  the  patient 
is  certain  to  leave  the  physician's  office  at 
least  disappointed  if  no  explanation  or  treat- 
ment is  offered.  It  may  or  may  not  be  ad- 
visable to  explain  that  a  cataract  is  forming, 
or  that  there  is  a  slight  haziness  or  hardening 
of  the  lens.  But  to  answer  the  patient's 
question,  "What  can  you  do  for  it?"  with 
the  statement  that  nothing  can  be  done — or 
that  after  a  time  an  operation  can  be  per- 
formed— is  depressing  to  most  people.  Such 
discouraged  patients  fall  easy  prey  to  the 
irregular  practitioner,  who  will  promise  all 
sorts  of  things — for  a  consideration.  What, 
then,  shall  we  do  ? 

Local  therapy 

I  am  a  great  believer  in  moist,  hot  com- 
presses, apjilied  to  the  eyelids  morning  and 


night  religiously.  At  the  least  they  speed  up 
the  local  circulation,  bringing  more  blood  to 
the  anterior  segment  of  the  eye,  and  thus 
more  oxygen  to  the  aging,  avascular  lens. 

I  also  believe  that  the  use  of  Dionin,  in  a  2 
to  5  per  cent  solution  at  bedtime  on  alternat- 
ing weeks,  is  helpful.  This  serves  to  bring 
more  blood  and  lymph  to  the  front  portion  of 
the  eye,  and  it  seems  reasonable  to  believe 
that  Lhis  may  improve  the  lens  metabolism. 
Because  of  the  quite  alarming  chemosis 
which  sometimes  follows  the  first  application 
of  the  drug,  it  is  well  to  suggest  that  it  be  ap- 
plied just  before  retiring,  when  any  startling 
appearance  will  not  be  seen.  The  old  prescrip- 
tion containing  potassium  iodide,  glycerine, 
and  water  may  be  used  on  the  weeks  when 
Dionin  is  not  used,  on  the  theory  that  the 
hygroscopic  action  of  the  glycerine  is  bene- 
ficial. 

A.  J.  Erwin  administered  iodides  by  means 
of  the  galvanic  current  applied  through  the 
eyelids.  This  treatment  was  carried  out  for 
five  minutes  daily  for  one  month.  He  pre- 
ferred Lugol's  solution,  and  gave  iron  intern- 
ally. 

Pfliigk  employed  subconjunctival  injections 
of  potassium  iodide  two  to  three  times  a  week, 
adding  a  small  amount  of  cocaine  to  prevent 
pain.  Dionin  powder  was  used  during  the 
intervals  between  treatments.  He  reported 
that  this  therapy  resulted  in  an  improvement 
of  vision  and  absorption  of  the  opaque  striae 
in  the  lens.  Pfliigk's  resume  of  239  published 
histories  of  cases  of  incipient  cataract 
treated  by  iodides  showed  that  a  great  im- 
provement in  vision  was  noted  in  the  ma- 
jority of  the  patients.  A  much  greater  im- 
provement occurred  when  the  iodide  was 
injected  subconjunctivally  rather  than  by 
drops  or  eye  baths. 

I  have  had  no  experience  with  the  use  of 
diathermy  in  the  treatment  of  cataract.  The 
hyperemia  of  the  conjunctiva  and  dilatation 
of  the  vessels  thus  produced  must  have  a 
beneficial  effect.  However,  diathermy  re- 
quires frequent  visits  to  the  physician's  of- 
fice. The  more  frequent  and  regular  use  of 
hot  moist  compresses  appeals  to  me  as  prob- 
ably equally  effective,  if  not  so  dramatic. 

At  one  time,  the  use  of  subconjunctival  in- 
jections of  oxycyanide  of  mercury  was  held 
in  esteem,  on  the  theory  that  it  set  up  a  reac- 
tion through  the  sclera  which  beneficially 
affected  the  intra-ocular  structures.  It  did 
certainly  set  up  a  marked  reaction,   but  a 
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limited  experience  with  its  use  did  not  con- 
vince me  of  its  value. 

Co)istitiitio)iaI  therapy 

If  the  basal  metabolic  rate  is  low,  small 
doses  of  thyroid  seem,  at  times,  to  help.  By 
speeding  up  metabolism  it  may  act  as  a  tonic. 
The  use  of  potassium  iodide  internally  has 
been  recommended,  and  it  may  be  that, 
through  its  action  upon  the  thyroid,  this 
drug  does  actually  promote  metabolism  or 
act  as  a  so  called  "alterative."  Dr.  H.  W. 
Woodruff  believed  in  the  efficacy  of  the 
internal  use  of  the  syrup  of  hydriodic  acid  or 
iodonucleoid  for  long  periods.  He  wrote. 

"I  did  this  at  first  without  any  faith  in  its  influ- 
ence, but  iiioi'e  to  be  doing-  something'.  Now,  however, 
since  the  subject  has  of  late  been  discussed  by  var- 
ious French  and  German  ophthalmologists  in  con- 
nection with  the  local  use  of  iodide  of  potassium, 
I  have  paid  more  attention  to  these  cases  and  be- 
lieve that  the  internal  administration  of  this  drug- 
not  only  has  more  effect  in  retarding-  the  progress 
of  senile  cataract,  but  even  to  some  degree  causes 
a  diminution  in  the  density  of  the  opaque  striae 
in  the  lens.  I  have  had  no  cases  of  incipient  cataract 
in  which  I  have  been  able  to  follow  this  treatment 
for  a  long-  period  of  time  in  which  the  vision  has 
grown   worse." 

Vitamins  can  hardly  be  prescribed  with 
any  degree  of  confidence  in  their  effect  upon 
the  developing  cataract.  Certainly  they  are 
not  indicated  if  the  patient  is  already  con- 
suming and  utilizing  his  daily  quota.  Elderly 
patients,  however,  may  not  assimilate  all  the 
vitamins  in  their  diet,  and  an  additional 
intake  may  improve  their  vitality.  Since  lack 
of  any  one  vitamin  usually  implies  a  lack 
of  others,  the  use  of  a  multiple  vitamin  prep- 
aration appears  wise. 

Indications  for  nonsurgical  treatment 

Any  aid  which  is  available  is  most  wel- 
come to  the  elderly  patient  who  has  useful, 
if  not  good,  vision,  and  for  whom  operation 
is  impossible  or  unacceptable.  It  is  especially 
in  this  group  of  patients  that  nonsurgical 
treatment  is  advisable,  and  I  do  not  intend 
to  offer  conservative  therapy  as  an  alterna- 
tive to  surgery  when  this  is  indicated.  When 
it  is  possible  to  extract  the  cataract  in  its 
capsule,  restoring  sight  to  a  patient  who  is 
too  nearly  blind  to  live  a  normal  life,  one 
would  not  wish  to  check  the  cataractous  proc- 
ess by  medical  means,  even  if  it  could  be 
done. 

It  'seems  desirable,  however,  to  stress  the 
fact  that  it  may  be  possible  to  retai'd  the 
formation  of  cataract  in  the  incipient  stage 
and   to  j^ei'mit  the  patient   to   retain  good 


vision  for  a  considerably  longer  time  than 
would  otherwise  be  possible.  Fifty-one  ob- 
servers have  recorded  147  cases  of  incipient 
opacities  of  the  lens  in  which  transparency 
was  regained.  In  some  reported  cases  of  true 
cataract,  the  opacities  have  even  disappeared 
without  treatment.  The  clearing  was  most 
often  noted,  of  course,  in  the  earlier  stages 
of  cataract  formation. 

As  a  rule,  cataract,  once  it  has  started  to 
form,  goes  on  to  produce  complete  loss  of 
transparency  of  all  the  lens  fibers.  There 
are,  nevertheless,  many  exceptions  to  this 
rule  which  would  seem  to  justify  an  attempt 
to  retard  the  progress  of  cataract  formation 
in  many  cases. 
.^C!  Whitney  Avenue 


OSTEOGENIC   SARCOMA 

C.  A.  Zarzecki,  M.D.- 

Warm  Springs,  Georgia 

Twenty-four  i)athologically  proven  cases 
of  osteogenic  sarcoma  were  treated  at  Duke 
Hospital  during  the  period  1930  to  1947,  in- 
clusive. No  case  was  included  in  this  series 
unless  the  pathologic  specimen  was  examined 
by  the  Duke  Department  of  Pathology. 

This  study  was  undertaken  primarily  to 
evaluate  the  results  of  treatment  in  these  24 
cases,  but  the  cases  were  also  analyzed  for 
diagnostic  and  etiologic  factors. 

Clinical  Historij 

Trauma  was  a  difficult  factor  to  evaluate. 
A  definite  history  of  preceding  trauma  was 
given  by  11  patients,  all  of  whom  were  teen- 
agers. 

Race  and  sex  played  no  part  in  the  inci- 
dence of  the  disease.  The  cases  were  divided 
between  the  races  and  the  sexes  as  follows: 


Race 

Sex 

White 
Colored 

12 
12 

Males 
Females 

1.3 
11 

24 


24 


All  except  2  patients  were  between  10  and 
21  years  of  age ;  one  patient  was  28,  another 
42. 

Pain  was  the  sole  presenting  complaint  of 
13  patients;  9  patients  complained  of  pain 
and  swelling,  and  3  patients  of  swelling 
alone.   In  case  7,  swelling  was  present  as  the 
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only  complaint  for  six  months  before  admis- 
sion. The  average  duration  of  signs  and 
symptoms  prior  to  admission  is  shown  in 
table  1.  These  figures  indicate  that  swelling- 
brings  the  patient  to  a  doctor  more  quickly 
than  does  pain. 

Table  1 
Duration    of    Symptoms    Before    Admission 
Pre.^eutititj  Si{f}t  A  rcntije  Duration  Htnu/r 

(intl/or  Sifiniitom  (Mimtha)  (Months) 

Pain ,5.8*  1-12 

Pain  and   swelling...     3.9  %  -  12 

Swelling- 2.9  2-6 

*  Exrluiliii^r   uase    !i,    in    whk-li    pjiiii    wm.-^  jireseiit    for    oi^litv- 
f(nir  nuHitlis. 

Fifteen  patients  had  received  previous 
treatment  elsewhere.  Of  these,  4  had  had 
roentgen  and  biopsy  examinations ;  6  had 
been  treated  for  "infections,"  and  ?>  for 
"arthritis" ;  one  had  received  "serum"  ther- 
apy. 

Associated  diagnoses  were  recorded  in  2 
cases :  dyschondroplasia  in  case  4,  and  jireg- 
nancy  in  case  13. 

Phyn ica I  Exa mhia tiov 

In  18  of  the  24  cases  the  lesion  was  located 
about  the  knee ;  of  these,  9  were  in  the  upper 
end  of  the  tibia  and  9  were  in  the  lower  end 
of  the  femur.  In  the  remaining  6  cases  the 
following  areas  were  involved :  lower  end  of 
the  tibia,  upper  end  of  the  femur,  parietal 
bone,  thoracic  vertebra,  humerus,  mandible, 
and  scapula. 

The  lesion  itself  was  usually  described  as 
a  fusiform,  firm,  bony-hard  swelling.  In  6 
cases  the  overlying  skin  was  tender,  red,  and 
hot.  Regional  adenopathy  was  present  in  8 
cases.  A  temperature  elevation,  never  higher 
than  38  C.  (100.4  F.),  was  observed  in  7 
cases.  In  10  cases  motion  of  the  knee  was 
limited,  with  or  without  a  flexion  deformity. 

Roentgen  Examination 
Destruction  of  bone  was  the  most  common 
finding,  and  was  present  in  18  cases.  The 
sun-ray  or  sun-burst  effect  was  observed  in 


10  cases.  Bone  production  was  present  in  9 
ca.ses.  The  reactive  triangle  of  Codman  was 
seen  in  5  cases.  Two  cases  showed  pathologic 
fractures. 

Laboratory  Findings 

In  8  patients  the  hemoglobin  was  below 
80  per  cent.  The  white  blood  cell  count  was 
10,000  or  above  in  6  cases;  in  no  instance 
was  the  white  cell  count  below  7000.  The  cal- 
cium and  phosphorus  values  were  within 
normal  limits.  The  phosphatase  values  were 
within  the  upper  limits  of  normal. 

Tfeatment  and  Results 
Sit>Tivi)ig  patients 

Follow-up  information,  which  was  ob- 
tained on  all  patients  except  case  6,  revealed 
that  only  5  of  the  24  patients  were  still  alive 
at  the  time  of  this  report  (table  2).  It  will 
be  noted  that  only  four  of  these  have  sur- 
vived longer  than  five  years. 

Surprisingly,  the  duration  of  signs  and 
symptoms  prior  to  admission  does  not  ap- 
pear to  be  important,  as  this  interval  was 
twelve  months  in  cases  4  and  11,  six  months 
in  case  8,  and  three  months  in  case  15. 

All  5  patients  had  amputations,  a  tourni- 
quet being  used  in  each  case.  In  3  of  the  5 
cases,  preoperative  irradiation  was  used 
after  the  method  of  Ferguson'^',  except  that 
amputation  was  performed  early. 

Fatal  cases 

All  patients  in  this  group  died  as  a  result 
of  the  sarcoma.  The  length  of  survival  fol- 
lowing various  methods  of  treatment  is 
shown  in  table  3.  This  table  confirms  the 
fact  that  osteogenic  sarcoma  is  a  lethal  dis- 
ease. It  also  indicates  that  irradiation  fol- 
lowed by  amputation  is  possibly  the  treat- 
ment of  choice.  The  ideal  combination  of 
irradiation  and  surgery  which  will  further 

1      Fer''U'ion.    A,    B.:    Tre.itment    of    Osteogenic-    Sarcoma.    J. 
lione  &  .roint  Surg.  22:92-UG    (Jan.),   Ul(J-922    (Oct.)    I'.i4n. 


Table  2 
Data  on  Five  Surviving  Patients 


Ctiae 
No. 


11 
15 

24 


Rare 

C 

w 

c 
c 


Se.r 
F 

P 

M 
F 


Age 

17 

28 

13 
12 

19 


Difrati'on  of 
Sifins  (t}i(f  Stjinptonoi 

6  mos. 

12  mos. 

12  mos. 
3  mos. 


3  mos. 


Locution 
of  Lesion 

L/6  femur 

L/G  femur 

U/6  tibia 
L/6  femur 


Mandible 


Treatment 

1200  r.  to  lesion;  ampu- 
tation 1  mo.  later 
1600  r.  to  lesion;   ampu- 
tation 2  mos.  later 
Amputation 

3000  r.  to  knee,  1500  r.  to 
inguinal  area;  amputa- 
tion 6  mos.  later 
Resection 


Period  of 
S'irriral 
(Years) 

141/2 
141,1 


6% 

2  1/6 
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Type  of  Treatment 
Fi 

Treatiiteiit 

None  or  inadequate 

Case  7 

Case  12 

Case  21 
Palliative  amputation; 
metastases  present 

Case  10 

Case  13 

Case  18 
Irradiation  oidy 

Case  16     (600  r.) 
Amputation  only 

Case  1 

Case  2 

Case  5 

Case  8 

Case  17 

Case  22 
Irradiation  followed 
bv  amputation 
"  Case  9       3500  r. 

Case  14     6600  r. 

Case  19     3700  r. 

Case  20     3500  r. 

Case  23     2000  r. 


Table  3 

and   Length   of  Survival  in 

iital  Cases 

Swvirul  Period  Average 

after  7'reutinfiit        Surrival  Period 


3  months 

4  months 
2  months 


4  months 
3  months 

7  days 

1 1  months 

10  months 

6  months 

8  months 
50  months 

9  months 

7  months 


54  months 

8  months 

20  months 

11  months 

4  months 


3  months 


2  2/5  months 


15  months 


19  2/5  months 


increase  the  survival   period,   and   possibly 
the  survival  rate,  is  yet  to  be  determined. 

Suggested  Plan  of  Management 
On  the  basis  of  the  above  data,  the  follow- 
ing plan  of  management  is  presented : 

1.  Diagnosis  by  clinical  methods  and  bi- 
opsy. 

2.  Adequate   irradiation   as   soon   as   the 
diagnosis  is  established. 

3.  Delayed  amputation  following  the  ir- 
radiation. 

Summary 

1.  Twenty-four  pathologically  proven 
cases  of  osteogenic  sarcoma,  treated  at  Duke 
Hospital  during  the  period  1930-1947,  were 
reviewed. 

2.  No  new  diagnostic  or  etiologic  factors 
were  found. 

3.  There  were  4  five-year  cures — a  sur- 
vival rate  of  16.67  per  cent. 

4.  At  the  present  time  a  combination  of 
preoperative  irradiation  and  surgery  ap- 
pears to  be  the  most  effective  method  of 
treating  these  neoplasms. 


FURTHER    STUDIES   ON  THE   USE   OF 

RECTAL   SODIUM   PENTOTHAL  IN 

OBSTETRICS 

Ernest  W.  Furgurson,  M.D. 
Plymouth 

The  rectal  administration  of  Pentothal 
Sodium  is  painless,  reliable,  and  simple.  Dan- 
ger of  injury  to  the  skin,  muscles,  nerve 
tissues,  or  veins  is  removed.  When  used  with 
proper  precautions,  the  drug  is  relatively 
free  from  danger,  and  the  slower  absorption 
rate  from  the  intestine,  as  compared  to  the 
intravenous  route,  probably  increases  the 
margin  of  safety.  The  patient's  apprehension, 
tension,  and  fear  are  minimized.  Rectal  Pen- 
tothal, in  conjunction  with  Demerol  given 
intramuscularly,  seems  to  provide  a  close 
approach  to  the  ideal  means  of  helping  the 
mother  through  the  anxiety  and  the  pains  of 
labor. 

Weinstein'"  was  one  of  the  first  to  de- 
scribe the  use  of  Pentothal  Sodium  per  rec- 
tum- as  a  basal  anesthetic.  He  reported  a 
series  of  164  surgical  operations  of  varying 
types,  in  which  he  noted  an  absence  of  ex- 
citement, increased  relaxation,  and  a  mini- 
mum need  for  supplementary  anesthetics. 
Respiration  remained  normal,  or  was  only 
slightly  depressed,  and  no  appreciable  change 
of  blood  pressure  was  seen.  His  patients 
awakened  with  no  disagreeable  memories, 
and  operative  shock  was  less  apparent. 

Since  my  previous  report'-'  on  the  use  of 
Pentothal  Sodium  per  rectum  in  30  obstetric 
cases,  I  have  employed  this  method  in  115 
additional  deliveries — a  total  of  145  cases. 

Dosage 

Weinstein  and  his  co-workers'-',  as  well  as 
Kotz  and  Kaufman'"',  and  Tonn'^',  recom- 
mended a  dosage  of  1  Gm.  of  Pentothal  per 
50  pounds  of  body  weight,  and  Tonn  sug- 
gested that  "the  dosage  necessary  for  con- 
tinued anesthesia  was  found  to  be  about  1 


The  corner-stone  round  which  the  diagnosis  will 
be  built  is  a  well-taken  history  ...  A  good  history 
will  take  time,  but  it  will  not  be  wasted,  and  it 
should  go  back  to  the  very  onset  of  the  condition,  be 
it  weeks,  months  or  years.  It  should  cover  in  chron- 
ological order  any  alterations  in  the  patient's  condi- 
tion and  general  health. — W.  Lindsay  Lamb:  The 
Investigation  of  Chronic  Diarrhea  in  Adults,  Edin- 
burgh M.  J.  55:204  (April)  1948. 


Keud  before  the  Sealioard  Medical   AsscR-iatinn.  Der-emher  S, 
!i|.H,  Elizabeth  City,  North  Carolina. 

1  fal  Weinstein.  M.  L.  and  Light,  G.  A.:  Basa]  Anesthesia 
with  Pentothal  Sodium,  Anesth.  &  Analg.  22:68-80  (Mart-h- 
Aprill  1S143:  (b)  Weinstein,  M.  L. :  Rettal  Pentothal 
Sodium:  A  New  Pre-  and  B.asal  Anesthetic  Drus  in  the 
Practice  of  Surrery.  Anesth.  &  Anal?.  11:221-22:!  (.luly- 
\us;.)  l<i:i!i:  (c)  Weinstein,  M.  L.  and  Adams,  E.  1..: 
Further  Observation^;  on  the  Use  of  Rectal  Sodium  Pento- 
tlial.    Anesth.   &   Anak'.    20 :229-2.'!2    (July-Au?.)    1941. 

■'.  Furu-urson.  E.  W. :  The  Use  of  Rectal  Pentothal  Sodium 
in   Obstetrics,  North  Carolina  M.  J.  s:84-8ij    (Feb.)    1947. 

.-!  Kotz.  ,1  and  Kaufman,  M.  S.:  Present  Status  of  Ohstetncal 
Anesthesia,  Anesth.  &  Anal?.  23:iiO-73    (March-April)    1944. 

I.  Tonn,  (;  R.:  Experience  with  Rectal  "Pentothal"  Sodium 
in    Obstetrics,   South.   M.  J.   39:154-137    (Feb.)    1946. 
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.yram  about  l^o  hours  after  the  primary  in- 
stillation, and  repeated  again  when  neces- 
sary." In  my  previous  report,  it  was  sug- 
gested that  "The  intramuscular  administra- 
tion of  Demerol  in  doses  of  50  to  100  mg.  (1 
In  2  cc.)  and  of  scopolamine  in  doses  of  1  '200 
Kvain  during  the  first  stage  of  labor  greatly 
enhances  the  action  of  rectal  Pentothal  and 
reduces  the  required  dosage  of  the  latter 
drug.  In  our  series  a  single  dose  of  1  Gm. 
per  65  pounds  of  body  weight  proved  to  be 
sufficient  in  practically  every  case.  We  have 
never  found  it  necessary  to  use  more  than  a 
)  total  of  l/'lOO  grain  of  scopolamine  in  any 
labor." 

With  further  experience  we  have  found 
scopolamine  to  be  unnecessary  and  have  to- 
tally discontinued  the  use  of  this  drug.  Dem- 
erol has  been  continued  in  the  same  manner 
as  described  above,  but  the  dosage  of  Pen- 
tothal has  been  even  further  reduced  with 
entirely  satisfactory  results.  We  now  employ 
a  single  dose  of  1  Gm.  per  75  pounds  of  body 
weight,  and  we  have  never  found  it  neces- 
sary to  administer  rectal  Pentothal  a  second 
time.  This  dosage  should  be  reduced  approxi- 
mately 10  per  cent  for  asthenic,  phlegmatic, 
obese,  or  anemic  patients.  In  addition,  the 
presence  of  generalized  anasarca,  edema,  or 
ascites  should  cause  a  further  deduction  to 
be  made  from  the  total  weight  of  the  patient. 

Method  of  Administration 

All  patients  have  received  complete  phy- 
sical check-ups,  including  fluoroscopic  exam- 
ination of  the  heart  and  lungs,  and  laboratory 
studies,  on  previous  visits  to  the  clinic,  and 
each  patient's  weight  has  been  recorded  on 
recent  visits.  When  the  patient  is  admitted 
to  the  maternity  ward,  a  careful  physical 
examination  is  done.  Following  a  rectal  ex- 
amination, the  nurse  prepares  the  patient 
with  a  thorough  scrub,  shave,  and  a  cleans- 
ing enema  of  plain  water  or  saline  solution. 
(Tonn'"  and  Weinstein'"  have  reported  in 
previous  studies  that  a  soapsuds  enema  seems 
to  lessen  the  effect  of  the  drug.)  The  use  of 
the  cleansing  enema  eliminates  the  possibil- 
ity that  an  altered  pH  of  the  intestinal  con- 
tents might  cause  any  variation  or  delay  in 
absorption  of  the  Pentothal. 

Intramuscular  injections  of  meperidine  hy- 
drochloride (Demerol)  in  50-100  mg.  doses 
are  administered  at  one  to  three  hour  inter- 
vals until  the  cervix  has  dilated  to  approxi- 


mately 3  or  4  cm.  in  multiparous  patients,  and 
to  4  cm.  or  more  in  primiparas.  However,  in 
primiparas  with  a  long,  slowly  dilating  cer- 
vix, Pentothal  is  sometimes  withheld  until 
effacement  is  almost  complete. 

The  calculated  dose  of  Pentothal  is  mixed 
so  that  7  cc.  of  water  is  used  for  each  gram 
of  the  drug.  The  small  volume  of  water  is 
used  in  order  to  prevent  an  enema  effect. 
Pentothal  Sodium  for  rectal  administration 
is  obtainable  in  3  Gm.  vials,  and  the  solution 
has  a  green  tint  which  distinguishes  it  from 
the  clear  yellow  solution  formed  by  the  Pen- 
tothal put  out  for  intravenous  use.  This  mix- 
ture is  drawn  into  a  20  or  30  cc.  .syringe,  and 
a  French  catheter,  size  12  to  16,  is  attached 
thereto.  The  catheter  is  next  lubricated  and 
inserted  into  the  rectum  for  a  distance  of 
6  to  8  inches,  with  the  patient  on  her  left 
side  in  the  prone  position.  After  instillation 
of  the  required  amount  of  the  drug,  the 
catheter  is  rapidly  withdrawn  and  pressure 
is  exerted  with  a  thick  gauze  sponge  against 
the  anal  orifice  to  prevent  loss  of  the  drug. 
Decrease  in  anxiety  and  tension,  a  sensation 
of  drowsiness,  and  occasional  tingling  in  the 
extremities  usually  follow  within  two  to  five 
minutes. 

In  a  few  cases  inhalations  of  nitrous  oxide 
and  oxygen  were  administered  during  the 
second  stage  of  labor.  It  has  been  found  that 
this  procedure  eliminates  the  necessity  for 
any  additional  doses  of  Pentothal.  The  pro- 
portion of  nitrous  oxide  need  not  be  greater 
than  50  to  80  per  cent'''\ 

When  perineal  repair  is  necessary,  inhala- 
tions of  nitrous  oxide  and  oxygen  may  be 
given,  or  Metycaine  or  Novocain  may  be 
used  for  local  anesthesia.  The  latter  is  ac- 
complished by  "orange-peeling"  the  peri- 
neum with  one  of  these  anesthetic  agents 
along  the  direction  of  the  anticipated  medio- 
lateral  episiotomy  as  the  perineum  is 
stretched  by  the  oncoming  fetus. 

We  found  no  occasion  for  resorting  to  the 
use  of  antidotes  in  any  mother  of  our  series. 
Only  rarely  was  Metrazol  or  oxygen  admin- 
istered to  an  infant.  It  is  believed  that  100 
per  cent  oxygen  is  the  most  valuable  anti- 
dote in  case  of  overdosage,  and  certainly  this 
should  be  available  for  an  emergency.  Benze- 
drine sulfate  in  1  cc.  ampules  for  intravenous 
administration  may  also  be  used  in  cases  of 

.1.    T.nndj'.  J.  S.  et  nl.:  Annual  Report  for  1945  of  the  Section 
(in    Anesthesiology.    Proe.    Staff    Meet.,    Mayo   Clin.    21:301- 

ai3    (Alls.    7)    I'Jili. 


riin 


NORTH   CAROLINA   MEDICAL  JOURNAL 


June,   1949 


barbiturate  poisoning.  Other  drugs  which 
may  be  of  value  are  Coramine,  Metrazol,  and 
0.3  per  cent  picrotoxin. 

Effects  on  the  Mother  and  Child 

Following  the  administration  of  rectal  Pen- 
tothal,  the  patient  becomes  stuporous  or  falls 
asleep  within  ten  to  fifteen  minutes.  The 
anesthesia  lasts  from  one  to  two  hours,  the 
maximum  effect  being  obtained  approxi- 
mately thirty  minutes  after  the  initial  instil- 
lation of  the  drug.  In  approximately  90  per 
cent  of  our  series  of  145  deliveries,  the  pa- 
tient experienced  complete  analgesia  and 
amnesia,  the  anesthetic  effect  beginning 
within  three  to  fifteen  minutes  following  the 
rectal  administration  of  Pentothal.  Although 
drowsiness  and  relaxation  often  continued 
for  two  to  eight  hours,  full  consciousness  as 
a  rule  was  regained  by  the  mother  within 
thirty  to  sixty  minutes  following  delivery. 

No  untoward  reactions  to  the  drug  were 
noted.  Wherever  a  familial  or  personal  his- 
tory of  allergy  was  obtainable,  the  mother 
was  given,  during  her  prenatal  period,  one  or 
more  capsules  of  pentobarbital  sodium  (0.1 
Gm.)  as  a  test  dose  for  barbiturate  sensitiv- 
ity. Only  one  patient  showed  evidence  of  bar- 
biturate sensitivity,  and  she  was  not  given 
rectal  Pentothal.  Another  patient  gave  a  his- 
tory of  extreme  allergy  to  inhalation  anesthe- 
sias of  various  types,  as  well  as  to  numerous 
drugs.  She  stated  that  during  a  previous  de- 
livery she  had  almost  died  from  the  inhala- 
tion of  ether  before  being  revived  with  epine- 
phrine and  other  agents.  She  was  given  test 
doses  of  various  barbiturates  dui'ing  her 
prenatal  months,  and  showed  absolutely  no 
evidence  of  sensitivity  to  any  of  these.  At 
the  time  of  her  delivery  she  was  given  rectal 
Pentothal  with  excellent  results. 

Two  patients  in  this  series  went  into  shock 
on  the  delivery  table  as  a  result  of  puerperal 
eclampsia.  Both  of  these  patients  were  young 
primiparous  women,  and  in  both  cases  the 
blood  ]3ressure  rose  above  180  systolic  before 
signs  of  shock  appeared.  Fortunately,  both 
survived  the  ordeal.  Our  recent  studies  tend 
to  confirm  previous  observations  that  there 
is  no  appreciable  change  in  blood  pressure 
and  respiration  with  the  use  of  rectal  Pen- 
tothal Sodium  in  the  dosage  recommended. 

Two  patients  had  retained  placentas  which 
required  manual  removal,  but  both  had  an 
uneventful  postpartum  course.  Only  one  pa- 
tient had  sufficient  bleeding  to  be  classified 


as  hemorrhagic  in  nature.  The  l)leeding  was 
controlled  with  little  difficulty,  and  the  pa- 
tient made  an  uneventful  recovery.  There 
is  no  indication  of  any  relationship  between 
these  complications  and  the  rectal  Pentothal 
as  a  causative  agent. 

There  were  no  maternal  deaths  in  our  se- 
ries and  only  one  fetal  death,  which  was  in 
a  stillborn  infant.  It  is  believed  that  this 
stillbirth  was  due  to  anoxemia  resulting  from 
a  short  cord  which  was  very  tight  about 
the  baby's  neck  at  birth.  In  most  cases  the 
baby  began  life  with  a  lusty  cry  immediately 
following  delivery,  and  only  rarely  were  car- 
diac or  respiratory  stimulants  reciuired.  It  is 
my  impression  that,  as  a  result  of  the  cervical 
and  perineal  relaxation  brought  about  by  rec- 
tal Pentothal,  this  drug  tends  to  shorten  the 
first  stage  of  labor  and  helps  to  reduce  the 
death  rate  in  babies  during  the  first  week 
of  life. 

Possible  Co )i t  fo  iiidieatiov s 

Contraindications  to  the  employment  of 
rectal  Pentothal  Sodium  would  be  any  in- 
volvement of  the  glottis,  trachea,  or  other 
organs  which  might  cause  respiratory  em- 
barrassment or  obstruction.  Excluding  primi- 
paras  with  pelvic  anomalies  or  malpositions, 
patients  with  primary  anemias  or  dangerous 
heart  conditions  with  decompensation,  and 
cases  of  pre-eclampsia  or  premature  labor,  it 
has  been  our  observation  that  this  drug  can 
safely  be  used  in  practically  all  types  of 
obstetric  cases.  It  is  not  advisable  to  use 
pentobarbital  sodium  (Nembutal),  Seconal, 
or  other  barbiturates  in  conjunction  with  rec- 
tal Pentothal. 

Sunimanj 

1.  No  claim  is  made  that  rectal  Sodium 
Pentothal  is  the  anesthetic  of  choice  in  all 
obstetric  cases,  or  even  that  it  is  the  best 
anesthetic  to  use.  However,  it  has  been  our 
experience  that  this  drug  is  an  extremely 
satisfactory  anesthetic  agent  when  admin- 
istered rectally  in  small  volume  and  when 
used  in  conjunction  with  meperidine  hydro- 
chloride   (Demerol)    intramuscularly. 

2.  Induction  with  nitrous  oxide  and  oxy-' 
gen  is  smooth,  but  this  is  only  occasionally 
needed  as  an  adjunct  to  rectal  Pentothal. 

3.  The  drug  is  easily  administered  and  the 
dosage  can  be  easily  and  accurately  calcu- 
lated. The  patient  is  much  less  apprehensive 
under  Sodium  Pentothal  anesthesia  than  with 
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other  barbiturates,  and  the  mental  stress 
suffered  by  many  patients  under  spinal  an- 
esthesia is  eliminated. 

4.  There  was  no  increased  tendency  to- 
ward hemorrhage,  placental  retention,  or  re- 
laxation of  the  uterus,  and  the  first  stage 
of  labor  seemed  to  be  shortened  by  the  use 
of  this  drug. 

5.  There  were  no  ill  effects  on  the  baby 
which  could  be  traced  to  the  careful  use  of 
Pentothal.  Respiratory  difficulty  was  seldom 
encountered,  and  a  healthy  pink  color  was 
noted  immediately  after  birth  in  the  majority 
of  cases. 

6.  Total  amnesia  was  present  in  practically 
every  case,  this  state  being  reached  shortly 
following  the  administration  of  the  drug  and 
continuing  for  thirty  to  sixty  minutes  after 
delivery. 

7.  No  depressive  after-effects  were  noted 
following  the  use  of  Pentothal,  and  all  pa- 
tients were  pleased  with  the  results  of  the 
drug. 

Conchision 

Rectal  Sodium  Pentothal,  like  any  general 
anesthetic,  should  be  used  with  caution,  espe- 
cially in  cases  of  pre-eclampsia  and  prema- 
ture labor.  Our  results  in  145  deliveries  have 
been  most  satisfactory. 


DOROTHEA  LYNDE   DIX:   AMERICA'S 
GREATEST  WOMAN 

Frederick  R.  Taylor,  M.D.,  F.A.C.P. 

High  Point 

The  supreme  name  in  the  history  of  medi- 
cine is  not  that  of  a  physician — not  Edward 
Jenner,  rediscoverer  of  vaccination  against 
smallpox,  a  procedure  known  to  the  ancient 
Sanskrit  writers ;  not  even  Lord  Lister,  the 
greatest  surgeon  of  all  time;  not  Sir  Alex- 
ander Fleming,  discoverer  of  penicillin.  It 
is  that  of  a  French  chemist.  Louis  Pasteur. 
So,  too,  the  greatest  name  in  psychiatry  is 
not  that  of  a  psychiatrist — not  even  Phi- 
lippe Pinel  or  William  Tuke.  It  is  that  of  a 
Massachusetts  schoolteacher,  retired  from 
that  profession  at  the  age  of  3-3  years  be- 
cause of  pulmonary  tuberculosis — Dorothea 
Lynde  Dix.    I  can  think  of  onlv  one  or  two 
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other  women  in  the  world  who  can  be  con- 
sidered her  peers  in  their  powerfully  bene- 
ficent impact  on  human  society — Florence 
Nightingale,  the  founder  of  trained  nursing, 
and  perhaps  Elizabeth  Fry,  the  prison  re- 
former.   Both  were  British. 

No  one  should  call  Miss  Dix  America's 
greatest  woman  without  justifying  that 
statement.  Some  women,  like  Laura  Bridg- 
man  and  Helen  Keller  and  their  great  teach- 
ers, have  triumphed  over  even  greater  physi- 
cal handicaps,  but  their  influence  on  human 
society  can  hardly  be  compared  with  Miss 
Dix's,  which  I  think  surpassed  even  that  of 
Alice  Freeman  Palmer. 

Shoi'tly  after  an  eighteen  months'  siege 
with  pulmonary  hemorrhage.  Miss  Dix  vol- 
unteered one  raw  March  day  to  teach  a  Sun- 
day School  class  in  the  East  Cambridge  jail. 
What  she  saw  there  filled  her  with  horror. 
The  "lunatics,"  as  they  were  called,  were 
without  heat  or  comforts  of  any  kind;  some 
of  them  were  chained ;  all  of  them  were  sub- 
ject to  public  gaze  and  cruel  remarks.  In 
that  day,  such  shameful  mistreatment  of  the 
mentally  ill  was  the  general  rule  everywhere, 
although  there  were  a  few  notable  excep- 
tions. 

Fi'om  ancient  times,  the  insane  had  been 
considered  Satan's  masterpieces,  and  treated 
as  such.  Not  so  very  far  back  in  history 
many  of  them  were  executed  at  the  instiga- 
tion of  the  Church  for  "witchcraft";  others, 
on  the  initiative  of  government  authorities. 
Practically  all  were  grossly  maltreated.  The 
records  of  the  execution  of  "witches"  do  not 
make  elevating  reading.  Some  were  tied 
naked  in  sacks  along  with  live  snakes  or 
dogs;  the  sacks  were  weighted  with  stones, 
and  they  were  thrown  in  a  river  and 
drowned.  This  was  a  favorite  ancient 
method  in  Europe.  In  New  England,  during 
the  Salem  witchcraft  hysteria,  one  victim 
was  fixed  on  the  ground  and  rocks  were 
piled  upon  him  until  their  weight  crushed 
him  to  death — the  "peine  forte  et  dure"  of 
the  law.  Longfellow  has  described  this  exe- 
cution in  one  of  his  less  well  known  works, 
"Giles  Corey  of  the  Salem  Farms,"  to  be 
found  in  any  complete  edition  of  his  poems. 
The  Bethlehem  Hospital  in  London,  or  "Old 
Bedlam"  as  it  came  to  be  called  (whence  our 
word  "bedlam"),  was  considered  the  rare 
show  of  the  city,  better  than  a  bull-baiting 
or  a  dog-fight.  In  many  asylum  windows 
there  was  no  glass,  and  the  buildings  were 
unheated.    Then  came  the  great  Pinel,  who 
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struck  the  chains  off  the  men  in  the  Bicetre 
and  the  women  in  the  Salpetriere.  Closely 
following  him  in  humane  treatment  of  the 
insane  was  William  Tuke  at  the  York  Re- 
treat in  England,  which  he  built  with  his 
own  funds. 

"The  Patron  Saint  of  the  Insane" 
Dorothea  Dix's  reaction  to  what  she  saw 
in  the  East  Cambridge  jail  was  the  most 
effective  in  the  history  of  this  field,  for  she 
began  a  forty  year  fight  for  the  decent 
treatment  of  the  insane  which  carried  her 
into  every  state  east  of  the  Rockies,  and  also 
to  many  countries  in  Europe.  Her  influence 
was  felt  in  Scotland,  the  Channel  Islands, 
France,  Italy,  Austria,  Greece,  Turkey,  Rus- 
sia, Sweden,  Norway,  and  a  pai't  of  Ger- 
many. Almost  everywhere  she  went,  she  in- 
stigated the  founding  or  expansion  of  facili- 
ties for  the  care  of  the  insane.  Thirty-two 
psychiatric  hospitals  in  this  country  alone 
owe  their  existence  or  enlargement  to  her 
efforts.  Her  influence  spread  even  to  Ja- 
pan'^', resulting  in  the  founding  of  two  such 
institutions  there.  Within  a  period  of  six 
years  she  visited  fourteen  penitentiaries,  300 
county  or  city  jails,  and  500  almshouses ! 
She  has  often  been  called  "The  Patron  Saint 
of  the  Insane."'-' 

The  callous  indifference  with  which  psy- 
chopathic patients  were  ti-eated  is  well  illus- 
trated by  the  statement  of  the  East  Cam- 
bridge jailer  to  Miss  Dix  that  the  insane 
needed  no  heat  in  their  cells.  She  immedi- 
ately obtained  a  court  order  for  heat.  She 
had  powerful  friends,  among  them  her  great 
Unitarian  minister,  William  Ellery  Chan- 
ning;  also  Samuel  G.  Howe,  a  great  pioneer 
in  American  social  welfare;  Horace  Mann, 
the  noted  educator;  John  G.  Palfrey,  pro- 
fessor of  sacred  literature  at  Harvard,  his- 
torian, and  editor  of  the  North  American 
Re  vie 'c;  and  Luther  Bell,  superintendent  of 
the  McLean  Asylum,  one  of  the  very  few 
decent  institutions  for  mental  patients  in 
this  country  at  that  time. 

Miss  Dix  spent  two  years  visiting  alms- 
houses and  jails  in  her  own  state.  She  then 
made  a  report  to  the  Massachusetts  Legisla- 
ture, accusing  by  name  officials  guilty  of 
shameful  neglect  of  duty  in  their  care  of  the 
insane.  This  report  exploded  like  a  bomb. 
Powerful  opposition  was  quickly  swamped, 

1.    "Dix,   Dorothea   T.vihU',"    in   Enc^'cI^^p^ediil    Rritannioa,    etl. 
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and  the  State  Hospital  at  Worcester  was 
greatly  enlarged.  Then  Miss  Dix  went  to 
Rhode  Island,  where  she  changed  a  parsi- 
monious rich  man,  Cyrus  Butler,  into  a  pub- 
lic-spirited citizen,  getting  a  large  subscrip- 
tion from  him  to  found  the  Butler  Hospital. 
She  next  advanced  upon  New  Jersey  and 
Pennsylvania.  Miss  Dix  referred  to  the  State 
Hospital  at  Trenton,  New  Jersey,  as  her 
"first-born  child." 

It  was  said  of  her,  "She  is  a  trouble- 
maker, but  to  avoid  trouble,  you  might  as 
well  do  what  she  says."  She  worked  in  close 
cooperation  with  the  thirteen  founders  of 
the  Association  of  Medical  Superintendents 
of  American  Institutions  for  the  Insane, 
which  later  became  the  American  Psychi- 
atric Association'"'.  Her  friend  Dr.  Bell  was 
one  of  these  founders.  Dr.  Thomas  Story 
Kirkbride,  of  the  private  Pennsylvania 
Hospital  for  the  Insane'^',  became  another 
staunch  friend.  His  institution,  too,  was  well 
in  advance  of  its  time. 

In  1840  the  United  States  Census  reported 
17,434  insane  persons,  or  1  in  997  of  the 
total  population.  At  this  time  there  were 
fourteen  mental  hospitals,  with  a  total  of 
less  than  2,500  beds.  In  1843  Miss  Dix  pre- 
sented a  "memorial"  to  Congress  giving  the 
results  of  her  study  up  to  that  time.  She  had 
found  the  insane  confined  in  cages,  closets, 
cellars,  stalls,  and  pens;  chained,  naked, 
beaten  with  rods,  and  lashed  into  obedience. 

Though   an   ardent   opponent   of   slavery, 

Miss  Dix  never  mentioned  the  subject  when 

she    came    South.     Her    first    biographer, 

Francis  Tiffany,  a  Unitarian  minister,  says: 

"One  word  from  her  lips,  in  the  mildest  reproval, 
even,  and  every  state  south  of  the  Susquehanna 
would  have  been  sealed  to  her.  Her  word  would  have 
effected  nothing;  but  it  would  have  left  thousands 
of  forlorn  wretches  to  languish  without  a  cham- 
pion, in  cells  and  chains,  in  filth  and  misery.  No, 
she  felt  she  had  her  own  God-appointed  work,  so 
vast  and  far-reaching  in  its  consequences  that  her 
feeble  hands  could  but  grasp  its  outermost  skirts. "i-"'! 

Many  years  later,  during  the  Civil  War, 
when  Miss  Dix,  though  not  a  nurse  herself, 
was  Superintendent  of  Nurses  of  the  United 
States  Army,  she  was  traveling  on  a  train  in 
Pennsylvania  which  was  captured  by  Con- 
federate troops.  A  North  Carolina  medical 
officer  recognized  her  and  whispered  in  his 
commanding   officer's    ear.     The   latter   an- 

;i.  Aineriean  Psychiatric  Association:  One  Hundred  Years  of 
Anieriean  Psychiatry,  by  many  authors,  .lames  K.  Hall, 
(k-ner.'il    Editor.    Ne^v    York,    Columbia    University    Press, 

I.  Himd.  E.  D  :  Dr.  Kirkbride  and  His  Mental  Hospital, 
Philadelphia,   .1.  B.   Lipnincott  Co.,   1947. 

.-I.  TiffaTiv,  F. :  Life  of  Dorothea  I.ynde  Dix  (13th  impres- 
sion)   liuston,   HouL'hton,    Mifflin  &  Company,   1918. 
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iiounced  that,  inasmuch  as  Miss  Dix  was  a 
passenger,  the  ti-ain  would  be  released  forth- 
with, and  gave  the  order  to  that  effect. 

The  Results  of  Dorothea  Dix's  Work  in 
A'orth  Carolina 

It  is  curious  that  I  could  find  no  specific 
mention  of  North  Carolina  in  Francis  Tif- 
fany's biography  of  Dorothea  Dix.  However, 
Mary  Lewis  Wyche's  "History  of  Nursing 
in  North  Carolina,"  edited  and  completed 
after  her  death  by  Miss  Edna  L.  Heinzerl- 
ing"'',  tells  the  striking  story,  as  does  Helen 
E.  Marshall's  "Dorothea  Dix:  Forgotten 
Samaritan."''' 

As  early  as  1825  our  General  Assembly 
appointed  two  commissioners  to  investigate 
other  state  institutions  and  to  suggest  an 
estimate  of  the  cost  of  a  hospital  at  the  next 
meeting  of  the  Genera]  Assembly.  Appar- 
ently this  commission  had  no  tangible  re- 
sults. In  1848,  just  a  century  ago,  Dorothea 
Lynde  Dix  came  to  this  state  and  made  a 
three  months'  study  of  almshouses  and  jails 
where  insane  persons  and  paupers  were  kept. 
Some  were  chained  to  the  floor.  Sanitary  and 
housing  conditions  were  as  poor  here  as  in 
other  states.  Miss  Dix  presented  a  detailed 
report  of  her  findings  to  the  General  Assem- 
bly, and  asked  that  it  appropriate  suitable 
funds  for  a  hospital  for  the  insane.  Her  re- 
quest was  not  granted  at  this  time,  although 
it  was  estimated  that  there  were  then  1,000 
insane,  epileptic  or  idiotic  persons  in  North 
Carolina,  most  of  them  in  private  families, 
but  many  in  jails,  dungeons,  and  cages. 

While  the  Assembly  was  still  in  session, 
Mrs.  James  C.  Dobbin,  wife  of  a  Cumberland 
County  representative,  became  fatally  ill. 
Miss  Dix  did  everything  in  her  power  for 
the  dying  woman.  We  have  two  slightly 
varying  accounts  of  what  resulted.  Miss 
Wyche  tells  us  that  Mr.  Dobbin,  wishing  to 
show  his  appreciation,  asked  Miss  Dix  what 
he  could  do  for  her,  and  she  requested  that 
he  help  to  get  funds  appropriated  for  a  hos- 
pital in  North  Carolina.  Helen  E.  Marshall 
says  that  Mrs.  Dobbin,  before  her  death, 
asked  Miss  Dix  what  she  could  do  for  her, 
and  that  Miss  Dix  asked  her  to  get  her  hus- 
band to  work  for  an  adequate  appropriation 
for  the  insane.  In  any  event,  immediately 
after  his  wife's  funeral,  Mr.  Dobbin  entered 

6.  Wyche.  M.  L. :  History  of  Nursing  in  Nortli  Carolina, 
edited  and  completed  after  Miss  Wyche's  death  by  E.  L. 
Heinzerling,  Chapel  Hill,  University  of  Noi-tli  Carolina 
Press,  1938. 

7.  Marshall.  H.  E.:  Dorothea  Dix:  Forgotten  Samaritan, 
Chapel  Hill,    University  of  North  Carolina  Press,   1937. 


the  Assembly  Hall  and  made  such  an  elo- 
quent plea  that  Dorothea  Lynde  Dix's  re- 
quest was  passed  overwhelmingly. 

Funds  were  appropriated  for  the  hospital, 
and  six  commissioners  were  appointed  to  buy 
not  less  than  100  acres  of  land  within  three 
miles  of  Raleigh.  Special  taxes  were  levied 
to  pay  for  the  first  buildings,  which  were  of 
brick.  Miss  Dix,  on  request,  selected  the  site 
for  the  hospital.  The  committee  proposed 
that  it  be  named  Dix  Hill  in  her  honor.  She 
graciously  declined  that  proposal,  but  asked 
that  it  be  so  named  in  honor  of  her  grand- 
father. Dr.  Elijah  Dix,  who  had  greatly  de- 
sired to  have  a  medical  school  in  Boston, 
iMassachusetts.  However,  a  fine  portrait  of 
Miss  Dix  was  placed  in  the  reception  room 
of  the  hospital  as  a  gift  from  the  state. 

The  great  Dr.  Edmund  Strudwick  of  Hills- 
boro  supervised  the  erection  of  the  first  unit 
of  the  hospital,  which  accommodated  forty 
patients.  In  1855  Dr.  Edward  C.  Fisher  of 
Richmond,  Virginia,  was  made  superintend- 
ent. The  steam-heated  hospital  was  formally 
opened  on  February  1,  1856,  and  twenty-two 
days  later  the  first  patient  was  admitted. 
Water  was  pumped  from  a  reservoir  in  what 
is  now  Pullen  Park.  Miss  Wyche  tells  of  the 
subsequent  development  of  the  hospital,  only 
a  few  points  of  which  need  mention  here. 
She  writes : 

"At  the  outbreak  of  the  Civil  War  there  were  a 
hundred  and  seventy-nine  patients  in  Dix  Hill.  The 
State  not  only  gave  money  for  the  upkeep,  but  furn- 
ished supplies  as  well.  In  1865,  when  Raleigh  sur- 
rendered, the  federal  troops  used  a  large  part  of  the 
supplies  and  burned  the  fences  for  eampfires.  When 
the  United  States  Commanding  Officer  was  notified 
of  this  act,  he  had  all  supplies  replaced  and  the 
fence  rebuilt. 

"During  the  years  which  followed,  many  changes 
were  made  ...  In  1908  the  State  Hospital  Commis- 
sion bought  1,139  acres  of  land  adjoining  the  origi- 
nal site  at  a  cost  of  $5-3,500  .  .  .  Two  colonies  were 
built  for  epileptics  and  several  buildings  were 
erected  for  convalescent  insane  patients.  Dr.  James 
McKee  was  superintendent  during  this  period  and 
was  largely  responsible  for  the  expansion.  Dr.  Al- 
bert Anderson  was  elected  superintendent  in  1913. 
He  instituted  vocational  training  for  the  patients 
under  the  direction  of  an  expert  and  also  installed 
a  complete  medical  laboratory  and  dental  depart- 
ment." 

This  brings  us  up  to  the  administration 
of  persons  now  living,  who  can  speak  for 
themselves.  It  only  remains  to  add  that  in 
1933  the  Nursing  School  was  reincorporated 
as  the  Dorothea  Dix  School  of  Nur.sing. 

Such  was  the  impact  of  this  great  woman 
on  our  state.  We  can  be  proud  of  her  work 
here.  We  can  be  proud  of  those — too  few, 
alas,  in  numbers — who  have  devoted  them- 
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selves  to  caring  for  the  mentally  ill  in  the 
hospital.  However,  when  we  consider  the 
overcrowded  conditions  in  recent  days ;  when 
we  know  that  psychotic  patients  often  have 
to  be  detained  in  jails  to  await  their  turn  for 
admission  to  the  hospitals  here,  in  Morgan- 
ton,  and  in  Goldsboro;  when  we  consider  the 
gross  understaffing  and  underpayment  of 
the  staff  in  the  immediate  past,  we  must 
hang  our  heads  in  shame.  Who  are  "we"? 
First,  our  legislators  of  the  recent  past,  who, 
like  those  of  Miss  Dix's  day  before  Repre- 
sentative Dobbin's  impassioned  appeal,  were 
content  to  let,  not  "well  enough,"  but  "too 
bad"  alone.  Second,  all  of  us  who  are  citi- 
zens of  this  state  and  have  permitted  such 
conditions.  Now,  however,  we  can  begin  to 
lift  our  heads  a  little.  Definite  expansion 
and  improvement  are  in  progress,  but  are 
not  yet  nearly  sufficient. 

Many  debates  on  socialized  medicine  have 
generated  more  heat  than  light.  It  would 
seem  clear,  from  the  trial  that  Great  Britain 
is  experiencing  now,  and  from  the  fact  that 
New  Zealand,  one  of  the  best  governed  coun- 
tries on  earth,  is  in  the  process  of  giving 
it  up,  that  complete  socialization  of  medicine 
spells  disaster.  On  the  other  hand,  I  am  cer- 
tain that  we  do  need  socialization  in  the 
treatment  of  those  conditions  which  require 
many  months  or  years  in  institutions — tu- 
berculosis and  serious  chronic  crippling  dis- 
eases of  the  bones,  joints,  heart,  and  nervous 
system.  Most  of  all,  however,  we  need  the 
great  expansion  of  our  facilities  for  the  care 
of  those  unfortunates  whom  everyone  recog- 
nizes as  a  just  public  charge — the  victims 
of  serious  mental  disease  or  defect.  Finally, 
I  believe  that  this  care  should  be  extended 
to  a  special  group  of  persons  now  excluded 
from  institutional  care  because  their  disease 
is  primarily  one  of  the  emotions  and  will, 
rather  than  of  the  intellect — that  strange 
group  known  as  constitutional  psychopathic 
inadequates.  I  believe  that  our  laws  should 
be  amended  to  permit  commitment  of  such 
persons  for  hospital  care  when  they  are  of 
the  type  which  crowd  our  jails  and  prisons 
as  chronic  repeaters.  These  persons,  save 
for  a  few  who  may  be  helped  by  the  surgical 
procedure  of  prefrontal  lobotomy,  are  un- 
able to  order  their  own  lives. 

The  End  of  a  Crusade 
In  closing,  it  seems  fitting  to  note  that, 
when  Miss   Dix  died   in   1887,  a  well-worn 
manuscript    copy    of    Whittier's    poem    "At 


Last"  was  found  under  her  pillow.  At  her 
funeral,  the  immortal  words  of  the  Great 
Physician  were  pronounced :  "I  was  an  hun- 
gered, and  ye  gave  me  meat :  I  was  thirsty, 
and  ye  gave  me  drink :  I  was  a  stranger  and 
ye  took  me  in :  Naked,  and  ye  clothed  me :  I 
was  sick,  and  ye  visited  me :  I  was  in  prison, 
and  ye  came  unto  me."  Her  marble  grave- 
stone bears  neither  epitaph  nor  date — only 
the  name  "Dorothea  L.  Dix."  Dr.  Charles 
Nichols  wrote  to  his  friend  Dr.  D.  Hack 
Tuke  of  York,  England,  a  statement  which 
is  as  true  today  as  the  day  it  was  written : 

"There  has  died  and  been  laid  to  rest  in 
the  most  unostentatious  way  the  most  useful 
and  distinguished  woman  that  America  has 
produced." 


SURGICAL  TREATMENT   OF   MASSIVE 
HEMORRHAGE  FROM  PEPTIC  ULCER 

James  W.  Davis,  M.D.,  F.A.C.S.- 
Statesville 

One  of  the  most  serious  complications  of 
peptic  ulcer  is  massive  hemorrhage.  In  cases 
where  the  hemorrhage  is  not  severe  medical 
treatment  may  be  indicated — temporarily,  at 
least — ,  but  in  cases  of  severe  massive  hem- 
orrhage manifested  by  hematemesis,  tarry 
stools,  air  hunger,  pallor,  dyspnea,  rapid 
pulse,  and  a  very  marked  lowering  of  the 
blood  pressure,  prompt  surgical  treatment  is 
often  necessary  to  save  the  patient's  life. 
Sometimes  the  hemorrhage  is  so  severe  that 
it  is  difficult  to  raise  the  blood  pressure  even 
when  blood  transfusions  are  being  given  in 
both  arms  or  legs  at  the  same  time.  Unless 
surgical  treatment  is  given  promptly  and 
befoi'e  the  patient  becomes  exsanguinated, 
the  chances  of  recovery  are  greatly  dimin- 
ished. 

Etiologic  Diagnosis 
Naturally  the  diagnosis  of  the  cause  of 
hemori-hage  is  important.  In  my  experience, 
the  pathologic  lesion  most  often  responsible 
for  such  massive  hemorrhage  has  been  an 
ulcer  on  the  posterior  wall  of  the  first  part 
of  the  duodenum,  which  has  eroded  into  the 
gastroduodenal  artery  or  its  pancreatico- 
duodenal branch  (fig.  1).  Very  often  there  is 
a  history  of  an  ulcer,  and  in  some  cases  the 
diagnosis  has  already  been  confirmed  and 
the  ulcer  located  by  roentgen  examination. 

Re.Tit  before  the  Associatinn  of  Surgeons  of  the  Pennsylvania 
Raihvar,    Virginia   Beach,    Virginia.    October    29.    1948. 
*  Surgeon  in  Chief.  Davis  Hospital.  States\ille.  North  Carohna. 
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Superior  ms&entc" 
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-^i^v-o-cpicioic  vessels 


Fis.  1.  Blood  supply  of  the  stomach  and  duo- 
denum (Courtesy  IJantToft  and  Wade:  Surgical 
Treatment  of  the  Abdomen,  Philadelphia,  .1.  B. 
Lippincott  Co.) 

It  must  be  remembered  that  other  conditions, 
such  as  carcinoma  of  the  stomach  or  of  the 
esophagus,  varicose  veins  of  the  stomach, 
gastric  polyps,  or  even  severe  gastritis  can 
cause  hemorrhages.  These  conditions  are 
seldom  responsible  for  massive  hemorrhage, 
however. 

P)'ognosis 

The  age  of  the  patient  has  a  great  deal  to 
do  with  the  prognosis.  In  patients  under  45, 
death  from  a  single  hemorrhage  is  unusual, 
and  the  mortality  from  repeated  hemor- 
rhages is  rather  low.  After  the  age  of  45, 
however,  the  mortality  increases  very  rapid- 
ly, reaching  a  peak  between  the  ages  of  50 
and  70. 

In  an  individual  who  has  had  an  ulcer  on 
the  posterior  wall  of  the  first  part  of  the  duo- 
denum over  a  long  period  of  time,  chronic 
inflammation  often  develops  about  the  ulcer, 
and  may  later  cause  an  erosion  into  the 
underlying  ai'tery.  If  some  sclerosis  of  the 
artery  is  present,  together  with  adhesions 
between  the  ulcer  area  and  the  artery,  this 
will  tend  to  prevent  closure  of  the  eroded 
opening  into  the  artery,  thereby  causing 
continuous  bleeding.  In  these  cases  the  hem- 
orrhage is  usually  such  that  it  ceases  only 
when  the  blood  pressure  has  fallen  to  ex- 
tremely low  levels.  Then  it  ceases  tempo- 
rarily, but  usually  starts  up  again  when  the 
pressure  is  raised  by  transfusions  or  other 
means. 


Siir(jic((I   Procedures 

In  cases  of  repeated  hemorrhage  from  pep- 
tic ulcer,  the  operation  of  choice  is  a  resec- 
tion of  the  pyloric  end  of  the  stomach  and 
removal  of  the  ulcer  area,  together  with  a 
gastroenterostomy  of  the  Hoffmeister  type. 

In  many  cases  of  massive  hemorrhage, 
however,  the  patient  is  unable  to  stand  a  re- 
section, but  it  is  necessary  to  stop  the  hemor- 
rhage in  order  to  save  the  patient's  life. 
Here  the  operation  of  choice  is  to  open  the 
abdomen  through  a  high  right  rectus  incision 
and,  by  means  of  a  longitudinal  incision 
through  the  anterior  wall  of  the  duodenum 
and  pylorus,  to  expose  and  locate  the  bleed- 
ing vessel.  The  hemorrhage  is  stopped  by 
making  pressure  on  the  bleeding  point  until 
a  mattress  suture  can  be  placed  so  as  to  con- 
trol the  bleeding.  Formerly  we  used  catgut 
sutures  for  this  purpose,  but  now  we  use 
only  silk.  The  important  thing  is  to  catch 
the  ulcer  or  bleeding  area  in  a  mattress  su- 
ture which,  when  tied,  will  prevent  further 
bleeding  from  this  point.  The  longitudinal 
incision  into  the  duodenum  and  pyloric  end 
of  the  stomach  is  then  closed  vertically  to 
insure  patency  and  prevent  constriction. 

It  is  necessary  that  the  patient  be  given 
continuous  transfusions  during  the  course 
of  the  operation  and  afterwards,  until  the 
blood  pressure  is  up  to  normal.  Later,  when 
the  patient's  general  condition  is  better,  a 
resection  and  gastro-enterostomy  can  be  per- 
formed with  much  less  danger. 

Anestheiiia 
The  anesthetic  is  an  important  factor  in 
the  success  of  an  operation  for  bleeding 
ulcer.  I  prefer  spinal  anesthesia,  together 
with  inhalations  of  oxygen.  Cyclopropane 
supplemented  by  curare  may  be  used;  how- 
ever, I  have  found  that  spinal  anesthesia  is 
far  more  satisfactory  than  any  other  method. 
The  objection  has  been  raised  that,  in  cases 
where  the  blood  loss  has  been  great  and  the 
blood  pressure  is  low,  spinal  anesthesia 
might  further  increase  the  patient's  shock. 
In  my  experience  I  have  not  found  this  ob- 
jection valid.  Spinal  anesthesia  gives  almost 
perfect  relaxation,  so  that  the  operation  can 
be  done  rapidly  and  without  the  difficulties 
so  often  encountered  during  general  anes- 
thesia. The  impoi'tant  thing  is  to  keep  the 
patient's  head  lowered  sufficiently  so  that 
the  central  nervous  system  will  be  continu- 
ously supplied  with  blood,  and  to  administer 
oxygen  freelv. 


322 


NORTH   CAROLINA   MEDICAL  JOURNAL 


June,   1949 


Case  Repo)i 

One  of  the  first  of  these  patients  that  I  recall  seeing 
was  a  man  with  massive  gastric  hemorrhage  and  a 
history  of  previous  hemorrhages.  He  had  been  told 
that  he  had  cirrhosis  of  the  liver  and  probably 
would  have  more  hemorrhages.  At  the  time  I  first 
saw  him,  he  was  losing  blood  more  rapidly  than  we 
were  able  to  replace  it  by  transfusions.  Immediate 
operation  was  advised,  but  both  the  patient  and  his 
family  refused.  In  spite  of  all  medical  treatment 
that  could  be  given,  including  repeated  transfusions, 
the  patient  died. 

Autopsy  revealed  an  ulcer  on  the  posterior  wall 
of  the  first  part  of  the  duodenum.  An  erosion  into 
the  artery  underneath  had  caused  the  massive 
hemorrhage.  The  liver  apparently  was  not  dam- 
aged. A  simple  abdominal  section,  an  incision  into 
the  duodenum  and  pylorus,  and  ligation  of  the  bleed- 
ing vessel  would  have  given  the  patient  an  oppor- 
tunity for  recovery. 

SuDimanj 
When  massive  hemorrhage  from  peptic 
ulcer  cannot  be  controlled  by  medical  ther- 
apy, and  when  the  patient  is  not  able  to 
stand  a  resection,  a  simple  abdominal  section 
and  incision  into  the  duodenimi  and  the 
pyloric  end  of  the  stomach,  with  control  of 
the  hemorrhage  by  ligation,  gives  the  pa- 
tient his  best  chance  for  recovery.  When 
the  patient  is  properly  relaxed  by  a  suitable 
anesthetic,  and  is  supported  by  continuous 
transfusions  of  whole  blood,  an  operation  of 
this  kind  can  be  completed  rapidly  and,  in 
most  cases,  successfully. 


INCARCERATION  OF  A  MECKEL'S 

DIVERTICULUM  IN  AN  INGUINAL 

HERNIA 

lie  port  of  a  Case  and  Review  of  the 
Literature 

F.  M.  Simmons  Patterson,  M.D.,  F.A.C.S. 

Laurinburg 

In  February,  1946,  I  reported  a  case  of 
Meckel's  diverticulum  incarcerated  in  a 
femoral  hernia'^'.  Only  37  such  cases  had 
been  reported  in  the  literature.  On  August 
20,  1948,  I  encountered  at  operation  a 
Meckel's  diverticulum  incarcerated  in  an  in- 
guinal hernia.  Since  a  review  of  the  litera- 
ture reveals  that  onlv  three  other  authors'-' 


From    the   Scotland   County   Memorial    Hospital,    Laurinburgr. 
N'ortli  Carolina. 

1.  Patterson,  F.  M.  S. :  Incarceration  of  a  Meckel's  Diverti- 
culum in  a  Femoral  Hernia,  North  Carolina  M.  J.  7:59- 
(iO    (Feb.)    1946. 

2.  (a)  Bianchi.  G. :  Contributo  alio  studio  delle  emie  del 
diverticolo  di  Meckel,  Gazz.  d.  osp.  48:631-fi.i.5  (July  10) 
1927.  (b)  Pollidori.  A.:  Contrilmto  saiUo  strozzamento 
erniaris  del  diverticulo  di  Meckel,  Reforma  Med.  46:632- 
6S0  (May  5)  liiin.  (c)  Bohn.  G.  I..  S. :  Two  Cases  of 
Meckel's  Diverticulum  in  Crural  Hernias  of  Males,  Ugesk. 
f.  laeger,  105:844   (Aug.   19)    1943. 


have  reported  more  than  one  case  of  a 
Meckel's  diverticulum  in  a  hernia,  and  since 
the  occurrence  of  a  Meckel's  diverticulum  in 
an  inguinal  hernia  is  comparatively  rare,  I 
wish  to  add  this  case  to  the  medical  litera- 
ture. 

A  Meckel's  diverticulum  originates  from 
the  failure  of  the  omphalomesenteric  duct  to 
obliterate  itself.  This  closure  usually  occurs 
during  the  seventh  week  of  fetal  life.  The 
failure  of  this  duct  to  close  leaves  a  pouch 
of  varying  length,  known  as  a  Meckel's  di- 
verticulum. It  is  located  from  6  to  36  inches 
proximal  to  the  ileocecal  valve,  and  is  usual- 
ly on  the  antimesenteric  border  of  the  ileum. 

The  chief  complications  that  may  arise 
from  a  Meckel's  diverticulum  are  inflamma- 
tion, hemorrhage,  intestinal  obstruction, 
intussusception,  perforation,  and  incarcera- 
tion in  a  hernial  sac. 

Herniation  of  a  Meckel's  diverticulum  may 
occur  at  any  of  the  sites  of  external  hernia- 
tion of  the  abdomen.  A  thorough  review  of 
the  literature  reveals  that,  through  June, 
1947,  191  cases  of  a  Meckel's  diverticulum 
incarcerated  in  a  hernia  had  been  reported' '■'. 
The  present  case  makes  192.  Of  these,  99 
(51.51  per  cent)  occurred  in  inguinal  hern- 
ias, 38  (19.9  per  cent)  in  femoral  hernias, 
and  39  (20.43  per  cent)  in  umbilical  hernias. 

Gray'-^'  found  that,  in  the  cases  collected 
from  the  literature  by  Pabst,  the  average  age 
of  the  66  patients  with  Meckel's  diverticulum 
in  an  inguinal  hernia  was  35.6  years,  the 
youngest  being  1  year  of  age  and  the  oldest 
77.  The  condition  occurred  most  frequently 
in  the  male  sex,  by  a  ratio  of  3:1. 

The  choice  of  the  surgical  procedure  when 
a  Meckel's  diverticulum  is  found  in  a  hernial 
sac  depends  on  the  circumstances  present. 
If  the  base  of  the  diverticulum  is  small,  the 
simple  procedure  of  ligation  and  inversion 
of  the  stump  is  satisfactory.  If  the  base  is 
broad,  the  diverticulum  should  be  removed 
between  Kocher  clamps  placed  obliquely  to 
the  long  axis  of  the  ileum ;  the  stump  is  then 
oversewn    in   the    Parker-Kerr    manner.    If 

.3.  (a)  Gray.  H.  K.:  Meckel's  Diverticulum  in  a  Hernia;  Re- 
port of  a  Case,  Minnesota  Med.  17:68-70  (Feb.)  1934.  (b) 
Bird,  W.  D.:  l.ittre's  Umbilical  Hernia;  Case  Report,  Am. 
J.  Surs.  60:81-87  (.\pril)  1943:  also  Delaware  State  M.  J. 
l.-,:jl-.iT  (April)  1943.  (c)  Lium,  R.  and  Ladd.  S.  T. :  Left 
Inguinal  Hernia  with  Acute  Meckel's  Diverticulitis  and 
Peritonitis.  Xew  England  J.  Med.  226:15-16  (Jan.  1)  1942. 
(d)  Moreno.  I.  G. :  Umbilical  Prolapse  of  Meckel's  Diverti- 
culum, Arch,  argent  de  enfei-m.  d.  ap.  digest,  v  de  la 
nutricion  17:72-70  (Oct.-Nov. )  1941.  (e)  FishlMck.  H.  R.. 
.Jr.:  Meckel's  Diverticulum  Strangulated  in  Inguinal 
Hernia.  Harper  Hosp.  Bull.  2:60-6  1  fDec.)  19  ri.  (f)  Shep- 
herd. .1.  A.:  Meckel's  Diverticulum:  Incarceration  in  In- 
guinal Hernia,  J.  Roy.  Xav.  M.  Serv.  32:44-46  (.Ian.)  1946. 
(g)  Jurado.  P.:  Hernia  de  Littre,  Dia  med.  18:2065-2066 
(Dec.  30)  1946.  (h)  Dabasi,  E.:  Hernia  of  Meckel's  Diver- 
ticulum, Orvosok  lapja.   2:1487-1488   (Dec.  8)    1946. 
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there  is  any  doubt  as  to  the  patency  of  the 
intestinal  lumen  after  the  diverticulum  has 
been  removed,  the  hernia  should  be  repaired 
and  an  entero  -  enterostomy  performed 
through  an  abdominal  incision.  Bird''"'  re- 
ported that  if  a  IMeckel's  diverticulum  is  dis- 
eased and  herniated,  the  operative  mortality 
is  between  45  and  50  per  cent. 

Report  of  a  Case 

History 

On  August  20,  1948,  an  Indian  man,  aged  20 
years,  was  admitted  to  the  Scotland  County  Me- 
morial Hospital,  witli  a  cliief  complaint  of  an  ir- 
leducible  riglit  inguinal  hernia.  He  stated  that  he 
first  noted  the  hernia  three  weelcs  before  admission 
to  the  hospital.  Sixteen  hours  before  admission  the 
hernia  descended  into  the  scrotum  and  became  ir- 
leducible.  An  unsuccessful  effort  at  reduction  was 
made  l.y  the  patient's  family  physician  one  hour 
)>rior  to  admission  to  the  hospi''al.  The  patient  had 
vomited  twice  in  the  previous  twelve  hours.  He  had 
suffered  no  abdominal  pain.  The  remainder  of  the 
history  was  essentially  negative. 

Physical  examination 

The  patient  was  a  healthy  male  Indian  in  no  acute 
distress.  The  temperature  was  98.2  F.,  the  pulse 
78,  respiration  20,  and  blood  pressure  110  systolic, 
70  diastolic.  The  skin  was  warm.  The  pulse  was 
slow,  regular,  and  of  good  volume.  Examination  of 
the  head,  neck,  and  chest  was  negative.  The  abdomen 
was  not  distended.  There  was  an  irreducible  mass 
in  the  right  inguinal  region,  extending  into  the  scro- 
tum. It  was  moderately  tender.  The  overlying  skin 
was  not  inflamed.  Peristalsis  was  normal. 

Laboratory  finding.? 

A  blood  count  revealed  a  hemoglobin  of  1(3  Gm. 
or  100  per  cent  and  18,250  white  blood  cells,  with 
77  per  cent  polymorphonuclears,  22  per  cent  lymnh- 
ocytes,  and  1  per  cent  basophils.  Urinalysis  revealed 
a  specific  gravity  of  1.021,  a  1  plus  reaction  for 
albumin,  and  2-3  white  blood  cells  per  high  power 
field. 

A  diagnosis  of  incarcerated  right  inguinal  hernia 
was  made. 

Operation 

Under  spinal  anesthesia  an  oblique  right  inguinal 
incision  was  made.  A  large  right  indirect  inguinal 
hernia  was  encountered,  the  sac  extending  to  a 
noint  just  below  the  external  rinff.  It  was  dissected 
free  from  the  spermatic  cord.  When  the  sac  was 
opened,  a  small  amount  of  serosanguineous  fluid 
escaned.  The  sac  was  found  to  contain  an  indetermi- 
nate structure  which  was  hyperemic  in  appearance 
and  firmly  adherent  to  the  wall  of  the  sac.  After  it 
had  bee7i  dissected  free  from  the  wall  of  the  sac,  its 
proximal  end  was  found  to  be  attached  to  a  loop  of 
small  intestine  which  was  incarcerated  at  the  in- 
ternal ring.  This  loop  of  bowel  was  friable,  hyoer- 
emic,  and  edematous.  The  diverticulum  was  about 
7  cm.  in  length,  was  attached  to  the  ileum  by  a  broad 
base,  and  had  a  distinct  mesentery  of  its  own. 

Straight  Kocher  clamps  were  applied  across  the 
base  of  the  diverticulum  obliquely  to  the  long  axis 
of  the  ileum,  and  the  diverticulum  was  then  removed 
between  clamps  with  the  actual  cautery  after  its 
mesentery  had  been  clamped,  cut,  and  ligated.  The 
stump  was  then  inverted,  without  opening  the  intes- 
tinal lumen,  by  a  continuous  atraumatic  chromic 
catgut  suture  applied  in  the  Parker-Kerr  manner. 
This    suture   was    returned    anteriorly    through    the 


serosa  according  to  the  Lembert  technique,  and  the 
ends  were  tied.  A  reinforcing  layer  of  fine  inter- 
rupted silk  sutures  was  used  to  complete  the  closure. 
The  loop  of  ileum  was  reduced  with  difficulty  be- 
cause of  the  narrow  internal  inguinal  ring.  The  loop 
of  bowel  was  still  friable  and  hyperemic.  A  Bassini 
type  of  herniorrhaphy  was  then  performed,  using 
interrupted  sutures  of  no.  30  wire.  The  skin  was 
closed  with  Michel  clips. 

Because  of  the  questionable  viability  of  the  incar- 
cerated loop  of  ileum,  a  right  rectus  incision  was 
made,  with  the  mid-point  at  the  level  of  the  umbili- 
cus. Much  serosanguineous  fluid  was  removed  from 
the  peritoneal  cavity.  After  the  ileum  was  delivered, 
the  color  of  the  involved  loop  was  still  poor.  After 
warm  saline  sponges  were  applied  to  this  loop 
for  twenty  minutes,  the  color  was  improved  and 
neiistaltic  waves  could  be  seen  passing  through  the 
loop.  Two  pieces  of  Gelfoam  were  applied  to  an  area 
on  the  serosa  of  the  ileum  that  was  oozing  moder- 
ately. The  abdomen  was  then  closed  in  layers  with- 
out drainage,  continuous  no.  0  chromic  catgut  su- 
tures being  used  for  the  peritoneum,  interrupted 
no.  30  wire  for  the  anterior  rectus  sheath,  and  Michel 
clips  for  the  skin. 

Postoperative  course 

The  patient's  convalescence  was  uneventful.  Early 
ambulation  was  employed.  The  two  incisions  healed 
satisfactorily,  and  the  patient  was  discharged  on 
the  ninth  postoperative  day.  Two  weeks  later  he  was 
seen  in  the  Outpatient  Department,  and  his  condi- 
tion was  excellent. 

Pathologic  report'*) 

Gross  description:  "This  is  a  tubular  specimen 
closed  at  one  end.  It  measures  6  cm.  in  length  and 
3':'>  cm.  in  diameter.  The  surface  around  the  speci- 
men is  ragged  and  friable  and  has  a  brownish-gray 
and  gray  color  which  is  mottled.  There  are  a  few 
areas  dark  brown  in  color.  The  tip  of  the  specimen 
is  closed  and  is  of  firm  consistency.  The  tubular 
inside  is  lined  by  a  thick,  friable,  gray  mucosa." 

Microscopic  description:  "Two  sections  were  taken. 
In  the  section  from  the  proximal  portion  the  mucosa 
is  almost  entirely  absent.  In  the  submucosa  there  is 
marked  edema  and  engorgement  of  the  vessels  by 
red  cells.  In  the  musciilaris  there  are  collections  of 
eosinophils,  neutrophils,  and  lymphocytes  about 
small  vessels.  The  serosa  is  ragged,  and  the  subserosa 
is  edematous.  In  the  section  from  the  distal  portion 
there  is  much  autolysis  of  the  mucosa.  The  glandu- 
lar crypts  are  long  and  deep,  with  many  goblet  cells, 
pnd  for  the  most  part  resemble  intestinal  enithelium. 
There  are  numerous  nests  situated  among  the  intes- 
tinal glands  composed  of  gastric  glands  with  parietal 
cells.  In  this  section  there  is  also  marked  engorge- 
ment of  the  vessels  and  edema  of  the  subserosa. 

"The  passive  hvperemia  so  evident  in  these  sec- 
tions is  undoubtedly  due  to  venous  stasis  incident  to 
the   strangulated   hernia." 

Diagnosis:  "Meckel's  diverticulum  with  passive 
hyperemia." 

Comment 

In  retrospect,  I  believe  it  would  have  been 
wiser  in  this  case  to  reduce  the  diverticulum 
and  repair  the  hernia  first,  and  then  to  re- 
move the  diverticulum  through  the  second 
incision.  The  danger  of  infection  of  the 
hernial  wound,  which  fortunately  did  not 
occur,  would  thus  have  been  made  negligible. 

J.  Renorterl  l)^-  Dr.  K.  .\I.  nrinkhous.  Professor  of  Patholog\'. 
I'niversitv  of  North  Carolina  School  of  Medicine,  Chapel 
Hill,  N'orth  Carolina. 
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Summary 

A  case  of  incarceration  of  a  Meckel's  di- 
verticulum in  an  inguinal  hernia  is  reported, 
this  being-  the  ninety-ninth  such  case  in  the 
literature. 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


SIR  WILLIAM  OSLER 

Mrs.  J.  C.  Trent,  Edif<n- 

Durham 

IV 

OSLER  DISEASES 

Eponymic  expressions  in  medical  litera- 
ture are  increasing  each  year  to  such  an  ex- 
tent that  they  are  becoming  a  "real  nuisance 
and  fad,"  as  Garrison  feared  forty  years  ago. 
Nevertheless,  their  use  should  give  no  cause 
for  alarm,  because  there  is  little  danger  that 
they  will  replace  the  descriptive  scientific 
names,  and  they  do  undeniably  provide  a  pro- 
vocative historical  reference.  Recently  it  was 
found  that  in  tuberculosis  alone  there  are 
more  than  a  thousand  eponyms.  To  the  clear 
thinker  this  usage  does  not  offer  a  great 
obstacle. 

The  tendency  to  honor  the  man,  of  course, 
must  not  take  precedence  over  the  scientific 
name  that  describes  the  disease;  yet  one 
clings  to  the  .sentiment  that  bestows  this 
recognition  upon  an  investigator  or  teacher 
who  has  added  something  important  to  the 
world's  scientific  knowledge.  Among  those 
who  commonly  used  the  names  of  medical 
men  to  identify  the  diseases  with  which  they 
did  extensive  and  original  work  is  Sir  Wil- 
liam Osier,  and  in  turn,  as  might  be  expected, 
his  name  has  also  been  associated  with  the 
various  clinical  entities  he  so  frequently  de- 
scribed. 

Osler-Vaquez  Diseo.'ie  (Chronic  Cyanosis 
irith  Polycythemia  and  Enlarged  Spleen) 
Osier  used,  as  synonyms  for  erythremia, 
"Vaquez  disease"  and  "polycythemia  vera." 
It  is  not  surprising  that  he  should  thus  honor 
the  physician  who  first  drew  attention  to  a 
new  medical  picture. 

In  1892,  Vaquez'"  reported  one  case,  and 

1.  Vn(iuez,  M.  H. :  Sur  line  forme  sp^oiale  de  cyaiiose  s'ac- 
compiip:nant  frhvijersloculie  excessive  et  persistante, 
Conipt.    leilcl.    Sc»'.   ill-   lM"l.    ll:3Sl-3S8,    189-2. 


thirteen  years  later  Osier'-'  published  his  pa- 
per on  this  clinical  entity.  In  his  words,  "The 
condition  is  characterized  by  chronic  cyano- 
sis, polycythemia,  and  moderate  enlargement 
of  the  spleen.  The  chief  symptoms  have  been 
weakness,  prostration,  constipation,  head- 
ache and  vertigo."  He  gave  in  detail  the  find- 
ings in  9  cases — 4  of  his  own  and  5  that  had 
appeared  in  the  literature.  After  analysis  of 
all  the  data,  he  stated  that  the  clinical  pic- 
ture is  not  distinctive,  the  symptoms  are 
somewhat  indefinite,  and  the  pathology  is 
quite  obscure. 

In  France  the  condition  is  called  la  maladie 
de  Vaejnez:  in  the  English-speaking  w'brld, 
it  is  known  either  as  Vaquez's  or  Osier's  dis- 
ease, or  as  the  Vaquez-Osler  disease.  Osier 
himself  always  designated  it  as  Vaquez's 
disease  or  la  maladie  de  Vaquez. 

La  maladie  d'Oslcr  (Chronic  Infectious 
Endoca)'ditis  or  Sidxtcute  Bacterial 
Endocarditis)  and  "Osier's  Nodes" 

In  1908,  Osier  read  a  paper  on  chronic  in- 
fectious endocarditis  at  a  meeting  of  the  As- 
sociation of  Physicians  of  Great  Britain, 
Ireland  and  Edinburgh'-''.  In  France  it  has 
since  come  to  be  known  as  la  maladie 
d'Osler'^\  Although  the  condition  does  not 
bear  his  name  in  the  English  medical  litera- 
ture, the  nodes  which  he  described  are  known 
as  "Osier's  nodes." 

This  form  of  endocarditis  runs  a  slow 
course,  is  characterized  by  a  low-grade  fever, 
and  is  caused  by  Streptococcus  viridans. 
Osier,  at  the  meeting  mentioned,  described 
the  complete  clinical  picture,  embodying  his 
vast  experience,  and  emphasized  as  a  dis- 
tinguishing feature  the  occurrence  of  pain- 
ful, nodular  areas  of  erythema,  chiefly  on 
the  hands  and  feet.  He  quoted  the  descrip- 
tion of  Dr.  Mullen  of  Hamilton : 

"The  spots  came  out  at  intervals  as  small  swollen 
areas,  some  the  size  of  a  pea,  others  a  centimeter 
and  a  half  in  diameter,  raised,  red,  with  a  whitish 
point  in  the  centre.  I  have  known  them  to  pass  away 
in  a  few  hours,  but  more  commonly  they  last  for  a 
day,  or  oven  longer.  The  commonest  situation  is  near 
th3  tip  of  the  finger,  -^vhich  i-nay  be  slightly  swollen." 

Of  the  10  cases  Osier  reported  at  that 
time,  the  spots  were  the  essential  diagnostic 

•1.  Osier,  W. :  C'linmie  Cyanosis'  with  Polycythemia  and  En- 
larfjred  Spleen:  \  New  Clinical  Entity,  Am.  .1.  M.  Sc. 
U'H  :l,S7-201,    1903. 

.1.  Osier.  Vf.:  Chronic  Infectious  Endocarditis,  Qnart.  .1.  Med. 
2:219-2.10,   1908-9. 

1.  (a)  Osier.  "W.:  EndfK-ardites  infectieuses  chronique,  Bull. 
et  mem.  Sew.  nied.  rt.  hop.  de  Paris.  S.  3.  20:794-796,  1908. 
(h1  Donzelrtt,  E..  Kaufniann.  H.  and  Escalle,  J.  E.:  La 
maladie  d'Osler.  Etudes  cliniques,  physio-pathologiques  et 
thi^rapeuti<(ues.  Symposiums  et  mono^raphies  de  la  "Se- 
maine  des  Hospitaux-'.  Paris,  L'Expansion  Scientifique 
Fi-ancaise,   19 17. 
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factor  in  three.  He  especially  observed  that 
the  spots  are  not  beneath,  but  in  the  skin. 
The  most  frequent  localities  are  the  pads  of 
the  fingers  and  toes,  the  thenar  and  hypo- 
thenar  eminences,  the  sides  of  the  fingers, 
and  the  lower  part  of  the  arm.  They  are 
never  hemorrhagic,  but  are  always  erythe- 
matous and  sometimes  pink,  with  slightly 
opaque  centers. 

These  spots  are  known  to  many  as  "Osier's 
nodes,"  since  he  w^as  the  first  to  describe 
them  fully  and  to  stress  their  diagnostic  im- 
portance in  chronic  infectious  endocarditis. 
Other  names 'for  the  entire  entity,  in  addi- 
tion to  those  mentioned,  are  septic  endocard- 
itis, infectious  endocarditis,  and  endocarditis 
lenta. 

RfvxUi-Osler-Weher  Di-'^eofte  (Heredifari/ 
Hemorrhagic  Telangiectasis) 

Osier's  interest  in  telangiectasis  was  ap- 
parent to  all  who  ever  made  hospital  rounds 
with  him ;  he  never  failed  to  note  its  occur- 
rence, nor  to  speculate  upon  the  significance 
of  its  presence.  In  hereditary  hemorrhagic 
telangiectasis  the  essential  features  are,  as 
the  name  implies,  hemorrhages  from  telang- 
iectatic areas,  associated  with  a  hereditary 
history. 

In  the  condition  of  recurrent  hemorrhage 
due  to  capillary  weakness,  epistaxis  and 
hematemesis  may  occur.  In  some  cases  there 
are  no  demonstrable  lesions,  while  most  fre- 
quently the  bleeding  comes  from  hemangi- 
omas, nevi,  and  telangiectatic  lesions.  These 
may  be  visible  or  may  not  be  seen  until  they 
are  found  at  autopsy. 

Osier'""  described,  in  1901,  "a  remarkable 
hereditary  multiple  telangiectasis,  a  special 
feature  of  which  is  recurring  epistaxis  .  .  . 
The  bleeding  occurs  from  telangiectasis  in 
the  nasal  mucosa,  and  from  those  in  the  lips, 
tongue,  and  skin.  A  severe  anaemia  may  be 
caused  by  the  loss  of  blood."  Later  he  ex- 
tended his  description  of  this  interesting  clin- 
ical syndrome"'*. 

OsJei-'s  Erythema  Group  of  Ski)i  Lesions 

icith  Visceral  Manifestations 

(Anaphylactoid  Purpura) 

Osier's   erythema   group    of   skin    lesions 

with   visceral   manifestations'"'   are   classed 

.'J.    Osier.    W.:    On    .a    Family    Form    of    Recurring:    Epistaxis. 

Associated    with    Multiple    Telangiectasis   of   tlie    Skin    and 

Mucous  Meniliranes,  Bull.  Johns  Hopkins  Hosp.  12:3;»3-:i:i7. 

lOiii. 
(i.    Osier,    W. :    On    Multiple    Hereditary    Telangiectases    with 

Keciirrin^  Haemorrhages.  Quart.  .T.  Med.  1  :r>;j-;)H.  i(>i)7. 
7.    (a)     Osier.    W.:    The    Visceral    Lesions'    of    the    Erythema 

Group,    Brit.    .T.   Dennat.    1-2:227-245,    )!)0n.    Chi    Osier.    W.: 

The    Visceral    Lesions   of   Purpura    and   Allied    Conditions, 

Brit.   M.  J.   1:517-525.   1914. 


with  anaphylactoid  purpura  because  they  ai'e 
similar  to  anaphylactic  purpura,  both  clin- 
ically and  pathologically.  The  skin  lesions 
are  not  constant ;  they  vary,  and  occur  as 
simple  erythema,  urticaria,  edema,  or  pur- 
pura. Visceral  manifestations  may  occur  in 
any  of  these  forms.  According  to  Osier,  the 
symptoms  may  be  classified  as  follows : 

a.  The  gastro-intestinal  crises  are  charac- 
terized by  (1)  colic  alone,  (2)  more  fre- 
quently colic  and  vomiting,  or  (3)  colic  with 
vomiting  and  diarrhea  or  with  blood  in  the 
stool.  With  gastrointestinal  involvement 
there  are  usually  cutaneous  manifestations, 
but  severe  colic  may  occur  without  other 
symptoms. 

b.  Hematuria  and  nephritis. 

c.  Hemorrhage  from  the  mucous  surfaces. 

d.  Cerebral  symptoms. 

e.  Pulmonary  complications. 

The  intestinal  attacks  may  be  of  such  se- 
verity that  they  simulate   appendicitis  and 
intussusception,  necessitating  surgical  treat- 
ment.   The  condition  found  at  operation  is 
that  of  an  acute  hemorrhagic  infiltration  of 
a  limited  area  of  the  stomach  or  bowel.   The 
attacks  may  occur  for  years  in  children  be- 
fore their  real  nature  is  recognized,  and  the 
diagnosis  may  be  made  only  when  an  out- 
break of  urticaria  or  purpura  occurs. 
E.  ROSENCRANTZ,  M.D. 
Department  of  Medical  History 
and  Bibliography,  University  of 
California  Medical   School, 
San  Francisco 


Organic  Disea.se  and  Neuro.sis — There  are  few 
moi'e  difficult  problems  in  medicine  or  ones  which 
require  such  a  high  degree  of  clinical  acumen  and 
judgment  than  that  of  spotting  the  presence  of  or- 
ganic disease  in  a  neurotic  patient.  With  patience 
and  care,  however,  there  will  be  found  to  have  been 
some  alteration  in  the  patient's  previous  symptoms. 
Thus  a  man.  who  for  years  has  had  diai'rhoea  which 
only  occurred  by  day,  may  have  to  start  getting  up 
in  the  early  moining  to  empty  the  bowel  and.  when 
he  has  done  so.  not  have  a  feeling  of  complete  re- 
lief, thereby  focussing  your  attention  on  the  possi- 
bility of  a  neoplasm  in  his  rectum.  Though  I  have 
mentioned  this  rare  possibility  I  do  not  wish  to  over- 
stress  it.  But  the  opposite  state  of  affairs  is  far  from 
uncommon,  in  which  a  patient  with  long-standing- 
diarrhoea  of  organic  origin  develops  a  suneradded 
psychoneurosis  and  bowel  consciousness.  This  was 
made  abundantly  clear  to  me  during  the  war  when 
treating  large  numbers  of  men  suffering  from 
chronic  relapsing  amoebic  dysentery.  In  these  cases 
a  vicious  circle  was  set  un. — W.  Lindsay  Lamb:  The 
Investigation  of  Chronic  Diarrhoea  in  Adults,  Edin- 
burgh M.  .J.  55:20G   (April)   1048. 
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DR.  MORGAN'S  ADDRESS 

The  leading-  article  in  this  month's  issue 
of  the  North  Carolina  Medical  Journal 
is  the  address  which  Dr.  Hugh  Morgan  de- 
livered at  the  sesquicentennial  celebration 
of  the  State  Medical  Society.  In  the  official 
program  the  subject  of  the  address  was 
given  as  "Then  and  Now."  After  the  pro- 
grams were  printed,  however,  the  title  of  the 
article  was  changed  to  one  much  more  in- 
dicative of  its  nature.  Dr.  Morgan  has  been 
one  of  the  prime  movers  in  the  "protest 
against  the  present  attitudes  and  policies  of 
the  A.M. A.  in  regard  to  the  problem  of  med- 
ical care"  (see  the  Journal  of  the  American 
Medical  Associafwn  for  February  19,  1949, 
p.  532),  and  it  is  quite  obvious  that  he  used 
the  occasion  of  our  State  Medical  Society's 
sesouicentennial  celebration  as  a  means  of 


giving  publicity  to  the  beliefs  of  his  group. 

The  North  Carolina  Medical  Journal 
seldom  takes  issue  with  one  of  its  contribu- 
tors, especially  with  one  who  was  an  invited 
guest  of  our  Society.  However,  since  Dr. 
Morgan's  position  is  so  much  at  variance 
with  the  stand  taken  by  our  own  State  So- 
ciety, it  seems  only  fair  to  submit  a  few  re- 
marks in  rebuttal. 

With  much,  if  not  most,  of  Dr.  Morgan's 
speech  there  can  be  no  argument.  We  are 
living  in  an  era  of  great  and  rapid  change; 
we  are  faced  with  the  necessity  of  making 
medical  care  accessible  to  the  entire  popula- 
tion ;  medicine  has  made  tremendous  prog- 
ress within  this  century:  the  people  want 
and  will  have  health  insurance;  and  the  doc- 
tor should  never  forget  his- professional  ob- 
ligations, come  what  may.  It  is  also  undoubt- 
edly true  that  government  has  been  taking 
an  increasingly  large  part  in  the  practice  of 
medicine. 

This  last  undisputed  fact  is,  indeed,  one 
of  the  arguments  Dr.  Morgan  uses  in  an  ap- 
parent attempt  to  convince  his  audience  that 
— although  he  opposes  socialized  medicine  on 
some  grounds — it  is  not.  after  all,  such  a  bad 
thing.  "The  federal  governme.it  is  attempt- 
ing to  give  varying  degrees  of  medical  care 
to  24,000,000  beneficiaries — about  one  sixth 
of  the  population  of  this  nation  .  .  .  When  all 
these  beneficiaries  of  government  health 
services  are  added  together,  the  number  of 
the  population  left  to  be  cared  for  under  the 
private  enterprise  system,  by  private  prac- 
titioners and  voluntary  health  agencies,  is 
startlingly  reduced."  These  words  of  Dr. 
Morgan's  are  strangely  reminiscent  of  a 
statement  on  page  52  of  the  International 
Labour  Organisation's  recent  book.  Ap- 
proaches TO  S0CI.4L  Security:  "The  oppo- 
sition of  the  medical  profession  to  the  ration- 
al organisation  of  insurance  medical  service 
is  likely  to  be  weakened  by  the  gradual  nar- 
rowing of  the  field  of  private  practice.  It  is 
obvious  that  in  Europe,  at  all  events,  the 
classes  on  whom  the  doctors  relied  to  supply 
their  private  patients  are  disappearing." 

As  another  evidence  of  government  en- 
croachment on  private  practice.  Dr.  Morgan 
offers  the  fact  that  "Almost  all  the  beds  for 
long  term  or  chronic  illness  .  .  .  and  about 
half  the  general  hospital  beds  are  being  op- 
erated  by  government."   It  is  pertinent  to 
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recall  Dr.  Louis  Bauer's  statistics:  "Govern- 
ment hospitals  have  78  per  cent  of  the  total 
bed  capacity,  but  account  for  only  39  per 
cent  of  the  admissions.  Non-government 
hospitals,  having-  only  22  per  cent  of  the 
beds,  account  for  61  per  cent  of  the  admis- 
sions.""' Those  doctors  who  have  learned, 
from  talking  to  patients  who  have  "served 
a  term"  in  one  of  the  VA  hospitals,  how  slow 
is  the  grinding  of  their  diagnostic  mills  can 
readily  understand  the  difference  in  the  ad- 
mission rates  of  government  and  non-gov- 
ernment hospitals. 

Many  civilians  who  have  served  as  enlisted 
men  or  medical  officers  in  the  armed  forces, 
or  have  had  experience  with  VA  hospitals 
will  be  inclined  to  doubt  Dr.  Morgan's  state- 
ment that  "medicine  in  the  Army,  Navy,  Air 
Forces,  and  Veterans  Administration  is  good 
over  all — and  far  better  in  1949  than  that 
practiced  in  the  average  home  or  hospital 
throughout  the  country."  The  president  of 
our  State  Medical  Society  spoke  for  a  great 
many  of  his  colleagues  when  he  told  the 
North  Carolina  Radiological  Society,  after 
three  years  of  service  in  the  Army,  "We  are 
coming  back  into  civilian  life  much  poorer 
doctoi's  than  when  we  were  commissioned 
medical  officers  .  .  .  Consider  the  inevitable 
effect  of  governmental  control  of  medicine 
in  which  military  discipline  would  be  lack- 
ing and  in  which  control  would  be  exercised 
by  non-medical  directors  and  politicians."'-' 

Dr.  IMorgan  wonders  "why  organized  med- 
icine refused  to  work  out  a  national  health 
insurance  scheme  under  the  Blue  Cross,  Blue 
Shield  plan  as  proposed  by  Paul  Hawley  last 
summer."  Apparently  he  has  not  heard  that 
on  October  18,  1948,  the  United  States  Gov- 
ernment brought  suit  against  the  Oregon 
State  Medical  Society,  "charging  attempt  to 
monopolize  prepayment  medical  care  insur- 
ance, in  violation  of  the  Sherman  Antitrust 
Act."'''  It  is  highly  probable  that  similar 
suits  will  be  instituted  against  other  state 
medical  societies.  Is  it  at  all  likely  that  such 
a  shining  target  as  the  national  insurance 
corporation  proposed  by  Dr.  Hawley  would 
be  overlooked  by  our  Department  of  (so- 
called)  Justice?  There  are  other  objections 
to  Dr.  Hawdey's  proposed  merger,  but  this 
one  is  enough. 

1.  Bauer.  L.:  Private  Enterprise  or  Governinont  in  Medicine, 
Sprinafielcl.   Illinois.   Cliarles  C.   Thomas,    li)ls,    p.    2-.'. 

2.  Murpliv,    G.   \V.:   Doctors',   Tal<e   Warning,    North    Carolina 
M.  .1.   ii:175    (\ov.)    1915. 

.•!.    Resolution    passed    Ijy    the    Oregon    State    Medical    Society 
at  its  1919  meeting. 


Dr.  Morgan  makes  the  excellent  sugges- 
tion that  opposition  to  socialized  medicine — 
"if  we  do  oppose  it" — be  based  on  "valid  rea- 
sons" rather  than  "stupid  maxims,  mottoes, 
and  slogans."  Among  the  reasons  which  he 
apparently  considers  valid  is  that  it  would 
"impersonalize  and  degrade  the  practice  of 
medicine."  In  the  next  paragraph,  however, 
he  says  that  he  does  not  believe  that  "social- 
ized medicine  will  lower  the  ethical  stand- 
ards, ideals  and  moral  values  of  individual 
doctors."  It  is  a  pleasure  to  agree  with  the 
first  statement — a  duty  to  disagree  with  the 
second. 

Dr.  Morgan,  like  most  of  the  other  148 
"protestants,"  has  not  had  enough  exper- 
ience in  the  private  practice  of  medicine 
to  realize  the  importance  of  the  doctor-pa- 
tient relationship  in  medical  practice  at  its 
best.  Apparently  he  has  also  overlooked  the 
fact  that  it  is  almost  impossible  to  separate 
economic  from  professional  considerations 
in  any  system  of  medical  care.  The  English 
plan  is  lowering  the  standards  of  practice 
because  the  income  of  the  doctors  working 
under  it  depends  altogether  upon  the  num- 
ber of  patients  on  their  panel.  If  they  have 
enough  patients  to  bring  a  living  income, 
they  can  not  do  good  work;  if  their  patients 
are  limited  to  the  number  they  can  do  justice 
to,  they  can  not  live  on  the  resulting  income. 

Those  who  would  like  to  see  compulsory 
health  insurance  forced  upon  this  country 
have  conducted  a  constant  campaign  to  dis- 
credit the  doctors  of  America.  The  Ameri- 
can Medical  Association  has  been  a  particu- 
lar target  for  abuse,  with  the  result  that 
most  people  in  the  country,  including  many 
of  the  A.M.A.'s  members,  have  come  to  be- 
lieve that  it"  is  controlled  by  a  small  clique, 
or  even  by  one  man,  Morris  Fishbein.  The 
truth  is  that  the  House  of  Delegates  of  the 
American  Medical  Association,  which  is  per- 
haps the  most  truly  democratic  body  in 
America,  makes  the  policies  of  the  A.M. A. 
The  House  of  Delegates,  and  not  Morris 
Fishbein  or  the  Board  of  Trustees,  is  re- 
sponsible for  the  $25  assessment  and  for  the 
justifiable  attempt  to  inform  the  public  of 
the  achievements  and  aims  of  the  A.M. A.  It 
is  unfortunate,  to  say  the  least,  that  a  group 
of  men  so  highly  respected  and  respectable 
as  "the  loyal  opposition"  should  play  directly 
into  the  hands  of  the  politicians,  who  know 
full  well  the  effectiveness  of  Hitler's  "divide 
and  conquer"  technique. 
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DR.  TOM   SEAY   HONORED 

At  the  sesquicentennial  meeting  of  the 
State  Society,  Dr.  Thomas  W.  Seay  of 
Spencer  wa.s  selected  by  the  House  of  Dele- 
gates as  North  Carolina's  candidate  for  the 
A.M.A.'s  General  Practitioner  Award.  On 
Thursday,  June  3,  the  Rowan-Davie  Coun- 
ties Medical  Society  honored  Dr.  Seay  at  a 
dinner  meeting  held  in  the  Yadkin  Hotel  at 
Salisbury.  Approximately  150  guests  were 
present,  including  Mrs.  Seay  and  their  chil- 
dren, Ruth,  Tommy,  and  Jimmy;  the  mayors 
of  Spencer,  of  East  Spencer,  and  of  Salis- 
bury ;  representatives  of  various  civic  organ- 
izations :  and  a  number  of  out-of-town  visit- 
ers. The  master  of  ceremonies  was  Dr.  W.  M. 
Long,  president  of  the  society.  After  brief 
remarks  by  Drs.  Reece  Berryhill,  dean  of  the 
University  of  North  Carolina  School  of 
Medicine,  Wingate  Johnson,  editor  of  the 
North  Carolina  Medical  Journal,  and 
I.  E.  Shafer,  Ninth  District  councilor,  the  ' 
official  citation  from  the  State  Medical  So- 
ciety was  presented  by  President-Elect  Ros- 
coe  McMillan.  Dr.  McMillan  substituted  for 
President  Westbrook  Murphy,  who  was  pre- 
vented from  coming  by  illness  in  his  family. 
Dr.  McMillan  and  the  other  speakers  paid 
tribute  to  Dr.  Seay  as  representing  the  high- 
est type  of  family  doctor.  Dr.  Shafer  well 
said,  "You  have  won  this  honor  because  you 
have  lived  by  the  Golden  Rule  and  because 
you  have  been  an  ethical  physician." 

After  the  official  citation  had  been  pre- 
sented. Dr.  C.  W.  Armstrong  made  a  brief 
address  in  which  he  summarized  the  qualities 
that  had  endeared  Dr.  Seay  to  his  patients, 
to  his  colleagues,  and  to  the  community. 
What  he  said  was  so  obviously  from  his  heart 
that  all  present  were  moved  by  the  simple 
eloquence  of  his  tribute  to  a  colleague  and 
friend.  Dr.  Seay,  in  a  voice  choked  with 
emotion,  thanked  all  present  for  what  they 
had  done  and  for  what  they  meant  to  him. 

As  a  final  token  of  esteem  Dr.  Long  pre- 
sented a  pair  of  silver  candelabras  from  the 
Rowan-Davie  Society  to  Dr.  and  Mrs.  Seay, 
who  were  also  celebrating  their  twenty- 
eighth  wedding  anniversary. 

The  official  citation  from  the  State  So- 
cietj'  is  as  follows : 

A  CITATION 

Dr.  Thomas  Waller  Seay 

^  The  influence  of  doctors  of  medicine  upon  the 
civilization  of  North  America  has  been  more  marked 
and   more  favorable   than   that   of   any   comparable 


group. 

It  IS  quite  possilile  that  medicine  will  be  the  rock 
upon  which  the  tidal  wave  of  socialization  will  break 
and  then  recede  to  the  preservation  of  that  same 
civilization. 

As  the  farmer  is  the  source  of  supply  of  food  and 
clothing,  so  the  general  practitioner  is  the  very 
foundation  of  medical  care  and  is,  therefore,  indis- 
pensable. 

An  American  could  not  choose  a  career  of  greater 
servic3  to  his  generation  and  his  nation  than  that 
of  "family  physician." 

In  recognition  of  the  value  of  these  foremost  citi- 
zens, the  medical  society  of  each  state  selects  a 
candidate  and  from  that  group  the  American  Medi- 
cal Association  chooses  for  the  nation  a  "General 
Practitioner  of  the  Year." 

To  be  so  chosen  is  without  doubt  the  greatest 
honor  v.-ithin  the  giving  of  state  and  national  medi- 
cal societies. 

Therefore,  exercising  the  authority  vested  in  me 
as  president  of  the  Medical  Society  of  the  State  of 
North  Carolina,  and  acting  upon  the  instructions  of 
its  House  of  Delegates,  I  declare  that  Dr.  Thomas 
Waller  Seay  of  Spencer,  North  Carolina,  a  member 
in  good  standing  of  the  Rowan-Davie  Counties  Medi- 
cal Society,  has  been  duly  selected  as  the  most 
worthy  general  practitioner  for  the  year  1949  and  is 
entitled  to  all  of  the  privileges  and  immunities 
appertaining  to  that  designation. 

His  name  is  herewith  tendered  to  the  House  of 
Delegates  of  the  American  Medical  Association  as  a 
candidate  for  the  General  Practitioner  Award  for 
1040. 

With  this  citation  a  certificate  is  granted  by  the 
Medical  Society  of  the  State  of  Norh  Carolina  as  a 
symbol  of  this  man's  greatness. 

Gibbons  Westbrook  Murphy,  M.D. 
President,  Medical  Society  of  the 
State  of  North  Carolina 


POLITICS  AND  MENTAL  HYGIENE 
IN  GEORGIA 

An  incident  which  recently  occurred  in 
Georgia  reminded  many  North  Carolina 
doctors  of  a  situation  which  arose  in  our  own 
state  not  many  years  ago.  The  incident,  re- 
ported by  the  Associated  Press  on  June  7, 
was  the  resignation  of  thirteen  of  the  fifteen 
medical  staff  members  of  the  Georgia  State 
Hospital  for  mental  disease.  The  physicians, 
led  bv  Dr.  T.  G.  Peacock,  medical  superin- 
tendent, resigned  in  protest  against  domina- 
tion by  State  Welfare  Director  Jack  For- 
rester and  Deputy  Director  T.  A.  Dechman, 
whom  Mr.  Forrester  had  recently  appointed 
manager  of  the  hospital.  To  the  credit  of  the 
doctors,  they  offered  "to  remain  for  a  limited 
time,  with  or  without  salary."  To  the  dis- 
credit of  Mr.  Forrester,  he  refused  to  accept 
the  resignations,  but  fired  the  doctors  at 
once,  leaving  only  two  physicians,  both  "over 
70  and  in  failing  health,"  to  care  for  10,000 
mental  patients. 

Readers  of  this  journal  may  recall  an  edi- 
torial protesting  against  the  increased  au- 
thority given  the  general  business  manager 
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of  our  North  Carolina  institutions  for  men- 
tal disease  by  the  1945  legislature'".  This 
action  resulted  in  the  resignations  of  the 
superintendents  of  the  state  hospitals  in 
Raleigh  and  Morganton.  The  late  Dr.  Paul 
McCain  once  made  the  statement  that  he 
would  not  remain  as  superintendent  of  our 
State  Tuberculosis  Sanatoria  fifteen  minutes 
if  he  did  not  have  authority  over  the  business 
office. 

The  situation  in  Georgia  is  an  excellent 
example  of  what  might  be  expected  on  a  na- 
tional scale  if  medical  care  is  put  under  the 
domination  of  politicians.  The  welfare  of 
10,000  patients  in  the  Georgia  State  Hospital 
was  entirely  secondary  to  a  political  consid- 
eration. The  welfare  of  140,000,000  potential 
patients  in  the  United  States  would  be  ditto. 

1.    I'olitics  aiul  Mental  Hvsiene  in  North  Carolina,  Editorial, 
North  Carolina  M.  J.  0:207-2(19   (April)   ISilj. 

WANTED:  A  PAINMETER 

Within  the  memory  of  many  now  living, 
the  clinical  thermometer  for  recording  the 
temperature  of  the  human  body  was  virtual- 
ly the  only  instrument  of  precision  used  by 
the  medical  profession,  unless  we  include  the 
watch,  with  its  second  hand  added  for  the 
doctor's  convenience  in  counting  the  pulse. 
Now  such  instruments  have  multiplied  until 
they  are  almost  innumerable.  The  x-ray 
machine  was  developed  with  the  close  of  the 
last  century;  the  blood  pressure  apparatus 
came  into  extensive  use  soon  after  the  be- 
ginning of  the  present  one.  These  have  been 
followed  in  bewildering  succession  by  the 
electrocardiograph,  the  basal  metabolism  ap- 
paratus, the  electroencephalograph,  and 
others.  It  would  seem  that  it  is  time  to  pause 
and  consolidate  our  gains;  but  before  we  do, 
some  inventive  genius  should  develop  one 
more  instrument  for  which  there  is  really  a 
crying  need.  That  is  a  device  for  recording 
the  amount  of  pain  an  individual  suffers. 

The  uses  to  which  a  painmeter  might  be 
put  are  many,  and  need  not  be  discussed  at 
length.  The  pathology  underlying  a  migraine 
headache,  for  instance,  must  be  the  same  in 
different  individuals ;  yet  one  victim  may 
carry  on  her  household  duties,  while  another 
must  go  to  bed  with  a  relay  of  trained  nurses 
and  enough  analgesics  to  stock  a  drugstore. 
An  actual  case  report  is  that  of  a  high  school 
girl  who  had  been  dividing  her  attention 
between  books  and  boys — with  emphasis  on 


the  latter — and  on  the  eve  of  her  examina- 
tions was  overcome  by  an  agonizing  head- 
ache. When  her  anxious  mother  brought  her 
to  a  physician  for  examination,  she  com- 
plained of  excruciating  pain  when  the  blood 
pressure  instrument  was  inflated  until  it 
reached  116,  and  almost  fainted  with  pain 
when  the  tip  of  her  finger  was  pricked  to 
secure  a  drop  of  blood. 

How  much  more  intelligently  and  convinc- 
ingly we  doctors  could  talk  to  our  patients 
if  we  could  tell  them  just  how  many  alge- 
sions  the  painmeter  registered.  ("Algesions" 
is  a  term  just  coined  for  degrees  of  pain. 
Like  most  modern  scientific  terms,  it  comes 
from  the  Greek.  The  term  is  thrown  in  with- 
out extra  charge  for  the  use  of  the  prospec- 
tive inventor  of  the  painmeter.) 

One  of  the  most  important  uses  of  such 
an  instrument  would  be  in  medicolegal  cases. 
What  a  boon  it  would  be  to  the  insurance 
companies  if  the  horrible  pain  suffered  by 
the  victim  of  a  back  injury  incurred  in  line 
of  duty  could  be  measured  to  the  exact  de- 
gree !  How  embarrassing,  on  the  other  hand, 
to  the  lawyer  who  takes  such  cases  on  a 
fifty-fifty  basis ! 

"AN  ACT   TO  INCORPORATE   THE 

NORTH  CAROLINA  MEDICAL 

SOCIETY" 

The  charter  granted  in  1799  by  the  legis- 
lature of  North  Carolina  to  the  medical  so- 
ciety was  printed  in  the  souvenir  program 
of  the  banquet.  Since  some  may  have  over- 
looked it,  and  since  it  seems  worthy  of  more 
permanent  record,  it  is  herebv  pukished  in 
full : 

"1.  Be  it  enacted  by  the  General  Assembly  of 
the  State  of  North  Carolina,  and  it  is  hereby  enacted 
by  the  authority  of  the  same:  That  the  physicians 
who  have  associated  themselves  together,  forming  a 
medical  society,  be  incorporated  by  the  name  and 
title  of  the  North  Carolina  Medical  Society;  by 
which  name  the  society  shall  have  perpetual  succes- 
sion and  a  common  seal,  and  be  entitled  to  sue  and 
be  sued,  and  possess  all  the  other  rights  and  privi- 
leges usually  vested  in  corporated  bodies,  and  have 
a  right  to  hold  and  possess  in  their  ovm  right,  any 
estate  real  or  personal,  the  said  society  may  acquire. 

"2.  And  be  it  further  enacted:  That  the  said 
Society  shall  have  it  in  their  power  to  enact  by-laws 
for  their  own  regulation  and  government  which  laws 
shall  be  binding  on  all  its  present  members,  and  any 
member  or  members  who  shall  be  hereafter  ad- 
mitted." 

Let  us  hope  that  the  Federal  Department 
of  Justice  will  not  take  too  seriously  the  So- 
ciety's right  "to  sue  and  be  sued." 


330 


NOKTH   CAROLINA    MEDICAL  JOURNAL 


Juiir,    1949 


CORRESPONDENCE 


RP^PORTS  OF  MEDICAL 

EXAMINATIONS  FOR  VETERANS 

ADMINISTRATION   RATING 

AGENCIES 

May  26,  1949 
To  the  editor: 

The  National  Rehabilitation  Commission 
of  The  American  Legion  wishes  to  call  to  the 
attention  of  the  medical  profession  that 
many  veterans  who  are  attempting  to  get 
disability  claims  adjudicated  before  Veterans 
Administration  rating  agencies  are  experi- 
encing delays  and  handicaps  in  accomplish- 
ment of  final  rating  because  of  physician's 
reports  and  statements  which  are  unsatis- 
factory or  not  acceptable  to  the  Veterans 
Administration  for  one  reason  or  another. 
The  purpose  of  this  statement  is  to  clarify 
what  the  Veterans  Administration  desires  of 
physicians'  reports  to  adjudicate  claims 
properly.  The  Veterans  Administration  reg- 
ulations require  that  the  physician's  state- 
ment be  notarized  only  in  initial  establish- 
ment of  service  connection  for  a  specific 
disease  or  condition.  While  this  requirement 
is  considered  a  waste  of  time  by  most  phy- 
sicians, it  is  a  Veterans  Administration  re- 
quirement in  establishing  initial  service  con- 
nection. However,  most  doctors  will  be  ex- 
amining and  working  on  reports  for  veterans 
who  have  already  had  service  connection 
established,  and  are  conducting  the  exami- 
nation to  determine  whether  the  condition 
has  improved,  regressed  or  remained  sta- 
tionary. In  such  cases,  the  statement  on  the 
physician's  letterhead  is  sufficient.  Notari- 
zation is  not  required  in  these  cases. 

Since  claims  may  be  made  months,  or,  in 
some  cases,  years  after  the  physician  has 
examined  or  treated  the  veteran  for  a  given 
condition,  the  doctor  should  state  in  the  body 
of  his  report  whether  the  information  is 
from  his  office  or  clinic  records,  or  from 
memory.  Since  Veterans  Administration  ad- 
judication personnel  have  among  their  num- 
ber physicians,  or  they  can  obtain  the  ad- 
vice of  Veterans  Administration  doctors,  the 
rejiorts  should  be  in  professional  language 
with  r,o  attempt  to  simplify  the  terminology 
for  lay  interpretation.  Interpretation  of  the 
validity  of  the  doctor's  data  in  relation  to 
the  veteran's  claim  will  be  made  by  medical 
personnel.  Therefore  the  reports  should  be 
as  complete  and  detailed  as  possible. 


In  the  report,  the  date  of  first  treatment 
and  the  length  of  time  the  veteran  has  been 
observed  by  the  doctor  should  be  included. 
Details  of  the  pertinent  history  and  physical 
examination  are  essential.  The  detailed  med- 
ical findings,  both  physical  and  laboratory, 
should  be  included.  For  instance,  degree  of 
extension  or  flexion  of  an  ankle  may  be  very 
important  in  determining  adjudication  re- 
sults. Such  detailed  medical  findings  should 
be  listed  by  the  reporting  physician.  When 
this  is  done,  the  final  diagnosis  made  by  the 
doctor  can  be  interpreted  in  the  light  of  the 
data  that  led  to  the  making  of  the  diagnosis. 
It  is  not  sufficient  merely  to  state  that  the 
veteran  was  treated  for  a  given  condition, 
without  giving  some  of  the  pertinent  facts 
relative  to  the  condition  in  the  particular 
veteran.  If  laboratory  tests  or  roentgeno- 
logic or  other  special  examinations  are  done, 
reports  of  these  should  be  included,  if  such 
reports  are  available.  Some  of  these  data 
may  be  valuable  to  aid  the  Veterans  Admin- 
istration in  establishing  the  merit  of  a  vet- 
eran's claim. 

In  summary,  the  medical  report  for  the 
veteran  for  adjudication  purposes  should  be 
complete  and  as  detailed  as  possible.  History, 
physical  examination,  laboratory  and  special 
examinations,  with  dates  of  period  of  obser- 
vation and  performance  of  examinations,  are 
desired.  Only  with  such  complete  reports  can 
justice  to  the  claim  of  the  veteran  be  done 
by  the  Veterans  Administration  adjudication 
agencies. 

T.  0.  Kraabel,  Director 

National  Rehabilitation  Commission 

H.  D.  Shapiro,  M.D. 

Senior  Medical  Consultant 

National  Rehabilitation  Commission 

Albert  N.  Baggs,  M.D. 

Executive  Secretary 

National  Medical  Advisorv  Board 


Ampuls   Protected   by   Rondo   Carton 

Ampuls,  important  to  the  medical  profession  as 
containers  for  injectable  medicaments,  are  safe- 
guarded against  breakage  by  a  new  carton  being 
introduced  for  the  first  time  in  this  country  by 
Winthrop-Stearns  Inc.,  pharmaceutical  manufac- 
turers. 

The  new  package  is  known  as  the  Rondo  Carton. 
It  was  so  named  because  of  the  rounded  and  undu- 
lated form  of  the  paperboard,  which  holds  the  glass 
ampuls  firmly  suspended  above  an  aii^pocket  for 
protection  in  transit  and  in  storage  in  hospitals 
and  physicians'  offices.  The  individual  and  locking 
compartments  for  each  ampul  are  attached  to  a 
sleeve  which  slides  in  and  out  of  the  outer  box  for 
convenience  in  use. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Robert  B.  Lawson,  associate  professor  of  pedi- 
atrics, and  Dr.  J.  Maxwell  Little,  professor  of 
pharmacology,  have  received  a  grant  of  $15,955  from 
the  National  Foundation  for  Infantile  Paralysis  for 
continuation  and  extension  of  studies  attempting  to 
establish  improved  techniques  for  growing-  polio- 
myelitis virus. 

:h  :|f         *         * 

Dr.  Robert  L.  McMillan,  associate  professor  of 
clinical  medicine,  was  elected  president  of  the  North 
Carolina  Heart  Association  in  an  organizational 
meeting  of  the  group  held  at  Pinehurst  in  connec- 
tion with  the  annual  meeting  of  the  State  iMedical 
Society.  Dr.  George  T.  Harrell,  Jr.,  head  of  the  de- 
partment of  internal  medicine,  was  named  secretary. 
The  group  will  sponsor  a  symposium  on  heait  dis- 
ease for  doctors  and  laymen  at  Bowman  Gray  in  '.lie 
fall. 

^         ^         :};         ^ 

Dr.  Harold  D.  Green,  director  of  the  department 
of  physiology  and  pharmacology,  attended  meetings 
of  the  Assembly  of  the  American  Heart  Association 
in  Atlantic  City,  June  2  to  5,  as  delegate-at-large 
from  Region  3.  On  June  11  he  was  invitation  speaker 
for  the  meeting  of  the  alumni  of  Western  Reserve 
University  in  Cleveland,  Ohio.  His  subject  was 
"Vasomotor  Effects  of  Recently  Developed  Constric- 
tor and  Dilator  Substances." 

:■:  *.•!:* 

Dr.  David  Cayer,  assistant  professor  of  internal 
medicine,  and  Dr.  W.  E.  Cornatzer,  assistant  profes- 
sor of  biochemistry,  were  authors  of  a  paper  pre- 
sented at  the  fiftieth  annual  meeting  of  the  Ameri- 
can Gastroenterological  Association  in  Atlantic  City 
on  June  4.  Title  of  the  paper,  presented  as  part  of 
a  symposium  on  liver  diseases,  was  "The  Value  of 
Choline  and  Methionine  in  the  Treatment  of  Certain 
Foi-ms  of  Liver  Disease.  The  Use  of  Radioactive 
Phosphorus  in  Measuring  Phospholipid  Formation." 

Dr.  Lloyd  J.  Thompson,  head  of  the  department 
of  neuropsychiatry,  was  renresentative  from  North 
Carolina  on  the  Council  of  the  American  Psychiatric 
Association  which  met  prior  to  the  annual  meeting 
of  the  Association  in  Montreal,  Canada,  May  23-27. 
Dr.  Douglas  M.  Kelley,  director  of  Graylyn,  pre- 
sented a  paper  on  "The  Use  of  Somnoform  as  an 
Aid  in  Narco-Analysis  and  Narco-Hypnosis."  He  was 
also  named  secretary  of  the  section  on  legal  aspects 
of  psychiatry.  Dr.  Richard  L.  Masland,  associate 
professor  of  neuropsychiatry,  was  elected  president 
of  the  Eastern  Association  of  Electroencephalo- 
graphers.  which  met  in  connection  with  the  Ameri- 
can Psychiatric  Association. 

*  *     *     * 

Dr.  Masland  presented  a  paper  on  "The  Psychi- 
atric Manifestations  of  Certain  Convulsive  States" 
before  the  section  on  nervous  and  mental  diseases 
at  the  annual  session  of  the  American  Medical  As- 
sociation in  Atlantic  City,  N.  J.  on  June  9. 

*  *     *     * 

Dr.  Wingate  M.  .Johnson,  professor  of  clinical  med- 
icine, served  as  official  representative  of  the  Amer- 
ican Medical  Association  at  the  meeting  of  the 
Canadian  Medical  Association,  held  in  Saskatoon 
June  13-17.  Dr.  Johnson  also  appeared  twice  on  the 
program,  speaking  on  "The  Training  of  a  General 
Practitioner"  and  "Pancreatitis." 


News  Notes  from  the  Duke  University 
School  of  Medicine 

A  grant  of  $100,000  has  just  been  awarded  Duke 
University  for  research  in  physical  biochemistry  liy 
the  Rockefeller  Foundation.  The  grant  will  support 
protein  research  at  Duke  for  a  seven-year  period 
under  (he  direction  of  Dr.  Hans  Neurath,  professor 
of  physical  biochemistry.  The  funds  provided  are  in 
addition  to  a  similar  grant  of  $25,000  awarded  in 
1946  for  a  five-year  period. 

At  the  annual  meeting  of  the  Medical  Society  of 
the  State  of  North  Carolina,  at  Pinehurst.  Dr.  R. 
Burke  Suitt,  a  member  of  the  Department  of  Neuro- 
psychiatry of  the  Duke  University  School  of  Medi- 
cine, was  elected  chairman  of  the  Section  on  Neu- 
rology and  Psychiatry.  Dr.  Suitt  was  recently  ap- 
pointed to  succeed  Dr.  A.  B.  Choate  of  Charlotte  as 
chairman  of  the  Liaison  Committee  for  the  North 
Carolina  Mental  Hygiene  Society  and  the  North 
Carolina  Neuropsychiati'ic   Association. 

Dr.  George  S.  Eadie,  professor  of  physiologv  and 
pharmacology,  has  been  elected  chairman  of  the 
Southeastern  Branch  of  the  Society  for  Experi- 
mental Biology  and  Medicine  at  an  organizational 
meetine  in  Durham. 

Dr.  Philip  Handler,  associate  professor  of  bio- 
chemistry and  nutrition,  was  named  the  Duke  mem- 
ber of  a  special  committee  appointed  at  the  meetin.r. 

Authorized  last  April,  the  Southeastern  liranch  of 
the  society  includes  physicians  from  Duke,  the  Medi- 
cal College  of  Virginia,  University  of  North  Caro- 
lina, Bowman  Gray,  and  the  LTniversity  of  South 
Carolina  medical  schools. 

The  group  also  planned  its  first  scientific  meet- 
ing scheduled  for  next  January. 


News  Notes  from  the  State  Board 
of  Health 

The  State  Board  of  Health  has  adopted  a  plan  for 
the  allocation  of  the  $800,000  in  new  monev  provided 
bv  the  legislature,  each  year  of  the  coming  bien- 
nium,  for  the  improvement  of  local  health  work  in 
the  st.ite.  Broadly  speaking,  the  plan  adopted  pro- 
vides for  $3,000  a  year  to  each  of  the  100  counties 
of  the  state;  $500  a  vear  for  each  county  conducting 
a  twentv- weeks'  oral  hygiene  program;  $250  a  vear 
for  each  county  conducting  a  ten-weeks'  oral  hy- 
giene program:  and  40<'-  for  each  school  child,  based 
o'l  averas^e  daily  memliership.  in  each  health  juris- 
dictioii.  The  venereal  disease  fund  of  $175,000  a  year 
and  federal  funds  will  be  allocated  as  in  the  past. 
There  will  be  an  additional  fund  which  will  be  allo- 
cated on  the  basis  of  population  and  it  is  expected 
that  this  will  amount  to  5i''  to  Si*  per  capita. 

The  State  Board  of  Health  now  has  three  new 
members  and  one  vacancy.  The  three  new  members 
are  Dr.  Ben  .1.  Lawrence  of  Raleigh.  Dr.  .John  R. 
Bender  of  Winston-.Salem.  and  Mrs.  James  B.  Hunt 
of  Lucama,  who  was  apnointed  bv  Governor  Scott. 

The  Board  reorganized  by  electing  Dr.  G.  G.  Dixon 
of  Avden  president,  and  Dr.  Hubert  B.  Havwood  of 
Raleigh  vice  president.  Dr.  Dixon  appointed  Dr.  H. 
Tjer--  Large  of  Rocky  Mount  and  Dr.  Havwood  of 
Raleieli  to  serve  as  members  of  the  Board's  Execu- 
tive Committee  in  addition  to  himself. 

George  Cherry,  Superintendent  of  Buildings  and 
Grounds,  appeared  before  the  Board  to  inform  it 
that,  as  soon  as  a  site  is  selected  and  plans  drawn, 
work  on  the  new  $600,000  public  health  building  will 
begin. 

Dr.  Norton  informed  the  Board  that  Governor 
Scott  had  designated  the  State  Board  of  Health  as 
the    official    agency    for    administering    the    state's 
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mental   hygiene   progiam   where   federal   funds   are 
used,  effective  July  1,  1949. 

Well  over  one  half  of  all  the  people  who  died  in 
North  Carolina  during  the  first  quarter  of  1949  were 
victimr,  of  just  four  diseases — namely,  heart  disease, 
apoplexy,  cancer,  and  nephritis.  These  four  diseases 
killed  4,502  people  during  January,  February  and 
March  of  this  year,  according  to  reports  compiled  by 
the  State  Board  of  Health.  Deaths  from  all  causes 
totalled  8,081,  which  was  493  fewer  than  the  8,574 
total  for  the  corresponding  period  of  last  year. 

There  is  rarely  a  period  in  which  diseases  of  the 
heart  do  not  show  an  increase.  However,  there  were 
113  fev>'er  deaths  from  heart  disease  in  North  Caro- 
lina the  first  quarter  of  this  year  than  during  the 
corresponding  three  months  of  1948.  Nephritis 
deaths  also  showed  an  appreciable  decrease,  as  did 
deaths  from  strokes,  but  cancer  fatalities  continued 
their  upward  trend. 

Deaths  from  automobile  accidents,  according  to 
the  State  Board  of  Health's  method  of  computation, 
increased  from  180  to  22C>  during  the  period  under 
consideration.  Deaths  from  accidents,  other  than 
those  associated  with  motor  vehicles,  dropped  from 
405  to  349. 


News  Notes  from  the  North  Carolina 
Hospitals  Board  of  Control 

Meeting  in  Raleigh  on  May  3,  city,  county  and 
district  health  officers  devoted  the  entire  day  to  lec- 
tures and  discussions  on  psychiatry  and  mental  hy- 
giene. Dr.  J.  W.  R.  Norton,  State  Health  Officer, 
presided.  The  program  included  the  following  talks: 

'■Mental  Health— A  Public  Health  Problem"— 
Curtis  G.  Southard,  M.D.,  Senior  Surgeon,  Public 
Health  Service  Region  No.  3.  Washington,  D.  C. 

"Psychiatry  for  Public  Health  Officers" — Maurice 
H.  Greenhill.  M.D..  Associate  Professor  of  Neuro- 
psychiatry, Duke  Hospital,  Durham. 

"Opportunities  for  Preventive  Mental  Health 
Work  in  Prenatal  Clinics"  —  Lloyd  J.  Thomnson. 
M.D.,  Department  of  Psychiatry  and  Neurology, 
Bowman  Gray  School  of  Medicine,  Winston-Salem. 

"The  Mental  Health  Program  in  North  Carolina" 
— David  .V.  Young,  M.D.,  General  Superintendent, 
North  Carolina  Hospitals  Board  of  Control,  Raleigh. 

The  National  Institute  of  Mental  Health,  author- 
ized by  the  National  Mental  Health  Act  of  1946,  was 
formally  established  on  April  1,  1949.  The  Division 
of  Mental  Hygiene  was  abolished  and  all  its  func- 
tions and  personnel  were  transferred  to  the  new 
Institute.  Dr.  Robert  H.  Felix  is  Director  of  the  In- 
stitute and  serves  under  the  general  supervision  of 
Dr.  R.  E.  Dyer,  Director  of  the  National  Institutes 
of  Health.  Although  headquarters  of  the  NTH  are 
in  Bethesda,  Marvland,  the  offices  of  the  Institute  of 
Mental  Health  will  remain  in  Washington  for  some 
time. 

!\Irs.  Lucille  B.  Moize  entered  on  duty  March  1  as 
mental  hvgiene  nurse  in  the  Psychosomatic  Clinic 
of  Duke  Hospital.  To  our  knowledge,  Mrs.  Moize  is 
the  first  mental  hygiene  nurse  to  work  in  an  out- 
patient mental  health  program  in  the  state. 


News  Notes  from  the  North  C.4rolina 
Tuberculosis  Association 

Mr.  Kemp  D.  Battle,  prominent  attorney  of  Rocky 
Mount,  was  elected  president  of  the  North  Carolina 
Tuberculosis  Association  at  the  Annual  fleeting  held 
in  Winston-Salem  April  18-19,  1949.  Mr.  Battle 
succeeds  Dr.  M.  D.  Bonner  of  Jamestown. 

Other  officers  elected  at  the  meeting  were  Dr.  H. 


F.  Easom,  Wilson,  vice  president;  Miss  Elizabeth 
Smith,  Goldsboro,  secretary;  and  T.  W.  Steed,  Ra- 
leigh, treasurer.  In  addition  to  the  officers,  the  fol- 
lowing persons  were  elected  to  serve  on  the  Execu- 
tive Committee:  Dr.  M.  D.  Bonner,  Jamestown;  Row- 
land L.  Garrett,  Elizabeth  City;  Mrs.  W.  T.  Smither, 
Winston-Salem;  Dr.  J.  J.  Combs,  Raleigh;  and  Dr. 
Derwin  Cooper,  Durham. 

Mr.  Joseph  .A.  Staton,  for  almost  two  years  Health 
Education  Director  of  the  North  Carolina  Tubercu- 
losis Association,  has  accepted  the  position  of  Health 
Education  Director  with  the  Denver  Tuberculosis 
Society  in  Denver,  Colorado.  Mr.  Staton  assumed  his 
new  duties  on  May  1. 


Carteret  County  Medical  Society 

The  regular  monthly  meeting  of  the  Carteret 
County  Medical  Society  was  held  at  the  Morehead 
City  Hospital  on  May  9.  This  was  a  dinner  meeting, 
the  hospital  acting  as  host. 

Dr.  Ben  Royal  of  Morehead  City,  who  was  the 
society's  delegate  to  the  State  Medical  Society 
meeting  at  Pinehurst,  made  an  interesting  report  on 
the  Pinehurst  meeting.  Dr.  Theodore  Salter  of  Beau- 
foi't  presented  two  case  reports. 

In  the  absence  of  Dr.  Frank  E.  Hyde,  president. 
Dr.  S.  W.  Hatcher,  secretary,  presided. 

Reported  by  N.  Thomas  Ennett,  M.D. 
Corresponding   Secretary 


Forsyth   County  Medical  Society 

.\  dinner  meeting  of  the  Forsyth  County  Medical 
Society  was  held  in  Winston-Salem  on  May  17.  A 
paper  on  "Oliguria  and  Anuria  with  the  Toxemias 
of  Pregnancy"  was  presented  by  Drs.  C.  H.  Mauzy 
and  J.  F.  Donnelly. 


News  Notes 

Dr.  James  W.  Davis  of  Statesville  is  president  of 
the  Association  of  Surgeons  of  the  Pennsylvania 
Railroad,  which  will  hold  its  annual  meeting  at  the 
Statler  Hotel  in  Washington,  D.  C,  October  7  and  8. 

Dr.  Ernest  W.  Franklin,  Jr.,  diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  has 
announced  the  opening  of  a  new  clinic  in  Charlotte. 

Dr.  W.  P.  Speas  of  Winston-Salem  has  announced 
the  association  of  Dr.  Belmont  A.  Helsabeck  in  the 
practice  of  ophthalmology. 

*     *     *     * 

Dr.  W.  Leslie  Kirby,  dermatologist,  and  Dr.  James 
T.  Marr,  radiologist,  have  announced  the  association 
of  Dr.  George  W.  James  for  the  practice  of  derma- 
tology and   syphilology  in  Winston-Salem. 

Dr.  Forest  C.  Meade  of  Statesville  has  recently 
been  certified  by  the  Amei'ican  Board  of  Surgery. 

(lUI.l.F.riN    rSOARD    rONTINlED    ON'    P.\GE    33l\) 


Classiified  Advertisement 


Dr.  Samuel  P.  Watson,  an  eye,  ear,  nose 
and  throat  specialist.  New  Bern,  North  Caro- 
lina, wishes  to  retire  from  active  practice  and 
would  like  to  sell  his  office  equipment  to  a 
younger  man. 

Dr.  Watson  has  a  very  nice  office  and  has 
had  a   very   large  practice. 
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MINUTES  OF  THE  PINEHURST 
MEETING 

The  twenth-sixth  annual  meeting  of  the 
Auxiliary  to  the  Medical  Society  of  the  State 
of  North  Carolina  was  held  Tuesday,  May 
10,  at  10:30  a.m.  in  the  Carolina  Hotel  at 
Pinehurst. 

The  president,  Mrs.  Raymond  Thompson 
of  Charlotte,  presided. 

A  memorial  service  was  conducted  by  Mrs. 
H.  H.  Foster  in  honor  of  Mrs.  J.  M.  McGuire 
of  Laurinburg,  Mrs.  A.  E.  Bell  of  Moores- 
ville,  Mrs.  Marvin  Poole  of  Dunn,  and  Mrs. 
J.  B.  Sidbury  of  Wilmington. 

Dr.  J.  F.  Robertson,  president  of  the  State 
Medical  Society,  brought  greetings  to  the 
Auxiliary. 

The  president,  Mrs.  Thompson,  gave  her 
report,  showing  splendid  progress  made  dur- 
ing the  year.  Reports  from  county  auxil- 
iaries were  heard,  showing  a  total  member- 
ship of  1245. 

Mrs.  Watson  Roberts  announced  the 
awards  as  follows : 

$5.00  to  the  county  obtaining  100  per  cent 
membership  first — Wayne  County. 

$5.00  for  largest  contribution  to  McCain 
bed  fund — Hanover  County. 

$5.00  for  largest  contribution  to  Stevens 
bed  fund — Buncombe  County. 

$5.00  for  largest  contribution  to  Cooper 
bed  fund — Nash-Edgecombe  Counties. 

$5.00  for  largest  contribution  to  student 
loan  fund — Wake  County. 

$5.00  for  largest  increase  in  membership 
— Nash-Edgecombe  Counties. 

$5.00  for  largest  contribution  to  cancer 
drive — District  2. 

The  Rachel  Davis  Cup  and  $25.00  award 
for  achievement,  loyalty,  and  progress  went 
to  the  Fourth  District,  with  honorable  men- 
tion of  the  Seventh  District. 

Delegates  to  the  American  Medical  Asso- 
ciation meeting  in  Atlantic  City  in  June 
were  elected  as  follows :  Mrs.  G.  M.  Billings, 
Mrs.  Curtis  Crump,  Mrs.  Thomas  L.  Lee. 
Mrs.  C.  M.  Kendrick,  Mrs.  M.  D.  Hill,  Mrs. 
James  Rose,  Mrs.  E.  R.  Hipp,  and  Mrs.  C.  F. 
Strosnider. 

Mrs.  Ben  Kendall,  chairman  of  the  Nomi- 
nating Committee,  gave  the  following  re- 
port : 


President-elect — Mrs.  Harry  Johnson,  El- 
kin. 

Corresponding  secretary — Mrs.  J.C.  Peele, 
Kinston. 

Recording  secretary — Mrs.  B.  L.  Woodard, 
Kenly. 

Press  and  publicity  chairman — Mrs.  H.  M. 
Dalton,  Kinstoji. 

Treasurer— Mrs.  E.  C.  Judd,  Raleigh. 

The  new  officers  were  installed  with  ap- 
propriate remarks  by  Mrs.  Reece  Berryhill, 
and  the  gavel  was  presented  to  the  new  presi- 
dent, Mrs.  Thomas  Leslie  Lee  of  Kinston, 
by  Mrs.  Thompson. 

The  meeting  closed  after  an  inaugural  ad- 
dress and  announcements  by  Mrs.  Lee. 

SANATORIUM  BEDS- 

Cooper  Bed 

Mrs.  M.  I.  Fleming  of  Rocky  Mount  is 
chairman  of  the  Cooper  Bed,  and  has  been 
since  its  organization. 

This  bed  is  named  for  Dr.  George  Marion 
Cooper,  who  was  born  in  Clinton,  North  Car- 
olina, on  April  24,  1876.  He  received  his 
education  in  the  public  and  private  schools 
of  Sampson  County,  and  taught  in  the  public 
schools  of  Sampson  County  from  1897  to 
1901.  He  graduated  in  medicine  at  the  Uni- 
versity College  of  Medicine,  Richmond,  Vir- 
ginia, in  1905,  and  located  in  Clinton  in 
partnership  with  Dr.  Frank  Holmes  for  the 
general  practice  of  medicine.  This  partner- 
ship continued  for  nine  years. 

Soon  after  beginning  practice,  he  became 
interested  in  finding  some  method  for  con- 
trolling the  ravages  of  typhoid  fever  and  the 
terribly  high  death  rate  from  colitis  and 
similar  diseases  among  infants,  and  in  help- 
ing countermand  the  death  warrant  which, 
at  that  time,  hung  over  a  patient  as  soon  as 
a  diagnosis  of  tuberculosis  was  made.  Dr. 
Holmes  died  of  tuberculosis  shortlj-  after  his 
and  Dr.  Cooper's  partnership  was  discon- 
tinued. Shortly  after  this.  Dr.  Cooper  quit 
private  practice  and  put  his  full  time  in  the 
development  of  preventive  medicine  and 
public  health  work.  As  part-time  county 
physician  of  Sampson  County  from  1909  to 
1913,  with  the  aid  of  the  mayor  and  the  town 
board,  he  cleaned  up  the  town  of  Clinton  and 
used  the  first  typhoid  vaccine  ever  used  by 
any  physician  in  North  Carolina  as  an  ex- 
periment in  mass  control  and  prevention  of 
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typhoid  fever  by  vaccination  of  the  civilian 
population.  For  twenty-one  months  follow- 
ing this  work  in  1911-12,  there  was  not  a 
single  case  of  typhoid  fever  in  Clinton  for 
the  first  time  in  the  town's  history. 

He  became  full-time  health  officer  of 
Sampson  County  on  October  1,  1914,  being 
the  fifth  such  local  health  officer  in  the 
state.  During  1914,  he  conducted,  with  the 
aid  of  the  International  Health  Board,  two 
experiments  in  community  sanitation  at 
Salemburg  and  Ingold,  from  which  notable 
and  lasting  results  were  obtained,  affording 
guidance  for  subsequent  work  elsewhere.  He 
served  as  president  of  the  Sampson  County 
Medical  Society  in  1910,  and  as  president 
of  the  North  Carolina  Public  Health  Asso- 
ciation in  1913-14.  On  May  1,  1915,  he  came 
to  Raleigh  as  head  of  the  Department  of 
Rural  Sanitation  and  a  member  of  the  exec- 
utive staff  of  the  North  Carolina  Board  of 
Health. 

In  1917  he  was  made  head  of  the  school 
health  work  for  the  State  Board,  with  the 
title  of  State  Medical  Inspector  of  Schools; 
in  1918  he  devised  and  put  into  operation  the 
system  of  dental  work  for  all  public  school 
children,  and  engaged  and  supervised  the 
first  dentists  for  school  health  work.  That 
year  he  was  made  an  honorary  member  of 
the  State  Dental  Society,  an  honor  continued 
to  this  date  and  valued  highly.  Under  this 
system,  since  gradually  expanded,  more  than 
three  million  children  have  received  free 
treatment,  and,  much  more  important,  vital- 
ly needed  dental  education.  In  1919,  he  de- 
vised and  put  into  effect  the  system  of  club 
operations  for  the  removal  of  diseased  ton- 
sils and  adenoids  of  school  children,  and 
supervised  these  clinics  until  1931.  Over  23,- 
000  children  were  operated  on,  in  eighty-six 
of  the  one  hundred  counties  of  the  state, 
with  the  lowest  mortality  rate  in  the  history 
of  such  work  in  the  United  States. 

On  March  1,  1923,  he  was  appointed  As- 
sistant State  Health  Officer  and  editor  of  the 
Health  BuUetin.  From  September  1,  1923,  to 
September  1,  1924,  he  served  as  Acting  State 
Health  Officer  during  a  leave  of  absence 
granted  to  Dr.  W.  S.  Rankin ;  upon  the  resig- 
nation of  Dr.  Rankin  on  May  30,  1925,  he 
was  again  made  Acting  State  Health  Officer, 
and  served  until  the  appointment  of  Dr.  C. 
O'H.  Laughing-house  on  October  1,  1926. 

Upon  election  of  Dr.  J.  M.  Parrott  as  State 
Health  Officer  on  July  1,  1931,  Dr.  Cooper 


became  Director  of  the  Division  of  Prevent- 
ive Medicine,  comprising  school  health  work, 
maternal  and  child  health  services,  health 
education,  and  editorial  work.  He  again 
served  as  acting  state  health  officer  during 
the  last  year  of  Dr.  Parrott's  life,  when  he 
was  partially  incapacitated  by  illness. 

In  1934  he  served  as  president  of  the  Ra- 
leigh Academy  of  Medicine.  Following  the 
death  of  Dr.  Parrott  in  1934,  when  Dr.  C. 
V.  Reynolds  was  elected  State  Health  Of- 
ficer, Dr.  Cooper  was  elected  Assistant  State 
Health  Officer,  and  has  been  re-elected  four 
times  since.  His  other  duties  were  the  same 
as  during  the  Parrott  administration,  and 
in  addition,  as  Director  of  Maternal  and 
Child  Health  Services  for  the  U.  S.  Chil- 
dren's Bureau,  he  had  the  responsibility  of 
administering  the  Emergency  Maternity  and 
Infant  Care  program  for  wives  of  service 
men.  During  the  war  years,  approximately 
44,600  maternity  cases  in  this  state  received 
aid  thi'ough  this  program. 

In  1941  Dr.  Cooper  served  as  president 
of  the  North  Carolina  Conference  for  Social 
Service. 

In  1942,  he  was  the  recipient  of  one  of  the 
highest  honors  that  can  come  to  a  citizen  of 
the  state,  when  the  University  of  North  Car- 
olina conferred  upon  him  the  honorary  de- 
gree of  Doctor  of  Laws  in  recognition  of  his 
work  in  health  education.  In  conferring  the 
degree.  President  Frank  P.  Graham  read  the 
following  citation : 

"George  Marion  Cooper,  of  Sampson  County,  na- 
tionally distinguished  as  a  public  health  officer, 
quiet  and  unassuming  but  relentlessly  effective,  he 
has  as  state  health  officer  served  for  a  longer  period 
and  in  more  fields  than  any  other  person.  He  has 
been  a  leader  in  practical  programs  for  the  medical 
care  of  the  poor  and  has  worked  courageously  to 
lift  North  Carolina  from  the  disgrace  of  its  high 
birth  mortality  of  children  and  mothers.  His  work, 
pioneering  in  America,  both  for  the  impivjvement 
of  the  health  of  school  children  through  free  dental 
and  tonsil  clinics,  and  for  the  improvement  of  the 
health  of  mothers  and  birth  of  children,  has  been  and 
will  continue  to  be  an  example  to  this  and  other  na- 
tions and  a  benefaction  to  this  and  succeeding  gen- 
erations." 


"In  Tribute  to  the  American  Doctor"  is  beautifully 
portrayed  in  the  Philip  Moi'ris  spread  on  pages  X 
and  XI  of  this  issue.  They  invite  you  to  send  for  a 
copy  suitable  for  framing.  Display  it  in  your  recep- 
tion room — your  patients  will  enjoy  reading  it. 

"War  or  No  War,  Depression  or  No  Depression" 

Depression  or  no  depression,  in  good  times  and  in 
bad,  Mead  Johnson  &  Company  are  keeping  the  faith 
with  the  medical  profession.  Mead  Products  are  not 
advertised  to  the  public.  If  you  approve  this  policy, 
please  specify  Mead's. 
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Polio  and  Ks  Problems.  By  Roland  H.  Berg. 
174  pages.  Price,  $3.00.  Philadelphia:  J.  B. 
Lippiiicott  Company,  1948. 

There  is  probably  no  disease  that  disturbs  a  com- 
munity so  much  and  is  as  little  understood  by  the 
community  as  polio.  This  book,  written  for  the  lay 
pulilic,  is  an  excellent  revision  and  enlargement  of 
the  earlier  book  by  Berg,  called  The  Challenge  of 
Polio.  It  is  written  in  a  very  readable  style.  The 
history  of  poliomyelitis  in  this  country  is  well  cov- 
ered; the  leading  research  done  in  the  past  is  re- 
viewed; and  the  present  state  of  our  knowledge  is 
summarized. 

The  author  has  included  numerous  references  to 
dramatic  events  in  the  fight  against  polio  which 
make  the  book  particularly  readable.  Despite  this 
popular  and  dramatic  style,  the  scientific  facts  in 
the  review  are  completely  accurate. 

This  book  can  be  recommended  to  interested  lay- 
men, and  also  as  lighter  reading  for  the  physician. 


and  India — and  who  knows  where  it  may  occur  in 
a  world  which  has  given  birth  to  destructive  forces 
such  as  we  have  seen  in  the  past  decade? 

The  reviewer  hopes  that  this  book  will  be  trans- 
lated into  English,  so  that  its  value  to  the  medical 
profession  in  this  country  may  be  enhanced. 


Hunger  Sickness.  Hunger  Edema.  Hunger 
Tuberculosis.  By  A.  Hottinger  and  others. 
297  pages.  Basel,  Switzerland:  B.  Schwabe 
and  Co.,  imported  by  Grune  and  Stratton, 
Inc.,  New  York. 

Much  has  been  written  about  the  horrors  of  the 
concentration  camps  during  the  last  war.  However, 
it  is  doubtful  if  any  account  is  more  impressive  than 
this  unemotional  medical  evaluation  of  the  condition 
of  the  inmates,  who  had  e.xisted  for  so  long  on  a 
diet  yielding  from  500  to  900  calories  per  day. 

In  April  of  1945  the  Allies  came  to  an  agreement 
with  Germany  whereby  about  5000  seriously 
wounded  and  sick  Allied  soldiers  were  to  be  hos- 
pitalized in  Switzerland.  However,  before  the  plan 
could  be  put  into  effect,  the  Germans  capitulated. 
The  German  concentration  camps  were  thrown  open, 
and  a  stream  of  liberated  prisoners  fled  toward  the 
west.  The  French  transportation  and  hospital  facil- 
ities were  quickly  overwhelmed,  but  the  Swiss 
opened  the  hospital  facilities  which  they  had  already 
provided  for  the  immediate  care  and  rehabilitation 
of  many  of  these  displaced  persons. 

Most,  if  not  all,  of  these  displaced  persons  were 
victims  of  hunger  sickness,  a  condition  which  is 
distinguishable  from  pure  deficiency  diseases  and 
results  from  prolonged  undernourishment.  The  op- 
portunity for  a  thorough  study  of  this  condition 
was  thereby  presented,  and  the  challenge  was  met. 
This  book  is  a  report  of  the  joint  experiences  of 
many  medical  scientists,  and  is  lielieved  to  be  the 
first  exhaustive  study  of  this  condition.  The  various 
clinical  and  pathologic  manifestations  of  hunger 
sickness  discussed  herein  are  extreme  emaciation, 
edema,  anemia,  metabolic  disorders,  secondary  in- 
fections, and  tuberculosis.  The  methods  of  treatment 
are  outlined,  and  a  very  good  short  historical  review 
of  the  effects  of  acute  and  chronic  hunger  is  given. 

This  book  is  a  valuable  addition  to  medical  liter- 
ature. It  is  valuable  because  of  the  thoroughness 
with  which  hunger  sickness  has  been  studied — a 
thoroughness  made  possible  by  the  fact  that,  prob- 
ably for  the  first  time  in  history,  persons  who  were 
victims  of  this  disease  could  be  studied  in  large 
numbers  in  an  environment  which  had  not  been 
affected  by  the  usual  factors  causing  hunger  sick- 
ness. At  first  thought,  we  in  the  Western  world  may 
consider  such  a  condition  an  interesting  but  rare 
medical  curiosity;  and  yet  we  know  that  hungei' 
sickness  is  ever  present  among  the  people  of  Asia 


Rheumatic  Fever:  Nursing  Care  in  Pictures. 

Bv  Sabra  S.  Sad'er,  R.N.,  B.S.  151  pages. 
Price,  $3.50.  Philadelphia:  J.  B.  Lippincott 
Company,  1949. 

This  small  book,  profusely  illustrated  with  photo- 
graphs, has  beeri  prepared  to  give  the  family  of 
patients  with  rheumatic  fever  a  guide  for  their  home 
care.  Mrs.  Sadler  has  prepared  this  book  from  her 
experience  as  a  consultant  to  the  Virginia  State 
Health  Department  in  its  rheumatic  fever  pro- 
gram. 

A  book  of  this  type  should  prove  to  be  very  valu- 
able to  supplement  office  instruction  in  the  home 
care  of  any  bedridden  patient,  but  pai'ticularly  of 
children  with  rheumatic  fever.  All  too  often  the 
physician  tells  a  family  to  keep  a  child  at  bed  rest. 
Ijut  does  not  appreciate  the  difficulties  the  family 
has  in  translating  these  orders  into  day-by-day  prac- 
tice. 

Detailed  directions  are  given  for  simple  nursing 
care  and  for  bathing  the  patient  in  the  home,  using 
simple  improvisations  that  can  be  prepared  by  any 
family.  Valuable  suggestions  are  also  given  for  pro- 
viding recreational  outlets  for  the  bedridden  as  well 
as  the  partially  restricted  child. 

All  in  all,  this  is  a  very  desirable  book,  which  may 
well  be  read  not  only  by  the  parents  of  patients, 
but  also  by  the  nurses  and  physicians  who  care  for 
them. 


Streptomycin  and  Tuberculosis.  Edited  by 
G.  Fanconi  and  W.  Loffler.  357  pages. 
Basel,  Switzerland:  B.  Schwabe  and  Co., 
1948;  imported  by  Grune  and  Stratton,  New 
York. 

Tuberculosis  is  one  type  of  infectious  disease  in 
which  therapy  with  antibiotics  has  been  rather  dis- 
appointing. However,  with  the  introduction  of  strep- 
tomycin, results  have  been  more  promising  in  cer- 
tain types  of  tuberculosis.  In  this  monograph,  the 
experiences  of  many  Continental  investigators  with 
all  phases  of  the  problem  are  discussed. 

Of  particular  interest  to  those  engaged  in  studies 
of  experimental  tuberculosis  will  be  the  section 
devoted  to  such  subjects  as  the  cytotoxic  effects  of 
streptomycin,  sulfone,  and  p-amino-salicylic  acid, 
and  the  effects  of  these  drugs  on  cellular  metab- 
olism. It  is  reported  that  the  relative  respective 
concentrations  of  these  drugs  necessary  to  produce 
corresponding  cellular  damage  are  25:5:1.  In  this 
section  the  effectiveness  of  these  substances,  singly 
and  in  combination,  in  overcoming  experimentally 
induced  tuberculosis  is  also  discussed. 

.\mong  the  other  topics  which  are  of  more  gen- 
eral interest,  these  are  representative:  the  progres- 
sion of  infantile  meningeal  tuberculosis  treated  with 
streptomycin;  streptomycin  treatment  of  pulmonary 
tuberculosis;  vestibular  and  cochlear  disturbance's 
due  to  streptomycin;  streptomycin  in  otolaryn- 
gology; and  the  pathologic  anatomy  of  tuberculous 
meningitis  and  miMary  tuberculosis  after  streptomy- 
cin therapy. 

The  articles  are  written  in  German  or  French,  but 
each  article  is  summarized  in  English.  The  bibli- 
ography of  approximately  300  references  greatly 
enhances  the  value  of  this  monograph,  as  do  also  the 
many  excellent  diagrams  and  photographs. 
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American  Hospital  Association 

A  six-day  course  especially  designed  for  hospitals 
in  the  planning  stage  has  been  added  to  the  1949 
American  Hospital  Association  Institute  schedule. 
The  Institute  on  Hospital  Establishment  will  be  held 
on  the  Chicago  campus  of  Northwestern  University 
from  August  8  through  August  13.  Applications  for 
attendance  should  be  addressed  to  Mr.  Roy  Huden- 
iiurg-,  American  Hospital  Association,  18  East  Divi- 
sion Street,  Chicago  10,  Illinois.  Tuition  fee  is  $3.5. 
Reservations  can  be  made  for  dormitory  accommoda- 
tions on  the  LTniversity's  campus.  Enrollment  is 
limited  to  administrators  of  hospitals  in  the  plan- 
ning stage,  members  of  governing  boards  of  such 
institutions,  and  representatives  of  hospitals  that 
are  members  of  the  American  Hospital  Association. 


American  Heart  Association 

Pi'eliminary  steps  for  merging  the  American 
Foundation  for  High  Blood  Pressure  with  the  Ameri- 
can Heart  Association  have  been  approved  by  the 
boards  of  both  groups,  it  was  announced  recently  by 
A.  W.  Robeitson,  Chairman  of  the  Board  of  the 
American  Heait  Association. 

The  high  Iilood  pressure  gioup  will  thus  become 
a  Section  of  the  American  Heart  Association's  Scien- 
tific Council  and  will  be  known  as  the  Council  for 
High  Blood  Pressure  Research.  Other  Sections  with- 
in the  Association's  Scientific  Council  now  include 
the  Section  on  Circulation  and  the  American  Council 
on  Rlieumatic  Fever. 

Under  a  preliminary  agreement  approved  by  the 
Board  of  Directors  of  the  American  Heart  Associa- 
tion and  the  Board  of  Trustees  of  the  American 
Foundation  for  High  Blood  Pressure,  the  staffs  of 
both  groups  will  undertake  a  joint  study  to  recom- 
mend methods  of  integrating  personnel  and  opera- 
tions of  the  two  present  organizations.  When  such 
arrangements  have  been  mutually  approved,  the 
Foundation  will  dissolve. 

Creation  of  a  Council  for  High  Blood  Pressure  Re- 
search within  the  American  Heart  Association  will 
serve  to  combine  medical  and  scientific  resources  in 
the  search  for  causes  of  hypertension  and  the  devel- 
opment of  new  methods  of  therapy. 


RESEARCH   Fellowships — 
The  American  College  of  Physicians 

The  American  College  of  Physicians  announces 
that  a  limited  number  of  Fellowships  in  Medicine 
will  be  available  from  July  1,  1950  to  June  30,  1951. 
These  Fellowships  are  designed  to  provide  an  oppor- 
tunity for  research  training  either  in  the  basic  medi- 
cal sciences  or  in  the  application  of  these  sciences 
to  clinical  investigation.  They  are  for  the  benefit 
of  physicians  who  are  in  the  early  stages  of  their 
preparation  for  a  teaching  and  investigative  career 
in  internal  medicine.  Assurance  must  be  provided 
that  the  applicant  will  be  acceptable  in  the  labora- 
tory or  clinic  of  his  choice  and  that  he  will  be  pro- 
vided with  the  facilities  necessary  for  the  proper 
pursuit  of  his  work. 

The  stipend  will  be  from  $2,200  to  $3,200. 

Application  forms  will  be  supplied  on  request  to 
The  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa.,  and  must  be  submitted 
in  duplicate  not  later  than  October  1,  1949.  An- 
nouncement of  awards  will  be  made  in  November, 
1949. 


Fellowships  for  Latin-American 
Physicians 

The  American  College  of  Physicians  and  the  W.  K. 
Kellogg  Foundation,  with  the  cooperation  of  the 
v.  S.  Department  of  State  and  of  medical  schools 
in  the  U.  S.  A.,  Canada  and  Latin-American  coun- 
tries, will  shortly  inaugui-ate  a  program  of  post- 
gi'aduate  medical  fellowships.  Outstanding  young 
physicians  will  be  nominated  to  the  College  and 
Foundation  by  local  committees  in  the  countries  to 
the  south,  and  those  to  whom  fellowships  are 
awarded  will  be  brought  to  this  country  for  a  year 
or  more  of  special  training.  It  is  anticipated  that  the 
first  fellows  will  begin  their  studies  during  the 
autumn  of  1949. 

The  American  College  of  Physicians,  operating 
through  its  Committee  on  Fellowships  and  Awards, 
will  undertake  to  arrange  a  suitable  program  of 
study  in  internal  medicine  or  its  subspecialties,  such 
as  cardiology  and  gastro-enterology,  in  widely  recog- 
nized medical  education  centers  in  this  country,  and 
to  place  the  fellows  appropriately  under  preceptors 
in  these  institutions. 

The  W.  K.  Kellogg  Foundation  will  provide  each 
fellow  with  a  monthly  stipend  adequate  for  his  basic 
living  costs,  an  allowance  for  necessary  travel  within 
this  country  or  Canada,  and  will  defray  the  tuition 
for  courses  recommended  by  the  preceptor  and  ap- 
pi'oved  by  the  sponsors.  In  view  of  the  pressing  need 
of  Latin-American  medical  libraries,  the  Foundation 
will  reimburse  the  fellow  for  the  cost  of  required 
textbooks  on  condition  that  they  become  the  prop- 
erty of  the  medical  school  in  which  the  fellow  will 
teach  upon  his  return  home. 


Passano  Foundation  Award 

The  directors  of  the  Passano  Foundation  announce 
that  the  winner  of  the  $5000  award  for  1949  is  Dr. 
Oswald  T.  Avery,  Emeritus  Member  of  the  Rocke- 
feller Institute  for  Medical  Research.  The  award 
was  presented  at  the  annual  award  dinner,  held  this 
year  at  the  Marlborough-Blenheim  Hotel  in  Atlantic 
City  on  June  8.  Dr.  Ernest  Irons,  president  of  the 
American  Medical  Association,  made  one  of  the 
principal  addresses. 

The  award  goes  to  Dr.  Avery  for  his  extensive 
investigations  of  the  pneumococci,  their  classifica- 
tion, analysis,  and  immunologic  relationships.  This 
work  led  to  a  wider  basic  understanding  of  heredity 
and  environment  as  well  as  a  better  conception  of 
the  processes  of  infection. 


First  Israeli  Medical  School 

The  official  opening  of  the  Hebrew  University- 
Hadassah  Medical  School,  the  first  institution  of 
medical  learning  in  the  Jewish  State,  was  marked  on 
May  17  by  a  two-pronged  international  ceremony 
taking  place  simultaneously  in  Jerusalem  and  New 
Y'ork.  The  school  began  operation  in  temporary 
buildings  near  three  Hadassah  emergency  hospitals 
set  up  during  the  fighting. 


Advertisers  in  our  journal  are  carefully  selected. 
Only  those  meeting  our  advertising  standards  may 
use  the  facilities  of  our  pages.  No  advertisement 
n  ill  be  accepted  which,  either  by  intent  or  inference, 
would  result  in  misleading  the  reader.  May  we  sug- 
gest that  you  review  the  ads  in  each  issue  of  our 
journal  and,  when  occasion  arises  to  prescribe  prod- 
ucts featured  or  use  the  facilities  offered,  tell  them 
you  saw  their  ad  in  the  North  Carolina  Medical 
Journal. 
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THREE  SUGGESTIONS  FOR  MEDICAL  GRADUATES 

Paul  F.  Whitaker,  M.U. 

KiNSTON 


Since  accepting  the  kind  invitation  of  Dean 
Carpenter  to  be  with  you  this  afternoon  as 
your  commencement  speaker,  I  have  experi- 
enced various  and  changing  emotions.  The 
first  was  happiness  and  (I  hope)  a  pardon- 
able pride  that  this  faculty,  with  character- 
istic generosity  of  judgment,  should  assume 
that  I,  a  small-town  doctor,  might  have 
something  to  say,  out  of  the  experiences  and 
observations  of  my  own  life,  that  would  be 
worthy  of  this  occasion.  However,  when  I 
began  to  give  consideration  to  what  I  should 
talk  to  you  about,  I  experienced  a  marked 
degree  of  diffidence,  which  I  must  confess  I 
feel  even  up  to  the  present  moment.  It  is 
usually  customary  for  a  commencement 
speaker  to  offer  certain  advice  to  members  of 
a  graduating  class,  and  I  have  thought  to 
myself:  Who  am  I  to  be  offering  advice  in 
times  like  these  to  young  men  and  women  of 
your  training  about  to  embark  on  a  profes- 
sional career?  It  is,  therefore,  with  a  feeling 
of  both  humility  and  responsibility  that  I 
approach  the  task  assigned. 

What  I  will  have  to  say  is  not  in  the  nature 
of  advice.  As'  we  grow  older,  both  in  years 
and  in  experience,  we  are  less  prone  to  advise 
or  to  help  determine  a  pattern  of  conduct 
for  anyone.  We  are  more  disposed  to  make 
suggestions  for  the  consideration  of  those 
who  ask  our  opinion.  What  I  will  have  to  say, 
then,  is  in  the  form  of  suggestions  for  your 
consideration. 

In  the  first  place,  because  you  are  by  cir- 
cumstance a  privileged  and  select  group,  I 
believe  that  you  should  consider  your  duty 
and  responsibilities  as  citizens  of  your  coun- 
try. In  the  second  place,  because  the  world, 

ComnienceiiiPnt  addres's  delhered  to  the  graduntiiuj  class  at 
the  Bowman  Gray  School  of  Medicine  of  Wake  Forest  College, 
Winston-Salem,  December,   1948, 


and  with  it  the  profession  of  medicine,  are 
constantly  changing,  you  should  continue  to 
maintain  throughout  your  lives  the  attitude 
of  your  student  days — the  will  to  learn  and 
improve.  And  in  the  third  place,  because 
certain  principles  do  not  and  should  never 
ch.nnge,  I  think  you  should  give  consideration 
to  your  own  personal  lives,  in  order  that  you 
may  live  them  to  the  fullest  possible  happi- 
ness and  usefulness. 

Acceptance  of  a  Citizen's  Responsibilities 

Taking  up  these  suggestions  in  order,  let 
us  think  for  a  few  moments  of  our  respon- 
sibility and  obligation  as  citizens  of  our  coun- 
try and  of  the  world. 

It  is  almost  unnecessary  to  call  to  the  at- 
tention of  you  who  graduate  today  the  fact 
that  you  are  leaving  this  institution  at  a 
serious  juncture  in  the  history  of  this  nation 
and  of  the  world.  Both  at  home  and  abroad, 
the  nation  is  beset  with  exceedingly  difficult 
problems  which  call  for  honest,  intelligent, 
and  courageous  leadership  and  citizenship 
such  as  you  are  in  a  position  to  furnish.  You 
have  witnessed  one  of  those  interludes  of 
history  which  come  upon  us  every  few  hun- 
dred years — a  time  between  times,  the  end 
of  one  era  and  the  beginning  of  another 
which  is  yet  clouded  in  the  fogs  and  mists 
of  the  future.  You  have  witnessed  a  twilight 
zone,  when  the  darkness  of  catastrophe  was 
very  real  and  the  light  of  civilization  seemed 
almost  extinguished.  And,  sad  to  relate,  in 
spite  of  the  multiple  and  tremendous  sacri- 
fices in  blood,  toil,  and  natural  resources 
which  the  people  of  the  world  have  suffered 
in  the  recent  past,  the  dark  threat  of  catastro- 
phe is  still  very  apparent 

Thirty-four  years  ago,  the  first  World  War 
burst  with  all  its  fury  on  a  then  peaceful 
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Europe,  eventually  involving  America  and 
most  of  the  civilized  world.  The  tranquil  or- 
der and  more  or  less  fixed  patterns  of  living 
that  had  existed  for  some  time  prior  to  this 
event  lost  their  certainty  and  their  security 
in  the  ramifying  confusion  that  followed. 
Greed,  selfishness,  lack  of  social  conscious- 
ness, nostalgic  longing  for  the  impossible 
return  of  a  former  day,  with  associated  eco- 
nomic, social  and  political  unrest  and  inse- 
curity, finally  culminated  in  the  second 
World  War. 

This  terrible  conflict  was  not  entirely  a 
war  of  arms.  It  was  a  war  of  ideas — what 
the  German  press  saw  fit  to  call  "a  world 
revolution."  As  we  saw  it,  this  revolution  of 
the  totalitarian  powers  was  aimed  at  the 
destruction  of  those  elements  which  consti- 
tute the  foundation  of  civilization — namely, 
Christianity,  human  dignity,  tolerance,  and 
mercy.  Justice  and  truth  were  equally  im- 
periled, and  the  use  of  reason  had  been 
marked  for  obliteration.  Founded  upon  a 
philosophy  of  violence,  this  movement  glori- 
fied war  as  the  highest  activity  of  mankind, 
and  openly  undertook  and  accomplished  with 
its  pagan  ideas  the  corruption  of  the  entire 
youth  of  several  nations.  And  never  in  all 
its  history  did  man's  inhumanity  to  man 
sink  to   such  levels  of  degradation. 

This  savage  and  bestial  violence  continued, 
not  only  by  force  of  arms,  but  by  intrigue, 
treachery,  and  false  propaganda  against  our 
own  ideals  and  institutions  embodied  in  the 
democratic  way  of  life.  Spurred  on  by  the 
ideal  of  lasting  peace,  based  on  equity  and 
justice   for   all    peoples   of  the    world,   our 
country  and  its  allies  crushed,  by  prodigious 
military  and  industrial  efforts,  sacrifice  and 
suffering,   the  powerful  and  evil  forces  of 
Nazi  Germany  and  Fascist  Italy.  In  this  suc- 
cessful struggle,  circumstances  allied  us  with 
a  strange  ally — an  ally  whose  government  in 
many  of  its  ruthless  characteristics  and  con- 
cepts, and  in  the  virtual  enslavement  of  its 
people,  differed  but  little  from  the  pagan 
forces  of  the  Nazis  and  Fascists,  which  our 
nation,  with  its  strange  ally,  finally  defeated. 
We  refer,  of  course,  to  the  rulers  of  Soviet 
Faissia     and    their    communistic     doctrine, 
always  aimed  at  world  revolution  and  the 
destruction  of  the  democratic  system,   and 
now  again  active  in  fostering  these  aims. 

We  think  that  impartial  history  will  record 
that  our  own  beloved  nation  had  the  desire 


and  made  an  honest  attempt  to  cooperate 
with  Soviet  Russia  for  the  betterment  of  civ- 
ilization and  the  world.  We  think  that  the 
unfolding  of  impartial  history  will  also  re- 
cord that  our  desire  and  belief  that  demo- 
cracy and  communism  could  cooperate  har- 
moniously in  the  world  for  the  betterment  of 
mankind  was  from  the  beginning  only  a  no- 
ble, and  at  the  same  time,  bi'ittle  illusion.  In 
a  ravaged,  sad  and  distraught  world,  it  seems 
that  we  are  now  committed  to  test,  fur  nil 
time,  the  uill  and  icorth  of  democracy. 

Have  you,  as  highly  educated  men  and 
women  and  members  of  a  profession  dedi- 
cated to  the  relief  of  human  suffering,  the 
proper  conception  of  your  responsibility  in 
aiding  in  the  preservation  of  the  democratic 
system  in  the  so-called  "cold  war"  between 
democracy  and  communism  ?  Have  you  form- 
ulated any  ideas  as  to  how  you  may  contrib- 
ute to  the  favorable  outcome  of  the  test  to 
which  our  system  is  now  being  subjected?  It 
seems  to  me  that  the  result  of  this  test  de- 
pends upon  people  like  you  and  me,  and  other 
groups  educated  in  the  different  trained 
fields  with  which  America  is  blessed.  It  is 
our  common  duty  to  inform  ourselves  and 
to  keep  informed  of  matters  within  and  with- 
out our  profession  which  affect  our  country 
and  its  citizens;  to  lend  our  time,  talent, 
judgment,  and  influence  to  advance  and 
broaden  our  system ;  and  to  strive  to  correct 
the  conditions  in  our  country  that  canker  the 
true  spirit  of  democracy,  and  leave  us  and 
our  system  vulnerable  in  the  court  of  world 
opinion. 

Too  long  have  we  lived  upon  the  spiritual 
capital  of  the  past,  and  we  must  renew  this 
spiritual  capital  before  we  become  spiritually 
bankrupt.  While  true  democracy  is  a  way  of 
life  based  on  the  principles  of  Christianity, 
frankness  compels  the  statement  that  we 
have  at  times  only  feebly  adhered  to  these 
principles.  Our  record  is  not  without  blemish, 
and  in  the  clash  between  the  ideologies  of 
democracy  and  communism,  which  may  well 
lead  to  armed  conflict,  some  of  the  conditions 
existing  in  our  nation  make  us  particularly 
vulnerable.  We  cannot  bomb  the  ideology  of 
communism,  or  any  other  ideology,  out  of 
existence ;  but  we  can,  by  precept  and  ex- 
ample, by  education  and  actual  living  and 
teaching  of  true  democracy,  reveal  commun- 
ism in  its  true  light  by  the  acid  test  of  com- 
parison. Legislation  of  democracy  alone  will 
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not  cause  it  to  work.  We  must  strive  to  live  it 
fH,  order  to  make  it  work. 

There  is  a  disease  abroad  in  America  and 
in  the  world.  It  is  a  disease  associated  with 
a  common  human  frailty.  It  is  an  elusive  dis- 
ease which  wears  a  thousand  faces.  It  is  a 
disease  that  is  Wind,  and  it  has  all  the  brutal 
power  of  the  blind  grab.  The  disease  is  as 
old  as  time,  and  is  the  epitome  of  iniquity. 
At  every  opportunity  and  in  every  age,  it 
has  raised,  and  will  continue  to  raise,  its  ugly 
head.  The  profession  of  medicine  has  not  en- 
tirely escaped  the  ravages  of  this  disease. 
It  is  this  disease,  far  more  than  communism, 
that  is  the  real  thi-eat  to  democracy  and  to 
America.  I  think  that  we  know  the  diagnosis 
of  this  disease.  It  is  single  selfishness  and 
compulsive  greed. 

I  sensed  the  existence  of  this  malady 
vaguely  while  a  medical  student,  when  I  sold 
some  Liberty  Bonds  for  much  less  than  their 
actual  value.  They  were  part  of  a  small  legacy 
that  my  father  had  left  me  for  an  education, 
and  through  no  fault  of  his  or  mine,  they 
did  not  bring  their  specified  value.  I  appre- 
ciated this  disease  fully  as  a  practicing  phy- 
sician during  that  period  known  as  "the 
great  depression."  As  a  medical  counsellor,  I 
saw  everywhere  around  me  during  those 
years  the  evidence  of  incalculable  ruin  and 
suffering.  I  saw  my  patients  and  friends  lose 
all  the  material  wealth  and  accumulation 
of  a  lifetime.  It  struck  the  life  of  almost 
everyone  I  knew,  and  in  the  fears,  complaints, 
and  privations  of  numerous  friends  and 
patients,  I  lived,  felt,  and  actually  experi- 
enced the  full  weight  of  that  horrible  human 
calamity. 

I  saw  people  without  fuel  and  proper  cloth- 
ing. I  saw  people  ejected  from  their  farms 
and  homes.  I  saw  people  squatting  in  filthy 
public  buildings  in  order  to  keep  warm — 
their  stomachs  empty,  their  souls  despairing. 
I  saw  acts  of  violence  and  cruelty,  the  men- 
ace of  brute  privilege  and  cruel  and  corrupt 
authority,  trampling  ruthlessly  upon  the  lives 
of  the  poor,  the  weak,  the  wretched,  and  the 
defenseless.  The  picture  of  these  scenes  of 
suffering,  oppression,  and  poverty,  going  on 
unheeded  in  a  country  in  which  privilege  was 
still  unrestricted,  unrestrained,  and  in  many 
instances  indifferent,  left  an  impression  upon 
my  life  which  will  not  be  erased. 

But  with  this  impression  I  exjierienced 
another,  and  a  more  glorious  one — the  evi- 


dence of  the  fortitude  of  man.  It  was  the  real- 
ization of  his  ability  to  suffer  and  somehow 
to  survive.  It  was  through  these  experiences 
that  I  came  to  share  certain  of  the  qualities 
and  beliefs  in  the  lives  of  all  people,  and  they 
created  in  me  great  sympathy  and  admiration 
for  the  average  human  being. 

In  the  short  span  of  less  than  two  hundred 
years  we  have  fashioned  many  admirable 
things  in  America.  Most  of  them  are  good, 
and  are  the  inspiration  of  people  all  over  the 
world.  But  some  of  the  things  that  we  have 
fashioned  are  false,  cankerous,  and  self-de- 
structive in  their  nature.  I  believe  that  they 
have  been  in  the  process  of  destroying  them- 
selves for  some  time,  and  that  the  catharsis 
of  these  forms  will  in  time  be  complete.  One 
of  these  harmful  forces,  I  feel  certain,  is  a 
political  economy  which  allows  the  unre- 
strained and  unlimited  accumulation  of  privi- 
lege, wealth  and  vast  power,  and  at  the  same 
time  permits  the  existence  of  such  conditions 
as  I  have  depicted.  The  co-existence  of  such 
conditions  is,  I  believe,  the  enemy  of  true 
democracy. 

This  statement,  I  hasten  to  add.  is  no  in- 
dictment of  accumulated  wealth  and  its  wise 
use,  of  which  we  have  so  many  striking  and 
useful  examples  in  Winston-Salem  and 
throughout  the  nation.  Neither  is  it  an  indict- 
ment of  free  enterprise,  which  has  made  our 
country  great,  and  in  which  I  believe  with  all 
my  heart.  It  is  only  an  attempt  to  suggest 
that  you,  as  enlightened  citizens  and  destined 
leaders,  think  about  this  and  other  condi- 
tions which  are  harmful  to  democracy  and 
threaten  its  existence  in  our  country.  Let  us 
be  specific  and  mention  some  of  these  other 
conditions. 

Selfishness,  greed,  intolerance,  and  hatred 
are  not  peculiarly  the  characteristics  of  com- 
munism. In  varied  forms,  they  exist  in  our 
own  country.  In  the  daily  papers  during 
this  world  crisis  we  read  of  strikes,  discrim- 
inations, and  intolerance.  We  know  that  our 
government  is  constantly  subjected  to  the 
lobbying  of  pressure  groups,  seeking  their 
own  selfish  advantage,  without  consideration 
or  thought  of  the  welfare  of  the  country  as  a 
whole.  We  see  labor  misguided  and  misled  by 
selfish,  short-sighted,  and  power-drunk  lead- 
ers, jeopardizing  our  whole  country.  We  see 
vested  and  powerful  interests  engaging  in 
trusts  and  combines  to  stifle  competition 
and  deny  equal  opportunity  to  small  opera- 
tors in  the  field  of  business. 
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We  see  members  of  your  profession  and 
mine,  some  of  them  in  high  position,  totally 
unconcerned  when  honest  efforts  are  made 
to  solve  the  social  problems  of  medical  prac- 
tice. They  are  not  only  unconcerned,  but 
they  make  efforts  to  obstruct  social  progress 
in  these  fields.  As  a  result,  our  present  public 
relations  are  at  a  very  low  ebb.  In  our 
country  we  see  also  outbursts  against  the 
Jews.  We  see  our  school  systems  inadequately 
supported,  and  in  the  state  of  Alabama  in 
recent  years  we  saw  only  $7.00  spent  per 
(inninn  for  the  education  of  a  Negro  child, 
as  compared  with  $44.00  spent  for  the  educa- 
tion of  a  white  child.  These  conditions  are  a 
sad  commentary  on  democracy,  in  which  we 
profess  to  believe,  and  they  weaken  us  im- 
measurably in  the  test  to  which  we  are  being 
subjected  throughout  the  world. 

We  must  live  democracy  if  it  is  to  suiwive, 
and  dedicate  to  it  ourselves  as  well  as  our 
means.  Citizenship  must  have  its  base  in  the 
spirits  of  our  citizens.  The  Old  Testament 
teaches  in  effect  that  all  governments,  to 
succeed,  must  seek  to  express  the  will  of  God, 
who  is  the  God  of  all  people  and  all  the 
nations.  And  from  the  New  Testament  we 
gain  the  spiritual  principle  that  all  men  are 
brothers,  the  children  of  one  Father.  This 
ideal  was  the  inspiration  .of  our  founding 
fathers,  and  has  been  the  inspiration  of  dem- 
ocratic movements  through  the  centuries. 
May  we  not  ask,  then:  Is  not  democracy  a 
way  of  life  based  on  the  worth  and  dignity 
of  the  average  human  being? 

Its  demands  may  seem  radical,  but  is  it  not 
true  that  democracy,  in  order  to  be  stable 
and  durable,  must  be  present  in  the  minds 
and  hearts  of  people  like  you  and  me?  We 
must  not  only  attempt  constantly  to  expand 
and  improve  our  political  democracy,  but 
we  must  also  work  toward  removing  the  bar- 
riers to  spiritual  brotherhood  which  exist 
within  us  and  within  our  country.  Unless  we 
do  this,  democracy  is  in  mortal  danger. 

Never  has  there  been  a  time  when  we 
needed  liberal  leadership,  endowed  with  a 
genuine  human  interest,  more  than  we  do 
now.  We  need  this  type  of  leadership  from 
local  to  national  levels,  and  we  need  en- 
lightened citizenship  to  see  that  we  get  this 
type  of  representation,  and  to  support  lead- 
ers who  are  pledged  to  represent,  and  will 
represent,  without  fear  or  favor,  all  groups 
of  people. 


It  is  the  opportunity  and  the  duty  of  men 
and  women  like  you  in  the  medical  profession 
and  in  other  trained  and  educated  groups  to 
use  your  influence  in  the  communities  in 
which  you  live  to  obtain  this  type  of  leader- 
ship, and  to  use  your  talent  for  clear  and 
honest  thinking  to  evaluate  and  separate  the 
forms  and  trends  that  are  good  from  those 
that  are  evil.  With  such  a  philosophy  we 
will  have  nothing  to  fear  for  this  nation,  its 
institutions,  and  its  people.  They  will  remain 
deathle-ss  and  indestructible.  With  such  a 
philosophy  the  true  discovery  of  America  is 
still  before  us,  and  the  true  eventuation  of  the 
spirit  of  our  people,  of  our  blessed  and 
mighty  nation  is  yet  to  come.  I  think  also  that 
the  true  discovery  of  our  democracy  is  still 
before  us.  It  beckons  us  onward  with  the 
hope  and  promise  of  incalculable  accomplish- 
ment. I  challenge  you  to  have  a  part  in  the 
usefulness  and  glory  of  the  achievements  yet 
to  come.  Medicine,  of  course,  will  be  your 
primary  interest  and  field  of  service,  but  I 
repeat  the  suggestion  that  you  have  a  com- 
mitment and  an  obligation  in  the  broad 
duties  of  constructive  citizenship  above  and 
beyond  the  practice  of  your  profession. 

Maintenavce  of  the  Student  Attitude 

Now,  let  us  consider  briefly  the  second 
suggestion — namely,  the  maintenance  of  the 
student  attitude.  The  fact  that  you  are  receiv- 
ing your  diplomas  this  afternoon  is  evidence 
that  you  are  men  and  women  whose  educa- 
tion and  training  are  far  superior  to  those 
of  the  average  young  man  or  woman  of  your 
years.  You  have  demonstrated  perseverance, 
energy,  and  mental  acumen.  Under  an  able 
faculty  you  have  been  taught  intellectual  dis- 
cipline, the  factual  approach  to  problems,  the 
importance  of  research  and  originality,  and 
the  influence  of  the  mind  and  emotions  and 
environment  on  the  various  systems  of  the 
human  body.  You  have  been  taught  to  con- 
sider the  dignity  and  worth  of  the  patient 
behind  the  disease  which  afflicts  him,  and  to 
manage  him  with  tact,  sympathy,  kindness, 
and  understanding.  You  have  also  been 
taught  the  supreme  importance  of  straight 
and  honest  thinking. 

You  have  witnessed  the  advent  of  atomic 
energy  and  the  inauguration  of  a  golden  age 
of  therapeutics  in  the  introduction  of  the  sul- 
fonamides, penicillin,  and  streptomycin — so 
useful  at  present  and  so  full  of  promise  for 
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llu'  future.  The  need  for  the  type  of  service 
which  you  have  been  so  carefully  trained  to 
render  was  never  greater  than  it  is  today. 
Particularly  is  there  a  need  for  general  prac- 
titioners, and  I  know  of  no  field  in  which 
a  person  with  your  training  can  serve  more 
usefully,  more  remuneratively,  or  with 
greater  personal  satisfaction. 

Your  state  and  nation  are  engaged  in  help- 
ing to  provide  facilities  in  which  you  may 
work.  Your  State  Medical  Society  is  earnestly 
trying  to  help  our  Blue  Cross  Insurance  As- 
sociations to  furnish  complete  coverage 
against  the  costs  of  illness  for  low  income 
workers,  and  your  State  University  Medical 
School  is  being  expanded,  with  the  avowed 
purpose  of  integrating  medical  care  and 
overcoming  medical  isolation  with  the  aid  of 
our  two  privately  endowed  schools.  I  consider 
it  to  be  your  duty  to  familiarize  yourself 
thoroughly  with  these  measures,  all  designed 
to  bring  about  an  adequate  and  economical 
distribution  of  medical  care  of  high  quality 
to  all  groups  of  our  people. 

It  is  my  earnest  hope  that  many  of  you 
will  give  consideration  to  the  opportunities 
and  advantages  of  general  practice.  You  will 
fill  a  real  need  by  doing  so.  But  whatever 
field  you  enter — whether  it  be  one  of  the 
specialties,  medical  education,  the  Army,  the 
Navy,  the  Public  Health  Service,  the  Veter- 
an's Administration,  or  the  field  of  general 
practice  and  family  counsellor  —  I  suggest 
that  when  you  engage  in  practice  you  resolve 
to  remain  throughout  your  life  a  student  phy- 
sician. People  in  general  can  be  divided  into 
two  groups — those  that  are  learning  and  those 
that  are  forgetting ;  those  that  each  year 
know  more,  and  those  that  each  year  know 
less.  There  seem.s  to  be  no  third  group — those 
that  are  stationary.  Things  in  nature  rarely 
are  static;  they  increase  or  they  decrease, 
they  grow  or  they  decay,  they  progress  or 
they  retrogress.  As  physicians  you  should  re- 
member this  and  make  every  effort  to  keep 
out  of  the  retrogressive  state,  and  on  the 
side  of  increase,  of  growth,  and  of  progress. 

The  state  program  now  getting  under  way, 
the  excellent  medical  periodicals  now  pub- 
lished, the  numerous  medical  meetings  open 
to  any  physician,  and  the  opportunities  for 
postgraduate  instruction  now  available,  col- 
lectively offer  full  opportunity  to  keep  rea- 
sonably abreast  of  the  ever-changing  devel- 
opments of  your  profession.  I  suggest  that  it 


is  your  duty  to  take  full  advantage  of  these 
opportunities  and  to  remain  a  student  as  long 
as  you  live. 

Personal  Considerations 

And  now  we  come  to  the  final  suggestion 
— namely,  that  you  consider  yourselves  in 
terms  of  your  own  personal  life,  in  order  that 
you  may  make,  within  and  without  your  pro- 
fession, the  greatest  possible  contribution. 
This  suggestion,  I  think,  is  most  important 
for  a  physician  because  of  the  intimacy  and 
delicacy  of  his  relationship  with  his  fellow 
man.  From  time  to  time  a  physician  can, 
with  benefit,  spend  a  few  moments  in  medi- 
tation and  ask  himself  some  questions :  What 
am  I?  What  do  I  stand  for?  For  what  am  I 
seeking  and  striving?  What  do  I  long  for? 
What  do  I  contribute  to  my  patients,  my  fam- 
ily, my  community,  my  state  and  my  nation? 
Broadly  speaking,  there  are  two  kinds  of  peo- 
ple— those  that  contribute,  and  those  that  do 
not  contribute.  The  contributors  have  added 
something  to  life's  abundance  and  happiness 
as  they  passed  along.  They  have,  with  vary- 
ing degrees  of  success,  known  something 
about  now  to  develop  their  lives. 

I  suggest  that  there  are  two  forms  of  suc- 
cess for  physicians.  Material  success  depends 
upon  talent,  training,  and  the  will  to  work. 
A  physician  must  have  it,  for  under  the  sys- 
tem in  which  we  live  reasonable  economic 
security  for  ourselves  and  for  our  loved  ones 
is  essential  in  order  to  ensure  that  peace  of 
mind  necessary  for  worthwhile  accomplish- 
ment. But  there  is  also  a  personal,  private 
success  which  is  equally  important.  This  also 
demands  talent,  training,  and  energy,  but  in 
addition  it  requires  of  those  who  would  enjoy 
it  a  genuine  interest  in  and  love  of  people, 
particularly  the  unfortunate,  the  afflicted 
and  the  needy. 

If  we  would  emulate  those  who  have  with 
some  success  regulated  their  lives,  we  must 
develop  also  our  personal  courage  to  stand 
up  for  principles  we  believe  to  be  right.  We 
must  develop  our  self  control  and  our  toler- 
ance in  order  that  we  may  take  criticism  and 
analyze  it  for  what  it  is  worth,  that  we  may 
not  in  provocation  say  things  that  will  wound 
the  feelings  of  a  friend.  We  must  guard  our- 
selves not  to  betray  confidences  entrusted 
to  us,  and  keep  our  tongues  from  becoming 
instruments  of  gossip  and  slander  against  de- 
fenseless people.  We  must  practice  self-denial 
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and  develop  and  foster  the  self-discipline 
which  is  a  part  of  our  training. 

Service  in  various  ways  is  the  duty  and  the 
happiness  of  a  physician.  A  self-centered  life 
is  doomed  to  failure.  We  hear  a  great  deal 
about  self-sufficiency  in  medicine.  This  is 
fine,  but  I  suggest  that  we  can  become  self- 
sufficient  to  the  point  of  being  self-centered, 
and  thereby  lose  the  common  touch.  If  we 
become  self-centered,  we  miss  the  joy  of 
spreading  happiness  and  abundance  to  others 
and  the  exquisite  satisfaction  that  comes  with 
the  performance  of  worthwhile  service.  A 
deed  of  kindness  here,  a  word  of  encourage- 
ment there,  a  warm  handclasp,  a  gift  of  our 
time  and  means  whenever  possible  to  worthy 
causes  and  endeavors,  ai"e  all  a  part  of  the 
service  which  a  physician  is  privileged  to 
render.  These  four  lines  of  verse  serve  to  il- 
lustrate what  I  am  attempting  to  say: 

I  built  a  chimney  for  a  neighbor  old 
I  did  the  service  not  for  hope  nor  hire, 
And  then  I  wandered  in  the  winter's  cold 
But  all  that  day  I  glowed  beside  a  fire. 

This  verse  needs  no  interpretation  by  me  to 
you,  but  I  would  stress  the  beauty  of  the 
thought  that  the  fire  you  build  in  the  other 
fellow's  chimney  brings  to  the  builder  its  fin- 
est warmth  and  glow. 

And  finally,  I  suggest  that  no  life  is  com- 
plete unless  it  is  influenced  by  the  spiritual. 
I  do  not  speak  of  organized  religion,  al- 
though I  believe  that  the  average  man  or 
woman  can  best  contribute  through  an  organ- 
ization. I  do  not  speak  of  form  or  creed,  or 
of  rules  and  regulations,  though  I  would  not 
argue  with  those  who  do.  To  my  mind,  form 
and  creed  are  relatively  unimportant.  It  is 
the  good  life  that  counts,  and  I  am  proud  of 
the  fact  that  I  live  in  a  nation  where  Jewish 
synagogues.  Catholic  cathedrals,  and  Protes- 
tant churches  of  all  denominations  raise  their 
spires  with  equal  freedom  heavenward  and 
reach  for  God  as  the  flowers  reach  for  the 
sun. 

I  would  not  quarrel  with  the  infidel  or  the 
agnostic,  but  I  believe  that  the  physician  is 
benefited  by  a  belief  in  a  power  higher 
than  his  own,  and  I  suggest  that  such  a 
belief  will  add  to  his  capacity  and  to  his 
stature.  I  believe  with  all  my  heart,  as  did 
Plato  centuries  ago,  that  the  soul  of  man,  the 
spirit  of  man,  if  you  please,  is  immoi'tal, 
and  that  through  his  spirit  and  his  children 
he  projects  himself  into  the  future,  both  for 
good  and  for  evil.  I  respectfully  suggest  that 


the  average  man  and  the  average  jihysician 
is  solaced,  comforted,  and  sustained  by  such 
a  belief.  The  immortal  Thomas  Wolfe  ex- 
pressed himself  in  this  connection  with  these 
powerful  words.  Let  me  give  them  to  you  as 
he  wrote  them: 

"The  deepest  search  in  life  it  seemed  to  me,  the 
thing'  that  in  one  way  or  another  was  central  to  all 
life,  was  man's  search  to  find  a  father — not  merely 
the  father  of  his  flesh,  not  merely  the  lost  father 
of  his  youth,  but  the  image  of  a  strength  and  wis- 
dom, external  to  his  need  and  superior  to  his  hun- 
ger, to  which  the  belief  and  power  of  his  own  life 
could  be  united." 

Yes,  the  spiritual  is  all  about  you  and 
within  you,  and  the  physician,  like  other  men, 
is  conscious  of  it.  The  lines  of  Carruth,  the 
poet,  have  impressed  me,  and  for  many  years 
I  have  referred  to  them.  May  I  give  them  to 
you? 

A  firemist  and  a  planet 

A  crystal  and  a  shell 

A  jellyfish  and  a  saurian 

And  caves  where  the  cave  men  dwell 

And  then  a  sense  of  law  and  beauty 

A  face  turned  from  the  clod 

Some  call  it  evolution 

And  others  call  it  God. 

A  haze  on  the  far  horizon 
The   infinite   tender  sky 
The  ripe,  rich  tint  of  the  corn  fields 
And  the  wild  geese  sailing  high 
And  all  over  upland  and  lowland 
The  charm  of  the  golden  rod 
Some  of  us  call  it  autumn 
And  others  call  it  God. 

Like  tides  on  a  crescent  sea  beach 
When  the  moon   is  new  and  thin 
Into  our  hearts  high  yearnings 
Come   welling  and   surging  in 
Come  from  the  mystic  ocean 
Whose  rim  no  foot  has  trod 
Some  of  us  call  it  longing 
:=^  And  others  call  it  God. 

A  picket  frozen  on  duty 

A  mother  starved  for  her  brood 

Socrates  drinking  the  hemlock 

And  Jesus  on  the  rood 

And  millions  who  humble  and  fearless 

The  broad,  hard  pathway  plod 

Some  call  it  consecration 

And  others  call  it  God. 

ConchtsioH 

In  conclusion,  consecration  is  the  word  that 
I  would  like  to  leave  with  you  as  I  wish  you 
Godspeed  and  happiness  in  every  task  which 
engages  your  talent,  your  time,  and  your 
training.  Consecration  to  your  country  as  a 
citizen  now  and  in  the  days  ahead.  Conse- 
cration to  the  duty  of  keeping  an  increasing 
knowledge.  Consecration  to  medicine  and  of 
your  life,  in  service  to  others,  and  in  service 
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in  the  temple  of  the  immortal  human  spirit. 
And  finally,  consecration  to  your  own  per- 
sonal integrity,  which  will  bring  to  you  seren- 
ity and  inner  peace.  These  are  charges  you 
have  to  keep.  The  manner  of  their  keeping 
is  what  will  be  termed  your  life. 


THE  URGE  TO  INTERFERE  IN 
OBSTETRICS 

Chester  D.  Bradley,  M.D. 
Newport  News,  Virginia 

Ill-advised  interference  with  pregnancy 
and  labor  has  probably  caused  as  much  dam- 
age to  mothers  and  babies  as  obstetric  dis- 
ease itself.  The  urge  to  interfere  arises  very 
often  from  the  anxiety  of  the  patient  and 
her  family.  These  have  the  power,  unless 
they  are  properly  managed,  to  push  us  into 
needless  intervention  which  we  may  bitterly 
regret  afterward. 

Today  we  live  in  an  age  of  scientific 
miracles.  Radar  impulses  are  bounced  off 
the  moon,  and  jet  planes  are  flown  faster 
than  sound.  Thei'efore,  the  public  can  hard- 
ly be  blamed  for  assuming  that  we  of  the 
medical  profession  have  it  in  our  power  to 
match  these  wonders  in  the  realm  of  human 
physiology.  There  is  often  an  impatience 
with  Nature's  leisurely  ways.  For  instance, 
our  modern  public  likes  to  have  its  babies 
arrive  promptly  on  schedule,  like  railroad 
trains.  Even  though  the  baby  be  only  a  day 
or  two  overdue,  the  doctor  is  often  expected 
to  take  the  patient  to  the  hospital  and  "start 
her  up"  like  a  balky  automobile  engine.  If 
he  should  fail,  the  family  concludes  that 
there  is  something  very  wrong  and  may  de- 
mand the  services  of  a  more  expert  mechanic. 

The  Estimated  Date  of  Deliverij 
It  is  well  known  that  the  duration  of  preg- 
nancy varies  from  one  individual  to  another, 
and  even  with  the  same  individual  in  succes- 
sive pregnancies.  Yet  the  patient  and  her 
family  tend  to  regard  the  estimated  date  of 
delivery  given  them  by  the  physician  as  an 
absolutely  accurate  prediction.  The  woman 
who  "goes  beyond  her  time"  is  viewed  with 
alarm  and  misgiving.  A  standard  greeting 
on  the  street  and  in  the  shops  is,  "What,  are 
you  still  here?"  Whole  neighborhoods  have 
been  aroused  to  indignation  with  this  or  that 
phj'sician  because  a  certain  pregnant  woman 
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is  thought  to  be  "late"  or  "overdue."  The 
patient  is  ominously  warned  that  the  "baby 
will  get  too  big."  Sometimes  the  doctor  is 
visited  at  his  office  by  a  solemn  delegation 
consisting  of  the  patient,  her  husband,  and 
the  mother  of  one  or  the  other  spouse.  The 
question  sternly  put  by  this  trio  is,  "What 
are  you  going  to  do  about  it?" 

The  amount  of  hysteria  which  can  be  gen- 
erated over  what  is,  after  all,  a  delusion  is 
indeed  astounding.  About  ten  years  ago,  two 
Hungarians,  Burger  and  Korompai"',  found 
that  of  4656  mature  births  less  than  40  per 
cent  occurred  at  or  near  the  estimated  date 
of  delivery.  They  figured  the  date  of  deliv- 
ery according  to  Naegele's  well  known  rule 
of  adding  seven  days  to  the  date  of  onset  of 
the  last  menstrual  period  and  counting  back 
three  months.  This  is  just  a  short  way  of 
counting  forty  weeks  from  the  time  of  the 
last  menstruation.  It  was  found  that  only  4.1 
per  cent  of  the  infants  were  born  exactly  on 
the  estimated  date.  Eighteen  and  one-half 
per  cent  were  born  one  to  five  days  before, 
and  16.6  per  cent  were  born  one  to  five  days 
after  the  estimated  date.  This  means  that 
only  1822,  or  39.2  per  cent,  of  these  4656  in- 
fants were  delivered  on  the  estimated  date 
or  within  five  days  of  that  date.  The  remain- 
ing 2834,  or  60.8  per  cent,  were  born  six  to 
thirty-one  days  before  or  after  the  estimated 
date.  All  these  babies  weighed  at  least  5 
pounds,  12  ounces  (2600  Gm.). 

To  learn  what  proportion  of  American 
women  go  into  labor  at  the  estimated  date, 
I  have  analyzed  the  records  of  1041  patients 
whom  I  have  delivered  in  recent  years  on 
the  Virginia  Peninsula.  Excluding  36  pre- 
mature labors  and  5  cesarean  sections  which 
were  done  before  the  onset  of  labor,  there 
were  left  for  analysis  exactly  1000  preg- 
nancies which  continued  to  term.  The  pre- 
diction was  considered  successful  only  if  the 
woman  was  delivered  not  more  than  three 
days  before  or  three  days  after  the  estimated 
date  (forty  weeks  from  the  last  menstrua- 
tion). 

It  was  found  (table  1)  that  only  34.5  per 
cent  were  delivered  on  the  estimated  date  or 
within  three  days  of  it,  while  an  equal  pro- 
portion —  34.5  per  cent  —  were  delivered 
either  one  or  two  weeks  after  the  estimated 
date  (forty-one  or  forty-two  weeks  from  the 
last    menstruation).    Twenty-six    and    four 

1.  llurjei'.  K.,  and  Korompai.  L,.:  Die  Bewertung:  der  Berech- 
iiung  des  Geburtsterniines  nach  Xaegele  auf  Grund 
nnsercr  hentisen  Kenntnisse,  Zentralbl.  f.  Gynak.  63:1290- 
1:298    (June  10)    1939. 
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Table  1 

Time  of  Delivery  After  the  Last  Menstrual  I'eriod 

W'rcka  i\'o.  Caacs  Fcr  Cent 


37 

23 

2.3 

.•!8 

100 

10.0 

3'J 

164 

16.4 

40 

345 

34.5 

41 

211 

21.1 

42 

134 

13.4 

43 

23 

2.3 

28.7 


34.5 


63.2 


Total 


1000 


100 


tenths  per  cent  were  delivered  one  or  two 
weeks  before  the  estimated  date  (thirty- 
eight  or  thirty-nine  weeks  from  the  last  men- 
struation). Twenty-three  women  were  de- 
livered three  weeks  before  the  estimated 
date  (thirty-seven  weeks  from  the  last  men- 
struation). The  median  weight  of  their  ba- 
bies was  5  pounds,  12  ounces  (2608  Gm.). 
Another  group  of  23  women  were  delivered 
three  weeks  after  the  estimated  date  (forty- 
three  weeks  from  the  last  menstruation). 
In  spite  of  their  fears,  this  last  group  of 
women  had  easy,  normal  labors,  the  median 
duration  of  labor  being  ten  hours  and  the 
median  weight  of  the  babies  8  pounds  (3628 
Gm.). 

It  is  apparent  that  what  we  call  "term" 
may  occur  anywhere  within  a  six-week 
period,  from  thirty-seven  to  forty-three 
weeks  after  the  last  menstruation.  It  is  also 
apparent  that  such  expressions  as  "on  time," 
"overdue,"  "late,"  and  "past  her  time"  are 
without  meaning  and  are  best  avoided.  For 
some  time  I  have  been  very  frank  with  pa- 
tients about  my  inability  to  predict  accurate- 
ly the  date  of  delivery,  and  I  believe  that  they 
are  much  more  cooperative  as  a  consequence. 
Nature  refuses  to  conform  to  a  simple  rule 
of  arithmetic  which  we  could  teach  to  a  9 
year  old  boy.  Therefore,  Naegele's  rule  is 
useful  only  in  a  very  rough  sort  of  way.  All 
we  can  say  is  that  about  six  women  in  ten 
will  go  into  labor  sometime  between  thirty- 
seven  and  forty  weeks  after  the  last  men- 
struation. Most  of  the  others  will  be  deliv- 
ered one  or  two  weeks  after  the  estimated 
date  (forty-one  or  forty-two  weeks  from  the 
last  menstruation),  while  a  few  will  not  go 
into  labor  until  three  weeks  after  the  esti- 
mated date. 

I  believe  that  a  brief  statement  made  by 
the  Maternal  Welfare  Committee  of  the 
North  Carolina  Medical  Society  in  Novem- 
ber, 1946,  sums  up  what  I  have  been  trying 


to  say:  "The  advent  of  labor  is  the  only  true 
indication  that  a  patient  has  reached  term 
in  her  pregnancy."'-' 

hiitiation  of  Labor 

Many  factors  enter  into  the  initiation  of 
labor.  Intrauterine  pressure  must  certainly 
be  one.  Even  more  important  must  be  the 
endocrine  balance  (estrogen,  progesterone, 
posterior  pituitary  hormone,  and  so  forth). 
At  times  certain  extraneous  conditions  seem 
to  influence  the  onset  of  labor.  All  of  us  have 
observed  the  "epidemics"  of  births  which 
occur  in  hospitals  every  so  often  throughout 
the  year.  For  instance,  the  obstetric  depart- 
ment has  been  going  on  at  its  usual  level  of 
activity,  when  all  of  a  sudden  a  procession 
of  women  in  labor  comes  in,  taxing  the 
strength  of  the  staff  and  the  capacity  of  the 
hospital.  Extra  labor  beds  must  be  set  up. 
Babies  are  born  in  bed  or  even  in  the  eleva- 
tor. Then,  after  some  hours  of  this  pande- 
monium, all  is  quiet  again. 

Petersen'-^'  has  long  been  interested  in  the 
influence  of  weather  on  the  human  organ- 
ism. He  has  shown  that  sudden  changes  in 
the  weather  may  cause  shifts  in  the  acid-base 
balance  of  the  tissues.  A  shift  to  relative 
alkalosis  increases  the  tone  of  smooth  muscle 
throughout  the  body.  The  entire  population 
participates  to  a  greater  or  lesser  degree  in 
this  meteorological  rhythm,  but  the  uterus  of 
the  pregnant  woman  nearing  term  is  partic- 
ularly susceptible  to  these  transient  periods 
of  alkalosis.  Thus  it  may  happen  that  a  num- 
ber of  pregnant  women  in  the  population 
who  are  near  term  will  be  thrown  into  labor. 
Petersen  plotted  the  temperature  over  the 
daily  birth  rates  in  the  city  of  Chicago,  and 
found  that  the  crests  in  the  birth  rate  cor- 
responded to  the  crests  in  temperature. 

In  view  of  the  complexity  of  the  factors 
entering  into  the  initiation  of  labor,  it  would 
be  a  grave  error  to  use  Naegele's  rule  as  a 
sole  criterion  in  selecting  the  time  to  induce 
labor.  The  most  important  criteria  for  in- 
duction of  labor  are  the  state  of  the  cervix 
and  the  degree  of  engagement  of  the  head 
in  the  pelvis.  One  obstetrician  of  long  ex- 
perience stoutly  maintains  that  the  clinical 
judgment  needed  for  successful  induction  of 
labor  equals  that  required  for  cesarean  sec- 
tion.  Roblee'^',  who  recently  made  an  exten- 

•1.  Cesarean  Section.  Maternal  Welfare  Sec-tiun,  North  Caro- 
lina M.   J.   7:622-024    (Nov.)    1946. 

.!.  Petersen,  W.  F.:  Man— Weather— Sun,  Springfielrl,  Illinois, 
Charles  C.  Thomas.  1947. 

i.  Koblee,  M.  A.:  Morbidity  Associated  with  Induction  of 
Labor,   Am.  J.   Obst.  &  Gsnec.  53:382-404    (March)    1947. 
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sive  study  of  the  morbidity  associated  with 
induction  of  labor,  asserts  that  "the  charac- 
ter and  results  of  induced  labor  approach 
that  of  natural  spontaneous  labor  only  when 
the  induced  labor  precedes  by  48  hours  or 
less,  the  time  when  spontaneous  labor  would 
have  occurred  anyway." 

One  of  the  pitfalls  in  the  induction  of 
labor  is  to  mistake  an  8  month  fetus  for  a 
fetus  at  term'"^'.  The  size  of  the  uterus  re- 
mains about  the  same  during  the  last  month 
or  so  of  pregnancy,  and  it  is  therefore  of  no 
use  in  determining  accurately  the  duration 
of  pregnancy.  Among  the  1000  term  deliv- 
eries just  considered  were  22  which  occurred 
four  to  six  weeks  past  the  estimated  date. 
Because  I  felt  that  these  women  were  not 
actually  at  term,  they  were  carried  along 
until  spontaneous  labor  occurred.  Twenty  of 
these  patients  were  delivered  vaginally  and 
2  by  cesarean  section  (indications:  fibroid 
uterus  and  dystocia  due  to  occiput  posterior 
presentation).  The  smallest  baby  weighed 
4  pounds,  51 2  ounces  (1970  Gm.),  and  the 
largest  baby  weighed  9  pounds,  7  ounces 
(4280  Gm.)'.  The  mother  of  this  baby  was  a 
large  woman  who  weighed  230  pounds  (104 
Kg.)  before  conception.  The  median  weight 
of  all  the  babies  was  7  pounds,  6  ounces 
(3345  Gm.),  and  the  median  duration  of 
laljor  in  the  20  vaginal  deliveries  was  eleven 
hours.   One  infant  died — an  anencephalus. 

Of  course  these  were  not  those  famous  "10 
month  babies"  we  read  about  in  the  news- 
papers now  and  then.  There  was  simply  an 
error  of  a  month  in  calculation.  In  some 
cases  the  date  of  the  last  menstruation  was 
probably  given  erroneously.  In  others  the 
patient  probably  skipped  the  period  just  pre- 
ceding the  cycle  in  which  she  conceived.  At 
any  rate,  not  all  of  the  patients  or  their 
relatives  shared  my  calm  view  of  the  situa- 
tion. During  these  weeks  of  waiting  they 
clamored  for  action.  One  of  the  most  insist- 
ent in  demanding  induction  of  labor  was  the 
family  of  the  woman  whose  baby  weighed 
4  pounds,  51  2  ounces  (1970  Gm.) .  Some  rela- 
tives stuck  to  their  guns  regardless  of  the 
course  of  events.  Although  one  baby  weighed 
only  6  pounds,  8  ounces  (2948  Gm.)  when  it 
was  born,  the  patient's  mother-in-law  con- 
tinued to  assert  that  it  was  a  "10  month 
baby"  just  the  same. 

Here    is    a    fact    well    worth    pondering. 

5.  Branilstrup,  E.:  Induction  of  Laliuiir  witli  a  Special  View 
to  tlie  Prevention  of  Foetal  Morlalilv.  'Iraiisactioiis  of  tlie 
International  Congress'  of  Obstetricians  and  (_iyneoologists, 
1917,  p.   265. 


Twenty-two  women  out  of  1000  who  were 
supposed  to  be  at  term  were  not  at  term, 
but  were  actually  all  the  way  from  four  to 
six  weeks  before  term.  In  other  words,  in 
every  100  cases  there  were  more  than  2 
"booby  traps"  for  the  physician  minded  to 
attempt  induction  of  labor. 

Cesarean  Section 

Seventy  years  ago  cesarean  section  was 
the  most  dreaded  of  all  the  obstetric  opera- 
tions— the  very  last  resort  of  a  desperate 
accoucheur.  The  mortality  of  the  operation 
was  almost  prohibitive.  Cesarean  section 
was  done  only  when  the  pelvis  was  too  small 
for  craniotomy  and  piecemeal  extraction.  In 
1879,  when  Dr.  James  T.  Boutelle  of  Hamp- 
ton, Virginia,  wished  to  do  a  cesarean  section 
on  a  woman  with  a  severely  contracted  pel- 
vis, the  family  consented  only  on  condition 
that  he  first  attempt  delivery  by  forceps'«\ 

Today  it  is  quite  a  different  story.  Patients 
and  their  families  are  quick  to  suggest,  _cr 
even  demand,  cesarean  section  as  a  solution 
to  any  and  all  obstetric  problems,  whether 
fancied  or  real.  They  are  often  puzzled  when 
the  doctor  does  not  cheerfully  and  promptly 
whisk  the  patient  away  to  the  operating 
room.  The  husband  of  one  patient  told  me 
that  he  could  not  understand  why  there 
should  be  any  hesitation  whatsoever  in  de- 
ciding to  do  a  cesarean  section,  since  it  was 
so  much  easier  and  simpler  than  delivery 
through  the  natural  passages.  This  good 
man  was  genuinely  surprised  to  learn  that 
cesarean  section  was  not  only  less  simple  but 
more  dangerous  than  vaginal  delivery,  and 
that  the  mortality  was  higher  among  babies 
delivered  by  section  than  among  those  de- 
livered through  the  pelvis. 

Every  now  and  then  a  woman  requests 
elective  cesarean  section  because  she  has  a 
pronounced  dread  of  labor.  I  recall  one  such 
woman  who  promptly  left  Newport  News  for 
a  certain  city  on  the  Pacific  coast,  where  she 
felt  the  physicians  would  be  more  obliging. 
In  most  cases,  however,  the  patient  and  her 
family  are  sincerely  concerned  over  her  pel- 
vic capacity.  I  have  been  struck  by  the  num- 
ber of  primiparas  who  insist  that  they  were 
once  told  by  a  physician  during  an  examina- 
tion that  they  would  be  unable  to  bear  a 
child  except  by  cesarean  section.  In  one  case 
the  patient  maintained  that  a  gastroenter- 

6.  Bradley,  C.  D..  and  Bradley.  M.  D. :  Medical  Practice  on 
the  Virginia  Peninsula  Sixty  Years  Ago,  Virginia  M. 
Monthly   75:328-333    fjulyl    1943. 
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ologist  had  made  such  a  statement  in  the 
course  of  a  study  on  her  colon.  Considerable 
conversation  was  necessary  to  convince  this 
patient  and  her  family  that  she  need  not 
submit  to  cesarean  section.  Their  fears  were 
not  finally  vanquished  until  the  patient  was 
delivered  after  an  easy  labor. 

The  relatives  of  small-statured  women  are 
often  firmly  convinced  that  they  will  have 
great  difficulty  in  labor  simply  because  of 
their  size.  In  one  such  case  the  family  hys- 
teria was  so  intense  that  it  even  shook  my 
confidence,  and  I  made  tentative  arrange- 
ments for  a  cesarean  section.  This  was  a 
wasted  forethought,  because  the  tiny  patient 
gave  birth  almost  precipitately  to  a  7  pound, 
4  ounce  baby  after  only  eleven  hours  of 
labor. 

Primiparas  aged  35  or  more— the  so-called 
"elderly  primiparas" — are  usually  believed 
to  be  "too  old"  to  have  a  baby  safely  through 
the  vagina.  Breech  presentation  in  either  a 
primipara  or  a  multipara  of  any  age  is  al- 
most sure  to  evoke  a  request  for  cesarean 
section,  because  the  public  believes  that 
breech  delivery  is  highly  fatal  for  the  infant. 
The  overwhelming  majority  of  patients 
will  be  found,  in  private  practice,  to  have 
adequate  pelves  and  will  be  delivered  safely 
by  the  vaginal  route  after  labors  of  average 
or  even  short  duration.  In  doubtful  cases. 
however,  the  doctor  must  make  sure  of  his 
ground  by  careful  manual  measurement  of 
the  pelvis,  by  pressing  the  head  into  the 
pelvis  below  the  ischial  spines  at  term 
(Hillis  maneuver),  and  also  by  roentgeno- 
graphic  measurement  of  the  pelvis  whenever 
possible. 

The  importunities  of  anxious  relatives  can 

certainly  help  to  swing  the  balance_  toward 

cesarean  section  in  more  than  one  situation. 

Attention  has  been  repeatedlv  called  to  the 

fact  that,  even  in  teaching  institutions,  the 

cesarean  section  rate  is  twice  as  high  among 

private  patients  as  among  ward  patients'". 

This  ratio  is  the  opposite  of  what  one  would 

expect,  in  view  of  the  sharp  contrast  in  the 

social  and  economic  status  of  the  two  groups. 

The  annual  report  of  one  leading  teaching 

hospital  shows  that  the  incidence  of  cesarean 

section  on  the  wards  was  2.7  per  cent,  while 

on  the  private  wing  it  was  6.1  per  cent.  Yet. 

so  far  as  can  be  judged  by  the  report,  the 

end  results  were  equally  good  in  both  groups 

of  patients. 

7     Junes'.  B.  D..  .Ir.:  Recent  Trends  in  Obstetrics.  Virginia  M. 
Monthly  Tj:444-4Ui    (Sept.*    194S. 


AiHdysi.'^  of  lO.H  Private  Obstetric  Cases 
In  my  own  practice  on  the  Virginia 
Peninsula,  I  have  found  cesarean  section 
necessary  13  times  in  1041  deliveries — an 
incidence  of  1.2  per  cent.  My  patients  were 
the  wives  of  government  engineers,  business 
people,  employees,  army  officers,  soldiers, 
draftsmen,  shipbuilders,  farmers,  and  fish- 
ermen. Contracted  pelvis,  borderline  in  de- 
gree, was  the  indication  in  only  4  cases. 
Other  indications  were  placenta  praevia, 
breech  presentation,  impacted  brow  presen- 
tation, toxemia,  fibroid  uterus,  healed  vesico- 
vaginal fistula,  and  previous  cesarean  sec- 
tion. 

My  series  of  sections  would  be  larger  if  I 
had  not,  in  recent  years,  made  free  use  of 
roentgen  pelvimetry  to  check  my  clinical 
findings.  On  the  other  hand,  roentgen  pel- 
vimetry has  indicated  the  need  for  cesarean 
section  in  several  women  who  were  thus 
saved  long  hours  of  fruitless  labor  or  des- 
perate forceps  operations  with  possible  still- 
births. Let  it  be  understood,  however,  that 
roentgen  pelvimetry  is  not  suggested  as  a 
substitute  for  intelligent  clinical  judgment. 
Eastman''"  recently  pointed  out  that  x-ray 
pelvimetry  is  only  an  adjunct  to  obstetric 
management,  just  as  electrocardiography  is 
a  helpful  aid  in  the  management  of  heart 
disease. 

Induction  of  labor  was  done  10  times  in 
these  J  041  cases — an  incidence  of  0.96  per 
cent.  More  than  half  the  women  in  this  series 
were  primiparas  (52.8  per  cent).  Delivery 
was  accompli.'^hed  spontaneously  in  34.3  per 
cent  of  the  entire  series,  by  low  forceps  in 
57.4  per  cent,  and  by  midforceps  in  1.9  per 
cent.  Many  more  women  could  have  been 
delivered  spontaneously,  but,  of  course,  the 
use  of  analgesics  and  anesthetics  (to  which 
we  are  all  more  or  less  committed)  leads  to 
a  higher  incidence  of  forceps  interference. 
However,  the  great  majority  of  the  low  for- 
ceps operations  were  actually  outlet  forceps, 
the  head  being  merely  "lifted  over  the  peri- 
neum." Most  of  the  midforceps  deliveries 
occurred  early  in  the  series.  Only  one  mid- 
forceps delivery  has  been  done  in  the  last 
446  deliveries.  In  this  connection,  one  may 
well  quote  a  remark  of  the  late  Barton  C. 
Hirst,  who  contended  that  an  obstetrician's 
most  valuable  instrument  is  a  long  l)lack 
cigar. 


Eastman.  X.  .T. 
Perpetuation  of 
(June)    194S. 
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Version  and  extraction  were  done  only 
twice — once  for  a  second  twin  and  once  for 
delivery  of  an  impacted  shoulder  presenta- 
tion in  a  referred  case.  Breech  extraction 
was  used  only  where  the  patient  had  demon- 
strated her  inability  to  deliver  tne  baby's 
body  spontaneously.  It  was  done  6  times  in 
36  term  breech  cases. 

Pituitrin  was  used  only  after  expulsion  of 
the  infant,  in  the  third  stage  of  labor. 
Frankly,  I  fear  the  unpredictability  of  the 
reaction  of  the  laboring  uterus  to  even  small 
amounts  of  Pituitrin.  Therefore,  in  these 
1041  cases  I  have  used  Pituitrin  only  once 
during  labor,  and  that  was  in  a  case  of  pri- 
mary uterine  inertia  early  in  the  series.  At 
present  1  prefer  to  "sweat  it  out"  with  the 
patient  in  prolonged  labors  due  only  to  pri- 
mary uterine  inertia,  rather  than  to  use 
Pituitrin  for  stimulation  of  the  uterus. 

Results  of  conservative  munagement 

In  short,  I  tried  to  handle  this  sizable 
group  of  private  patients  like  tvard  patients 
in  a  university  hospital — that  is  to  say,  ac- 
cording to  the  best  conservative  principles. 
What  of  the  results? 

The  most  important  criteria  for  evaluating 
obstetric  care  are,  of  course,  the  maternal 
and  infant  mortality  rates.  But  these  are 
not  the  sole  gauges.  Morbidity,  reflecting 
the  incidence  of  injuries  to  the  mother  and 
baby,  is  also  an  important  yardstick.  For 
instance,  an  undue  number  of  midforceps 
deliveries,  lacerations  of  the  cervix  and 
vagina,  postpartum  hemorrhages,  and  infec- 
tions might  indicate  that  some  babies  had 
been  forced  through  the  pelvis  who  might 
better  have  been  delivered  by  cesarean  sec- 
tion. Or,  if  this  were  not  so,  it  might  indi- 
cate that  too  many  normal  cases  had  been 
subjected  to  difficult  forceps  deliveries  in 
order  to  relieve  anxiety  of  the  relatives. 

In  my  series  of  1041  cases  the  maternal 
mortality  was  zero,  and  the  infant  mortality 
was  33— or  31.7  per  1000  births  (table  2). 
Midforceps  deliveries,  as  already  stated,  con- 
stituted 1.9  per  cent  of  the  total.  There  were 
no  high  forceps  deliveries  and  no  crani- 
otomies. Cervical  lacerations  extensive 
enough  to  require  repair  were  found  6  times. 
There  were  8  third  degree  lacerations  of  the 
perineum ;  six  of  these  tears  occurred  as  ex- 
tensions of  median  episiotomies.  Fourteen 
patients  had  vaginal  lacerations  warranting 
repair.  Postpartum  hemorrhage  occurred  12 
times.  Infection  during  labor    (intrapartum 


infection),  as  indicated  by  fever,  was  ob- 
served in  3  patients,  including  1  consultation 
case.  Puerperal  infection  was  encountered 
20  times  in  the  last  612  cases.  (Prior  to  Jan- 
uary 1,  1946,  I  did  not  tabulate  the  mild 
elevations  of  temperature. )  Postpartum  pye- 
litis was  recognized  13  times  in  1041  cases. 
Eclampsia  occurred  one  time,  with  a  happy 
outcome  for  both  mother  and  baby.  The  in- 
cidence of  pre-eclampsia,  mild  and  severe, 
was  2.59  per  cent  and  0.5  per  cent  respect- 
ively. 

Of  the  1052  infants  delivered,  33  were  lost 
—a  mortality  of  31.7  per  1000  births,  or  3.17 
per  cent.  There  were  14  stillbirths  and  19 
neonaial  deaths  (within  the  first  fourteen 
days  of  life).  Thirteen  of  the  33  fetal  deaths 
were  in  premature  infants.    Of  the  20  full 

Table  2 

Significant  Data  From  1041   Deliveries  in 
Private  Practice 

J^o.  Cases     Per  Cent 

Prenatal  complications 

Pre-eclampsia,   mild    « 27  2.5 

Pre-eclampsia,    severe 5  0.5 

Eclampsia    1  0.09 

Induction  of  labor  10  0.96 

Methods  of  delivery 

Cesarean   section   13  1.2 

Spontaneous   delivery 358         34.3 

Precipitate   delivery   11 

Low  forceps  (mostly  outlet  forceps)  598         57.4 

Midforceps   delivery   20  1.9 

High   forceps   delivery   0 

Breech   extraction    (term   cases) 6 

Spontaneous  breech  delivery  with 

manual   aid    (term   cases) 36 

Version  and  extraction  2 

Craniotomy   0 

Postpartum  morbidity 

Laceration  of  cervix  6  0.57 

Laceration  of  perineum,  third  degree     8  0.76 

Laceration  of  vagina 

(sufficient   to    repair)    14  1.3 

Postpartum   hemorrhage   12  1.1 

'■'Puerperal  infection 

(in   612   cases   only)    20  3.2 

.Mortality  rates 

Maternal    deaths    0 

Total  number  live  births  , 1038 

Stillbirths    14 

Neonatal  deaths 19 

Total  number  infant  deaths 33  3.17 

Premature    infant    deaths    13 

tFull   term   infant   deaths   20 

Deaths  from  intracranial  hemorrhage 

(including  2  premature)    5  0.48 

Fetal  morbidity  due  to  trauma 

Erb's  paralysis  (recovered) 1 

Facial   paralysis    (recovered)    2 

Intracranial  hemorrhage  (recovered)      2 

Ri<e  ill  leinpeniture  to  I1111.+  F.  (x-currins  once  durins  .each 
of  twii  24-himr  periods  following  deliver^',  or  reni.ainiiig 
e'eviited  lonser  tlian  2  1  lioiiis.  exchKlin?  the  first  21  hours 
after  delivery.  Cil.ses  in  wliich  the  rise  in  temperature  was 
oroved  definitely  to  be  due  to  extraKenital  causes  such  as 
mastitis,  pyelitis,  or  intercurrent  infections  are  excluded. 
■  Includes  t  cases  with  con^'enital  anomalies  incompatible  with 
life.  2  macerated  stillborn  infants  whose  mothers  were  seen 
for  the  first  time  in  labor,  and  1  stillborn  infant  with  a 
pulseless  prolapsed  cord  in  an  abnomial  presentation  re- 
ferred to  the  author  for  delivery  only. 
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term  infants  who  died,  7  were  definitely  be- 
yond my  power  to  save  them.  One  was  an 
anencephalus,  and  one  a  hydrocephakis ;  one 
had  congenital  tracheal  obstruction,  and  one 
congenital  multiple  cysts  of  the  brain;  one 
was  a  stillborn  infant  with  a  pulseless  pro- 
lapsed cord  in  an  abnormal  presentation  re- 
ferred to  me  for  delivery ;  2  were  macerated 
stillborn  infants  delivered  of  women  seen  for 
the  first  time  when  they  were  in  labor. 

This  leaves  13  full  term  infants  whose 
deaths  were  theoretically  preventable,  al- 
though actually  some  probably  were  not.  For 
instance,  3  infants  died  of  unexplained 
causes  during  normal  labors,  and  2  appar- 
ently normal  infants  died  suddenly  some  days 
after  birth.  Autopsy  on  one  of  the  last  two 
revealed  no  explanation  of  the  death.  There 
was  one  macerated  stillborn  infant  born  of 
a  woman  with  pre-eclampsia  who  had  re- 
fused to  make  the  prenatal  visits.  Five  in- 
fants— 2  of  them  premature — died  of  intra- 
cranial hemorrhage. 

Traumatic  birth  injuries  occurred  in  5 
other  babies:  Erb's  paralysis  of  an  arm  in  1, 
facial  paralysis  in  2,  and  intracranial  hemor- 
rhage in  2.  The  palsies  cleared  up  in  a  few- 
days,  and  the  2  babies  with  intracranial 
hemorrhage  recovered  within  ten  days  and 
have  developed  into  seemingly  normal  and 
healthy  children. 

The  Physiciav'ti  Diifij 

In  obstetric  practice  the  physician  is 
charged  with  the  conduct  of  the  most  vital 
of  all  human  functions :  reproduction.  He  is 
held  responsible  for  the  safety  of  not  one, 
but  two  lives.  Hence  the  emotions  of  the 
patient  and  her  family  are  aroused  to  a 
pitch  seldom  encountered  elsewhere  in  the 
practice  of  medicine.  The  physician's  .iudg- 
ment  is  in  constant  danger  of  being  deflected 
by  these  recurrent  emotional  blasts.  There- 
fore, he  must  make  for  himself  a  funda- 
mental decision :  Are  the  patients  to  be 
treated  according  to  the  precepts  of  the  best 
current  obstetric  thought,  or  are  their  fears, 
fads,  and  fancies  to  be  allowed  to  influence 
ti-eatment?  Putting  it  bluntly,  are  they  to  be 
treated  as  they  should  be  treated  or  as  they 
ii-(tvt  to  be  treated? 

Early  in  this  series  of  1041  deliveries,  I 
decided  to  strive  for  conservative  manage- 
ment. Since  the  patients  were  all  private 
patients,  they  could  not  be  dictated  to.  Their 
cooperation  had  to  be  secured  by  winning 
their  confidence  and  that  of  their  relatives. 


The  physician  can  win  confidence  only  if  he 
himself  has  confidence  in  what  he  is  doing. 
Confidence  is  based  on  consistently  good  re- 
sults. The  results  will  be  good  if  each  case 
is  handled  with  close  attention,  calm  consid- 
eration, conservative  management,  and  care- 
ful technique. 

A  common  error  is  to  underestimate  the 
amount  of  .skill  and  judgment  needed  for  the 
successful  management  of  labor.  Normal 
labor  in  a  healthy  woman  with  an  adequate 
pelvis  is  a  relatively  simple  affair.  You  may 
even  call  it  a  physiologic  process,  if  you  will. 
But  if  you  add  to  it  such  ingredients  as  in- 
duction of  labor  and  heavy  doses  of  sedative 
drugs,  plus  routine  forceps  deliveries  and 
routine  breech  extractions,  under  general 
anesthesia — then  you  are  dealing  with  some- 
thing which  is  no  longer  simple.  It  has  be- 
come a  highly  mechanized  affair  which  re- 
quires careful  guidance  to  avert  serious 
accident.  Such  a  labor  bears  about  as  much 
resemblance  to  the  good  old-fashioned  article 
as  does  an  automobile  to  a  horse  and  buggy. 
Combine  this  modernistic  contraption  with 
an  anxious  family  tugging  at  the  steering 
wheel,  and  you  have  a  good  recipe  for  a 
crack-up. 

Our  duty  it  is  to  resist  the  pressure  ex- 
erted by  an  ill-informed  and  overanxious 
public  to  interfere  in  natural  processes  with- 
out proper  indications.  Safety,  not  speed,  is 
the  prime  consideration.  The  word  obstet- 
rics, we  are  told,  is  derived  from  an  old  Latin 
verb,  "ohsfn,"  which  means  to  "stand  by." 
The  original  employment  of  the  term  doubt- 
less referred  to  the  physical  act  of  standing 
beside  the  woman,  but  scholars  point  out  that 
the  word  also  means  to  "stand  by"  in  the 
sense  of  "to  protect" — just  as  one  ship  stands 
by  another  in  possible  danger'"'. 

I  can  think  of  no  better  conclusion  for  my 
remarks  than  the  following  quotation  from 
Bruce  T.  Mayes  of  Australia:  "If  I  were 
asked  to  formulate  one  guiding  principle  for 
the  practice  of  obstetrics  it  would  be :  early 
diagnosis;  late  interference.  Many  of  the 
problems  of  obstetrics  are  made  for  us  by 
lack  of  early  observation  and  by  overzealous 
interference."*'"' 

Siimniarij 
1.    Ill-advised,  unwarranted,  or  premature 
interference  in  obstetrics  may  convert  a  nor- 

ti,    Zabriskie,   I,.,    nncl    E.istmaii,    X.    .1.:    Nurses   Il.indliook    of 
Ohstetrics,   ed.   7,   Pliiladel|)liia,   J.   B.   LippNicott   Co.,    VJt3, 
p.   3. 
1(1,    Mayes.    H.    T. :    Practical    Ob-tetrics,    Sydney.    Austr.ilasian 
Publishing  Company,   1947. 
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mal  case  into  one  that  is  highly  complicated, 
with  results  that  may  be  bitterly  regretted. 
Such  interference  is  often  brought  about  by 
the  pressure  exerted  on  the  physician  by  an 
overanxious  patient  and  family. 

2.  Two  of  the  main  sources  of  anxiety  for 
the  patient  and  her  family  are  (1)  "delay" 
in  the  onset  of  labor  and  (2)  doubt  as  to  her 
capacity  to  deliver  a  baby  through  the  nat- 
ural passages. 

.3.  Anxiety  over  failure  to  go  into  labor 
at  the  estimated  date  is  entirely  without 
foundation.  Such  terms  as  "late,"  "over- 
due," and  "past  her  time"  are  the  products 
of  the  public's  anxiety  and  lack  of  correct 
information.  The  onset  of  labor  cannot  be 
predicted  with  accuracy,  and  the  advent  of 
labor  is  the  only  true  indication  that  a  pa- 
tient has  reached  term  in  her  pregnancy. 

4.  The  overwhelming  majority  of  women 
who  worry  about  the  capacity  of  their  pelves 
will  be  found,  in  private  practice,  to  be 
adequately  endowed.  Contracted  pelvis  suf- 
ficient to  require  delivery  by  cesarean  sec- 
tion was  found  only  4  times  in  my  series  of 
1041  deliveries — an  incidence  of  0.34  per 
cent. 

5.  Impressed  by  the  excellent  results 
achieved  in  university  hospitals  with  ward 
patients,  I  have  tried  to  apply  the  same  con- 
servative principles  and  methods  to  1041 
private  patients.   The  results  were  similar. 

Discussion 

Dr.  Waverly  R.  Payne  (Newport  News):  One  can- 
not dispute  the  fact  that  to  do  good  conservative 
obstetrics  requires  a  great  deal  of  time  and  patience 
on  the  part  of  the  doctor,  the  patient,  and  her 
family.  Dr.  Bradley's  figures  are  proof  of  the  wis- 
dom of  this  course  of  procedure. 

I  think  it  is  unfortunate  that  we  have  what  ap- 
pears to  be  a  very  simple  rule  for  estimating  the 
expected  date  of  confinement,  because  all  of  us  know 
that  it  is  inaccurate  in  a  high  percentage  of  cases. 
The  onset  of  labor  is  much  more  apt  to  be  deter- 
mined by  the  menstrual  cycle,  which  varies  from 
twenty-one  to  thirty-six  days.  Patients  with  the 
shorter  cycle  usually  deliver  earlier  than  the  esti- 
mated date  of  confinement,  while  those  with  the 
longer  cycle  are  much  more  apt  to  go  beyond  the 
estimated  date.  In  these  modern  times  the  patient 
and  her  husband,  especially  if  he  is  a  person  of 
scientific  training,  is  apt  to  believe  that  the  doctor 
should  accurately  estimate  the  date  of  confinement, 
and  should  induce  labor  accordingly.  There  are  many 
dangers  associated  with  this  procedure,  and  except 
in  the  hands  of  experts  and  in  well-equipped  hos- 
pitals it  should  seldom  be  employed. 

The  problem  of  prolonged  labor  is  universally  a 
trying  one  for  all  parties  concerned.  I  believe  that 
frankness  on  the  part  of  the  doctor  in  explaining 
the  problems  involved  to  the  patient  and  to  her 
family  will  save  him  a  great  deal  of  trouble.  The 
exhibition  of  x-ray  pictures  often  may  help  him  to 
convince  them  that  the  probabilities  of  normal  de- 


livery are  good.  The  doctor  should  certainly  point 
out  the  dangers  of  ill-advised  interference,  and  if 
undue  pressure  is  brought  upon  him  he  should  seek 
consultation  before  instituting  any  radical  proced- 
ures. 

Long  labors  which  may  be  due  to  faulty  uterine 
contractions  or  to  a  moderate  degree  of  dispropor- 
tion are  not  so  serious  a  matter  now  as  they  were 
even  a  few  years  ago.  The  universal  use  of  blood, 
plasma,  and  various  parenteral  fluids,  along  with 
penicillin,  the  sulfonamides,  and  other  similar  drugs, 
permits  the  patient  to  be  well  supported  during  the 
period  when  she  might  become  exhausted  or  in- 
fected. 


SOME   INDICATIONS   FOR 
SYMPATHECTOMY 

J.  Grafton  Love,  M.D. 

Mayo  Clinic 
Rochester,  Minnesota 

The  term  "sympathectomy"  as  used  in  this 
paper  is  meant  to  indicate  any  procedure 
which  will  interrupt  sympathetic  pathways 
and  thus  remove  the  sympathetic  influence 
to  an  organ  or  part  of  the  body.  Usually  sym- 
pathectomy means  an  interruption  of  the 
sympathetic  pathways  by  means  of  a  surgi- 
cal procedure  such  as  periarterial  sympa- 
thectomy, ramisection,  or  ganglionectomy 
with  or  without  trunk  resection.  The  sym- 
pathetic pathways  may  also  be  interrupted 
temporarily  by  blocking  the  ganglia  with  pro- 
caine hydrochloride,  or  the  ganglia  may  be 
destroyed  by  the  introduction  of  absolute  al- 
cohol. The  destruction  of  the  ganglia  by  al- 
cohol approximates  in  duration  the  effect 
obtained  when  the  ganglia  are  removed  by 
surgical  extirpation. 

Raynaud's  Disease 
In  some  patients,  exposure  to  cold  or  re- 
action to  emotional  stress  may  cause  vaso- 
spasm which  results  in  blanching  of  the  fing- 
ers or  toes,  followed  by  the  development  of 
cyanosis  and  then  a  congestion  and  redness 
— the  so-called  three-color  phase.  This  con- 
dition is  known  as  Raynaud's  disease.  It  af- 
fects women  much  more  frequently  than 
men,  and  the  upper  extremities  much  more 
severely  than  the  lower  extremities.  In  se- 
vere cases,  trophic  ulcers  of  the  digits  and 
even  gangrene  may  develop  with  occlusion 
of  principal  arteries.  In  the  cases  of  moder- 
ately advanced  Raynaud's  disease,  surgical 
treatment  is  indicated.  Less  severe  cases  can 

Head  at  the  ineetinjr  of  the  Seaboard  Medieal  Association. 
Elizabeth  City.   North  Carolina,  December  7  to  9,   1948. 

From  tile  Section  on  Neurologic  Surgery',  Mayo  Clinic, 
Kiuhester,  Minnesota. 
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be  handled  satisfactorily  with  conservative 
measures. 

Until  recent  years,  the  operation  usually 
]iorf ormed  for  the  upper  extremities  has  been 
the  Adson  procedure,  carried  out  through 
the  first  rib  posteriorly  with  removal  of  the 
stellate  ganglion.  The  operation  is  performed 
bilaterally.  During  the  past  few  years,  I  have 
used  a  second  thoracic  ganglionectomy'^' 
with  satisfactory  results.  Second  thoracic 
ganglionectomy  does  not  produce  Horner's 
syndrome,  which  is  a  constant  accompani- 
ment of  stellate  ganglionectomy.  Therefore, 
there  is  no  change  in  the  patient's  appearance 
which  would  indicate  that  a  surgical  proced- 
ure has  been  carried  out. 

In  the  lower  extremities,  the  operation  is 
a  bilateral  lumbar  ganglionectomy.  This  op- 
eration can  be  performed  transabdominally, 
transperitoneally  (as  originally  described  by 
Adson),  or  through  a  posterolateral  extra- 
peritoneal approach  either  in  two  stages  or 
in  one  stage  through  separate  incisions.  An- 
other alternative  is  to  make  curved  incisions 
anteriorly  and  approach  the  lumbar  gang- 
lionated  trunk  through  gridiron  incisions  ex- 
traperitoneally. 

Thromhoangiitis  Obliterans 
Thromboangiitis  obliterans  or  Buerger's 
disease  is  an  inflammatory  obliterative  dis- 
ease of  the  arteries  and  veins.  This  disease 
occurs  principally  in  young  men  and  rarely 
affects  young  women.  It  involves  the  extremi- 
ties primarily.  In  many  cases  of  severe  throm- 
boangiitis obliterans  in  which  a  definite  vas- 
ospastic element  is  present,  sympathectomy 
may  be  very  useful.  The  operations  which 
are  performed  are  cervicothoracic  or  upper 
thoracic  sympathetic  ganglionectomy  for  the 
upper  extremities,  and  lumbar  sympathetic 
ganglionectomy  and  trunk  resection  for  the 
lower  extremities.  A  satisfactory  vasomotor 
index  is  an  important  criterion  in  the  selec- 
tion of  patients  with  thromboangiitis  oblit- 
erans for  sympathectomy. 

Case  1 

A  Hebrew  man,  aged  43,  gave  a  history  of  in- 
termittent claudication  for  fourteen  years,  Ray- 
naud's phenomenon  of  the  fingers  for  thirteen  years, 

I.  (a)  Hj'TuInian.  ().  K.  and  Wolkin,  J.:  S>*nipatheft(Jni>'  of 
the  Upper  Exti\Mn)t>  :  Kvitlenco  That  Only  tlie  Second 
Dor-^al  Ganglion  Need  Be  Rein()\ed  for  Complete  Syinpa- 
thectoniy.  Arch.  Sur?.  t5:lj:>-15.5  (July)  1912.  (b)  Goetz. 
R.  H.  and  Marr.  J.  A.  S. :  Importance  of  Second  Thoracic 
Gan§:lion  for  Sympathetic  Supply  of  Upper  Extremities, 
with  Description  of  Two  Xeu"  ^Vpproache-S  for  Its  Removal 
in  Cases  of  Vascular  Disea.se;  Preliminary  Report,  Clin. 
Proc.   3:1112-114    (Mar.)    1944. 


Fig'.  1.  Postoperative  anteroposterior  roentgen- 
o.arams  of  the  thorax  in  case  1.  showinjr  bi- 
lateral resection  of  the  vertebral  ends  of  the 
seconds  ribs,  with  silver  clips  on  the  resected 
tiiink  above  and  below  the  second  thoracic  gang- 
lion and  the  communicating  rami. 


and  superficial  phlebitis 
for  ten  years.  The  main 
problem  at  the  time  of 
admission  was  parony- 
chial  lesions  involving 
the  second  and  fourth 
fingers  of  the  right 
hand.  All  fingers  of  the 
right  hand  showed  some 
puffiness,  and  a  moder- 
ate degree  of  sclero- 
derma was  present. 
There  was  moderate  pal- 
lor of  both  hands  on  ele- 
vation, and  also  of  both 
feet. 

A  diagnosis  of  throm- 
boangiitis obliterans 
(Buerger's  disease)  was 
made.  Studies  of  cutane- 
ous temperature  reveal- 
ed a  rather  marked  vaso- 
spastic element  in  the 
patient's  upper  extrem- 
ities. 

A  bilateral  second 
thoracic  ganglionectomy 
(fig.  1)  was  performed, 
after  which  his  upper 
extremities  were  waini 
and  dry.  The  paronychia 
healed."  The  fact  that  the 
palpebral  fissures  and 
the  pupils  measured  the 
same  as  they  had  be- 
fore   operation    (8    mm. 
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Fig.  2.  1  he  anhidrosis 
which  follows  second 
thoracic  ganglionec- 
tomy. There  was  no 
Horner's  syndrome, 
w  hich  is  a  constant  ac- 
companiment of  stellate 
ganglionectomy. 
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and  o  mm.  resiiectively)  showed  that  Horner's  syn- 
drome had  not  been  produced  by  the  second  thoracic 
,i;iing-lionectomy. 

Postoperative  studies  of  cutaneous  temperature 
revealed  the  fact  that  vasospasm  had  been  relieved 
by  the  sympathectomy,  and  tlie  postoperative  sweat- 
ing test  revealed  absence  of  sweating'  ever  the  face, 
neck,  and  both  upper  extremities  (fig.  2). 

The  patient  was  advised  to  return  later  for  bi- 
lateral lumbar  sympathectomy  to  protect  his  lower 
extremities. 

Arteriosclerosis  Obliterans 

Arteriosclerosis  obliterans  is  a  type  of  ar- 
teriosclerosis occurring  in  the  extremities 
which  usually  progresses  to  arterial  occlu- 
sion. It  is  a  disease  that  affects  the  extremi- 
ties of  persons,  particularly  men,  in  the  later 
decades  of  life.  The  appropriate  operation  in 
the  occasional  case  of  arteriosclerosis  oblit- 
erans which  requires  sympathectomy  is  a 
lumbar  sympathetic  ganglionectomy.  Since 
most  of  these  patients  are  in  the  later  period 
of  life,  the  least  risk  is  encountered  by  per- 
forming the  operation  in  two  stages  through 
a  posterolateral  approach. 

Causalgia 

Sympathectomy  is  often  indicated  and  is 
frequently  used  in  the  treatment  of  the  burn- 
ing, painful  condition  in  the  extremities  as- 
sociated with  injuries  to  peripheral  nerves. 
This  operation,  to  give  the  best  results, 
should  not  be  withheld  until  the  patient  has 
become  addicted  to  the  use  of  hypnotic  drugs 
nor  until  the  pain  pathways  to  consciousness 
have  been  so  indelibly  engraved  that  inter- 
ruption of  the  pain  fibers  will  fail  to  give 
the  desired  relief. 

The  following  abstract  of  a  clinic  record 
is  indicative  of  the  type  of  case  in  which 
sympathectomy  may  be  used  for  the  causal- 
gic  type  of  pain. 

Case  2 

The  patient  was  a  white  man,  28  years  of  ag'e 
at  the  time  a  left  lumbar  sympathectomy  was  per- 
formed in  1948  for  a  causalg'ic  type  of  pain  in  the 
left  thigh  secondary  to  old  chronic  osteomyelitis  of 
the  left  femur  (fig.  3).  Since  the  onset  of  osteomye- 
litis in  the  left  femur  in  1930,  the  patient  had  had 
numerous  operations  as  well  as  maggot  therapy. 
He  was  referred  to  the  neurosurgeon  with  the  idea 
that  an  intradural  posterior  root  rhizotomy  might 
be  done  for  the  relief  of  pain,  since  a  paravertebral 
Dolamin  injection  of  the  somatic  nerves  had  helped 
to  relieve  the  pain  for  three  weeks.  A  left  lumbar 
sympathetic  block  was  advised  to  determine  its  ef- 
fect. A  temporary  blockage  of  the  sympathetic 
nerves  by  the  use  of  procaine  hydrochloride  gave 
the  patient  relief  for  eight  hours.  Since  the  risk 
of  a  lumbar  sympathectomy  is  less  than  that  of  a 
lumbar  laminectomy  and  rhizotomy,  and  since  sym- 


Fig.  3.  Anteroposterior 
roentgenogram  of  the 
left  femur  in  case  2, 
showing  an  extensive 
chronic  osteomyelitis. 
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Fig.  4.  Anhidrosis  of 
the  left  lower  extremity 
"hich  followed  left  lum- 
bar sympathectomy  for 
a  causalgie  type  of  pain 
secondary  to  chronic 
osteomeylitis  of  the  left 
femur. 


pathectomy  does  not  produce  the  postoperative  anes- 
thesia that  follows  rhizotomy,  sympathectomy  was 
advised  and  carried  out  on  June  14,  1948,  with  im- 
mediate and  complete  relief  of  the  patient's  pain 
(fig.  4). 

I  have  also  employed  the  operation  of  sec- 
ond thoracic  ganglionectomy  for  the  relief 
of  causalgie  pain  involving  the  upper  ex- 
tremities. 

Pelvic  Pain. 

Intractable  pelvic  pain  of  dysmenorrhea 
often  can  be  relieved  by  removal  of  the  pre- 
sacral plexus  of  sympathetic  fibers — that  is, 
the  meshwork  of  sympathetic  fibers  which 
lie  anterior  to  the  fifth  lumbar  vertebra  at 
the  bifurcation  of  the  abdominal  aorta.  Re- 
moval of  the  sympathetic  presacral  plexus 
also  is  occasionally  used  for  the  pain  of  ma- 
lignant pelvic  lesions,  particularly  if  the  le- 
sion is  within  the  urinary  bladder. 

This  operation  is  performed  transperiton- 
eally  through  the  low  midline  incision.  The 
posterior  peritoneum  is  opened  just  below 
the  bifurcation  of  the  aorta,  and  all  of  the 
sympathetic  fibers  within  the  space  bounded 
by  the  right  common  iliac  artery,  the  left 
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common  iliac  vein  and  the  promontory  of  the 
sacrum  are  removed.  This  procedure  serves 
to  denervate  the  pelvic  viscera  supplied  by 
the  sympathetic  nervous  system. 

Scleroderma 
(Also  Called  Acroscleroderma) 

Rarely  is  sympathectomy  indicated  in  this 
condition.  Sometimes,  if  there  is  definite  evi- 
dence of  severe  spasmodic  pain  resulting 
from  vasospasm  such  as  is  seen  in  Raynaud's 
phenomenon,  sympathectomy  may  be  em- 
ployed. 

Hyperhidrosis 

Since  one  of  the  principal  effects  of  sym- 
pathectomy is  the  aloolition  of  sweating,  it  is 
natural  that  in  some  cases  of  pathologic 
sweating  sympathectomy  would  be  indicated. 

Case  3 

A  youiiji',  excitable  woman  presented  herself  re- 
questing that  therapy  be  carried  out  so  that  she 
could  return  to  her  position  as  a  stenographer.  She 
had  to  give  up  her  position  because  of  the  excessive 
sweating  from  her  hands,  which  ruined  any  papers 
or  manuscripts  on  which  she  might  be  working.  In 
this  case,  bilateral  second  thoracic  ganglionectomy 
abolished  the  sweating  in  the  upper  extremities 
(see  fig.  2),  and  thus  enabled  a  person  who  had  been 
incapacitated  for  her  occupation  to  return  to  work. 

Angina  Pectoris 

Alihough  in  most  cases  angina  pectoris  can 
be  controlled  fairly  well  with  so-called  con- 
servative measures,  there  are  patients  with 
this  condition  who  have  such  severe  pain 
that  life  is  made  miserable.  In  some  of  these 
cases  relief  can  be  afforded  by  interruption 
of  the  sympathetic  pathways  to  the  heart. 
While  the  removal  of  the  sympathetic  path- 
ways relieves  the  pain,  it  does  not  remove 
all  warning  symptoms  which  will  enable  the 
patient  to  know  when  he  is  proceeding  be- 
yond the  limits  of  safety  in  his  activities. 

Various  types  of  operations  on  the  sympa- 
thetic nerves  have  been  advocated  and  car- 
ried out  for  angina  pectoris.  Unilateral  and 
bilateral  stellate  ganglionectomies  have  been 
utilized ;  second  thoracic  ganglionectomy  has 
been  used.  Some  authors  recommend  removal 
of  the  three  thoracic  sympathetic  ganglia, 
whereas  Davis'-'  has  recommended  intradu- 
ral division  of  the  posterior  roots  of  the  up- 
per four  thoracic  nerves.  Some  patients  with 
angina  pectoris  are  in  such  poor  condition 
that  any  major  surgical  procedure  such  as 
sympathectomy  or  rhizotomy  is  out  of  the 

■1.    Diivis.    L.:    Tlie    Suiirirai    TrOiitiiR'nt    ot    Iiilraotable    Fain, 
J..\.M..\.    UU  :1!I21-I!1L'3    (Dec.    16)    1933. 


question.  In  these  cases  the  sympathetic 
trunk  may  be  interrupted  by  the  injection  of 
absolute  alcohol. 

Livedo  Reticularis 
This  is  a  condition  characterized  Ijy  mot- 
tling and  blotchy  discoloration  of  the  skin 
and  the  extremities.  The  discoloration  is  usu- 
ally reddish  blue.  The  cause  is  unknown.  In 
some  severe  cases,  sympathectomy  is  indi- 
cated and  gives  good  results. 

Trdphie  Ulcer 

In  some  very  indolent  trophic  ulcers,  re- 
moval of  the  sympathetic  innervation  so  that 
the  peripheral  vascular  system  may  be  di- 
lated to  its  maximum  is  of  distinct  bene- 
fit*^". 

Amputation 

When  it  becomes  necessary  to  remove  a 
part  of  an  extremity  because  of  arteriosclero- 
sis obliterans,  Raynaud's  disease  with  pro- 
gressive gangrene,  thromboangiitis  obliter- 
ans, or  any  other  condition  in  which  the 
peripheral  circulation  is  markedly  reduced, 
a  preliminary  sympathectomy  may  facilitate 
the  healing  of  the  amputation  stump,  and 
also  permit  a  lower  amputation  than  might 
be  required  otherwise. 

A7iettrysms 
In  aneurysms  involving  the  extremities, 
particularly  in  the  traumatic  type  such  as 
follows  gunshot  wounds  of  the  principal  ves- 
sels of  the  extremities,  the  circulation  of  the 
extremities  can  often  be  improved  markedly 
by  carrying  out  sympathectomy.  Sympathec- 
tomy thus  reduces  the  likelihood  of  serious 
difficulties  following  a  subsequent  resection 
or  other  treatment  directed  at  the  aneurysm. 
In  arteriovenous  fistulas  preliminary  sympa- 
thectomy is  not  often  indicated,  since  this 
type  of  fistula  usually  gives  a  maximal  stim- 
ulus to  the  production  of  collateral  circula- 
tion. 

Scalenus  Syndrome   With   and   Without 
Cervical  Rib 

Sometimes  severe  Raynaud's  disease  sec- 
ondary to  the  scalenus  syndrome'^'  makes  it 
necessary  to  perform  sympathectomy  in  or- 
der to  increase  the  blood  supply  to  the  ex- 

:).    WDltriian.    H.    W.,    Allen,    E.    V.    and    Craii,',    W.    McK, : 

S\  rnpatliectornv  in   tlie  Treatment  of  Trophic  Ulcers,   Proc. 

Staff  Meet..  Mayo  Clin.  6:519-523    (Sept.   2)    1931. 
1.     Love.    J.    O.:    The    Scalenus    Antieus    Syndrome    With    and 

Without    Cervical    Ritj,    Proc.   Staff    Meet.,    Mayo   Clin.    20: 

Ii.')-7U   (Mar.  7)    1945. 
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Fig.  5  (case  4).  Anteroposterior  roentgeno- 
gram of  the  cervicothoracic  portion  of  the  spinal 
column,  showing  bilateral  cervical  ribs  with  pre- 
vious removal  of  a  portion  of  the  cervical  rib 
on  the  right  side. 

tremities.  In  such  cases  sympathectomy 
should  be  postponed  until  a  surgical  pro- 
cedure for  relief  of  the  scalenus  syndrome 
has  been  carried  out.  Division  of  the  scalenus 
anterior  muscle  alone  is  often  sufficient.  If 
cervical  ribs  are  associated  with  the  syn- 
drome, a  portion  of  the  ribs  may  be  removed 
also.  The  following  case  report  is  an  example 
of  such  a  condition. 

Case   4 

This  patient  was  28  years  of  age  when  she  first 
came  to  the  Mayo  Clinic  in  November,  1946,  because 
of  recurrent  attacks  of  pain  in  the  left  shoulder. 
The  onset  of  pain  was  followed  by  sensations  of 
numbness,  coldness,  and  deadness  of  the  third  and 
fourth  fingers  of  the  right  hand.  These  paresthesias 
were  noted  to  a  lesser  degree  along  the  lateral  aspect 
of  the  forearm  and  inner  aspect  of  the  upper  arm. 
In  April,  194G,  she  had  noted  weakness  of  the  right 
arm  and  shoulder.  The  distress  in  the  right  upper 
extremity  had  been  aggravated  by  extension  and 
abduction  of  the  arm,  by  activity,  and  by  extreme 
changes  of  temperature.  In  May,  1946,  the  patient 
had  noted  some  wasting  of  the  musculature  in  the 
entire  right  upper  exti'omity.  In  August,  1946,  she 
had  undergone  section  of  the  right  scalenus  anterior 
muscle  and  removal  of  a  portion  of  a  cervical  rib 
on  the  right  (fig.  .5).  Partial  relief  occurred,  but  the 
patient  was  still  incapacitated  to  some  degree.  In 
addition  to  the  evidence  of  compression  of  the  bra- 
chial plexus  due  to  cervical  ribs,  there  were  vascular 
changes  in  the  right  upper  extremity  consistent 
with  the  diagnosis  of  secondary  Raynaud's  pheno- 
mena. Studies  of  cutaneous  temperature  indicated 
impairment  of  arterial  circulation  in  the  third  and 
fourth  fingers  of  the  right  hand.  The  Raynaud's 
phenomena  were  limited  to  the  right  upper  extrem- 
ity. There  were  no  color  changes  in  the  left  upper 
extremity. 

On  November  29,  1946,  both  bi'achial  plexuses  were 
explored,    and    a    portion   of   the   right   cervical   rib 


Fig.  6.  Compare  with  figure  .5.  In  this  roent- 
genogram (case  4)  p.irts  of  both  cervical  ribs 
have  been  removed.  The  vertebral  end  of  each 
second  rib  has  been  resected  to  permit  exposure 
and  removal  of  the  second  thoracic  ganglion. 
The  silver  clips  are  on  the  thoracic  sympathetic 
trunk.  A  portion  of  the  first  rib  also  was  re- 
moved on  the  right  side  for  better  exposure 
of  the  sympathetic  trunk. 

was  removed.  Left  anterior  scaleniotomy  was  carried 
out,  with  decompression  of  the  left  brachial  plexus 
by  the  removal  of  a  portion  of  the  left  cei'vical  rib. 
Subsequently,  on  February  17,  1947,  because  of  the 
Raynaud's  phenomena  in  the  right  hand,  bilateral 
second  thoracic  ganglionectomy  was  performed  (fig 
6). 

Intractable  Abdominal  Pain 

Severe  intractable  pain  within  the  abdo- 
men, such  as  is  encountered  with  recurring- 
pancreatitis,  carcinoma  of  the  pancreas,  and 
some  cases  of  the  postcholecystectomy  syn- 
drome, can  be  relieved  by  bilateral  removal 
of  the  splanchnic  nerves  and  a  portion  of  the 
celiac  ganglia.  In  the  case  to  be  reported, 
abdominal  pain  which  failed  to  respond  to 
other  methods  of  treatment  was  relieved  by 
unilateral  right  splanchnicectomy.  In  cases 
of  recurring  pancreatitis  and  carcinoma  of 
the  pancreas,  since  the  innervation  is  bilat- 
eral, it  is  my  feeling  that  bilateral  splanch- 
nicectomy should  be  performed. 

Case  5 

This  patient  was  apparently  well  until  January, 
1946,  at  which  time  diarrhea  developed  and  con- 
tinued until  June.  In  April  she  noted  a  gradual  onset 
of  pain  across  the  upper  part  of  her  abdomen  and 
lower  part  of  her  back.  This  gradually  became  more 
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severe.  She  was  hospitalized  for  four  weeks,  requir- 
ing- Demerol  Hydrochloride  for  relief  of  pain.  On 
leaving  the  hospital,  she  had  as  much  pain  as  before 
admission.  She  continued  to  have  intermittent  pain 
until  September,  when  her  urine  became  dark  and 
was  found  to  contain  bile.  Operation  revealed  a 
stenosed  common  duct,  and  cholecystojejunostomy 
was  performed.  The  patient  was  relieved  of  her  pain 
and  was  well  until  November,  1946,  at  which  time 
the  same  type  of  abdominal  and  back  pain  recurred. 
In  January,  1947,  entero-enterostomy  was  performed. 
It  was  stated  that  a  faulty  anastomosis  was  pres- 
ent. 

In  July,  jaundice  developed;  this  was  accompanied 
by  dark  urine  and  followed  by  chills  and  fever. 
The  patient  was  hospitalized,  and  after  a  period 
of  seven  weeks  the  jaundice  cleared  and  she  was 
dismissed  from  the  hospital.  She  continued  to  have 
bouts  of  chills  and  fever,  pain,  and  jaundice.  Pain 
had  been  a  persistent  and  troublesome  feature,  re- 
quiring- Demerol  Hydrochloride  every  three  or  four 
hours. 

The  patient  was  admitted  to  the  hospital  on  Oc- 
tober 24,  1947,  with  a  complaint  of  abdominal  pain. 
Examination  showed  a  moderately  obese  patient 
whose  skin  and  sclerae  were  jaundiced.  The  heart 
and  lungs  were  normal,  and  the  abdomen  did  not 
show  tenderness  or  spasm.  No  masses  were  palpated. 
She  complained  of  severe  abdominal  pain,  generally 
felt  in  the  right  upper  quadrant  and  occasionally 
extending  to  the  right  shoulder.  She  required  100 
mg-.  of  Demerol  Hydrochloride  every  three  or  four 
hours,  and  had  been  using  that  amount  for  the  past 
two  months.  The  diagnosis  on  admission  was  felt 
to  be  either  chronic  pancreatitis  or  cholangitis. 

On  November  3,  her  abdomen  was  explored  by  an- 
other surgeon.  At  operation  he  found  a  stricture  of 
the  lower  common  bile  duct  which  would  not  e-^^en 
allow  the  passage  of  a  small  probe.  He  carried 
out  an  end-to-end  hepaticocholedochostomy  over  a 
T  tube,  which  he  recommended  leaving  in  place  for 
one  year. 

The  patient's  convalescence  after  this  operation 
seemed  uneventful  until  the  ninth  postoperative  day, 
when  she  began  to  complain  of  the  same  type  of 
pain  she  had"  had  preoperatively.  This  pain  con- 
tinued, and  on  the  eleventh  postoperative  day  bilat- 
eial  snli-nchnic  block  was  done,  using  Dolamin.  Al- 
though roentgenograms  at  the  time  of  the  block 
revealed  the  "points  of  the  needles  to  be  opposite 
the  twelfth  thoracic  vertebra  on  the  left  and  the  first 
himbar  vertebra  on  the  right,  the  patient  did  not 
obtain  relief  from  this  procedure.  Five  days  later, 
on  November  19,  a  bilateral  splanchnic  block  with 
Dolamin  was  again  carried  out.  Roentgenologic  ex- 
amination showed  the  needle  on  the  left  side  to  be 
opposite  the  interspace  between  the  twelfth  thoracic 
and  the  first  lumbar  vertebrae.  The  needle  on  the 
right  side  appeared  to  be  at  the  lower  edge  of  the 
t\vplfth  thoracic  vertelira.  The  patient  did  not  obtain 
relief  from  this  procedure.  On  December  1,  a  bilat- 
eral paravertebral  block  of  the  third  through  the 
eighth  thoracic  vertebrae  was  carried  out  with  Dola- 
min. Following  this  procedure  the  patient  obtained 
complete  relief  of  pain  for  twenty-four  hours,  but 
after  this  the  pain  recurred. 

Examination  by  a  neurologist  on  November  24 
revealed  no  abnormal  neurologic  findings.  A  spinal 
puncture  was  performed  on  December  10,  the  total 
protein  being  20  mg.  per  100  cc.  with  one  lymphocyte 
present.  There  was  no  block  on  jugular  compression. 
The  patient  was  dismissed  from  the  hospital. 

The  patient  returned  on  May  27,  1948,  because 
of  intractable  abdominal  pain.  A  bilateral  splanchnic 


block  performed  on  June  5  afforded  relief  for  about 
forty-eight  hours,  at  the  end  of  which  time  the  pain 
again  recurred.  A  spinal  puncture  was  repeated. 
This  time  the  protein  was  30  mg.  per  100  cc.  with 
one  lymphocyte.  As  before,  there  was  no  subarach- 
noid block.  The  patient  continued  to  have  abdominal 
pain. 

On  June  IG  the  right  splanchnic  nerves  and  two 
I  birds  to  three  fourths  of  the  right  celiac  ganglion 
were  removed.  After  this  operation  she  was  relieved 
of  the  abdominal  pain,  but  continued  to  have  some 
low  back  pain.  Some  of  this  back  pain  was  appar- 
ently due  to  the  splanchnic  block  which  had  been 
done  three  weeks  previously,  although  at  the  time 
it  did  not  appear  to  be  an  outstanding  problem.  Be- 
cause of  the  low  back  pain,  she  was  placed  in  a 
cast. 

When  she  returned  to  the  clinic  on  August  27, 
1948,  she  had  no  abdominal  pain  and  felt  mucli 
improved.  She  made  the  statement  that  it  was  the 
first  time  she  had  been  free  of  pain  in  two  years. 

Essential  Hypertension 
Many  different  tM^es  of  sympathectomy 
have  been  carried  out  in  an  attempt  to  rehevc 
the  symptoms  of  essential  hypertension,  and 
to  iirevent  the  complications  -which  often  may 
follow  in  the  wake  of  hypertension,  particu- 
larly if  the  disease  shows  signs  of  progres- 
sion. In  1925  Adson  of  the  Mayo  Clinic  car- 
ried out  bilateral  lumbar  sympathectomy  for 
this  disease.  In  the  same  year,  he  also  used 
cervicothoracic  sympathectomy.  Neither  of 
these  procedures  was  adequate.  On  August 
12,  1930,  he  introduced  extensive  anterior 
rhizotomy,  which  necessitated  a  very  exten- 
sive laminectomy.  This  procedure  accomp- 
lished Dr.  Adson's  purpose  of  lowering  the 
pressure,  but  it  was  a  very  severe  and  dis- 
abling type  of  operation.  Since  that  time, 
various  types  of  supradiaphragmatic  and  in- 
fradiaphragmatic  sympathectomies,  and  a 
combination  of  the  two  procedures  have  been 
utilized.  Some  neurosurgeons  have  even  gone 
so  far  as  to  advise  and  carry  out  total  sym- 
pathectomy— a  procedure  which,  in  my  opin- 
ion, hardly  seems  justifiable. 

For  several  years  now,  the  procedure  I 
have  employed  in  cases  of  essential  hyper- 
tension which  were  severe  enough  to  require 
extensive  sympathectomy  has  been  removal 
of  the  splanchnic  nerves,  the  outer  half  of 
the  celiac  ganglion,  the  first  and  second  lum- 
bar ganglia,  and  the  intervening  trunk  below 
the  diaphragm  without  removing  the  twelfth 
rib.  Then  portions  of  the  tenth  and  eleventh 
ribs  are  removed,  and  extrapleurally  all  of 
the  thoracic  ganglionated  trunk  and  the 
splanchnic  nerves  from  the  ninth  thoracic 
interspace  are  removed  down  to  and 
through  the  diaphragm  without  opening  the 
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pleura  or  diaphragm.  This  procedure,  al- 
though not  curative,  has  given  encouraging 
results. 

Comment 
Although  I  have  discussed  a  number  of 
varied  conditions  in  which  sympathectomy 
may  be  utilized,  the  list  does  not,  by  any 
means,  include  all  the  ailments  for  which 
the  operation  is  performed.  I  have  not  men- 
tioned some  of  the  conditions  for  which  the 
operation  is  less  commonly  employed,  includ- 
ing many  diseases  in  which  the  operation  is 
occasionally  performed  but  in  which  there  is 
considerable  doubt  as  to  the  efficacy  of  the 
procedure.  Sympathectomy,  if  performed  on 
the  proper  indications  and  carried  out  effec- 
tively .and  completely,  will  usually  give  a 
good  result. 


APPENDICITIS  IN  OLD  AGE 

-4  Clivicul  StKchj  of  Fifty-Three  Cases  in 
Pafie)ifs  over  Sixty  Years  of  Age 

H.  Max  Schiebel,  M.D. 

and 

Davis  Moise,  M.D. 

Durham 

Each  year  7700  people  in  the  United  States 
die  from  appendicitis.  Since  authorities 
everywhere  agree  that  removal  of  the  appen- 
dix before  rupture  is  specifically  indicated 
and  is  curative,  the  high  mortality  rate  must 
necessarily  represent  neglect  and  delay  in 
diagnosis,  or  improperly  planned  and  exe- 
cuted therapy.  These  factors  are  most  evi- 
dent in  elderly  patients. 

Reviein  of  the  Literature 
In  1928  Fitch'"  reported  13  cases  of  appen- 
dicitis in  patients  above  the  age  of  60,  with 
7  deaths  or  a  mortality  of  54  per  cent.  He 
pointed  out  that  interference  with  the  circu- 
lation was  more  apt  to  occur  in  this  age 
group.  He  concluded  that  "the  severity  of  the 
attack  is  much  more  marked,  the  pathological 
findings  are  more  extensive,  and  the  circula- 
tory changes  are  pronounced.  The  death  rate 
is  markedly  increased." 

Lewin'-',  in  1932,  reported  12  cases  in  pa- 
tients over  60  years  of  age  and  one  in  an  86 
year  old  individual..  The  most  constant  symp- 
tom   was    constipation    for    seven    or    eight 

1.  Fitcll.   E.   M.:    Appendicitis   in    IVople  over    Kitty  Veals  of 
Ase.   Xew  Em-ImikI   i.   Med.    Ills  ::lis-351    (April   .'.)    1!I23. 

2.  Lewin.    J.:    Clinical    Stud\-    of    .Vi'ute    Appendicitis    in    Old 
Age,   Am.  J.   Sursr.    I3:i-C7    (.Julyi    1»31. 


days ;  vomiting  usually  occurred  at  the  on- 
set but  subsided  before  the  physician  was 
consulted.  The  symptoms  were  similar  to 
those  of  intestinal  obstruction,  and  abdom- 
inal distention  was  found  in  most  of  the 
cases.    No  mortality  rate  was  given. 

In  1934,  in  an  article  from  the  Peter  Bent 
Brigham  Hospital,  Wood'-"  reported  43  cases 
in  patients  over  60  years  of  age.  He  em.pha- 
sized  that  elderly  people  are  less  sensitive  to 
pain,  and  also  have  an  inclination  to  believe 
that  old  age  places  them  beyond  the  hope  of 
surgery.  Thus,  they  conceal  their  disease 
until  it  is  far  advanced.  Appendiceal  ab- 
scesses were  present  in  55  per  cent  of  his 
cases,  generalized  peritonitis  in  9  per  cent, 
and  gangrene  of  the  appendix  in  16  per  cent; 
only  18  per  cent  had  simple  acute  appendi- 
citis. The  abscesses  formed  early  and  were 
usually  unsuspected.  The  symjitoms  were 
atypical  and  frequently  simulated  the  picture 
of  intestinal  obstruction,  or  possibly  carci- 
noma with  partial  obstruction.  Sixteen  per 
cent  of  the  patients  had  had  previous  at- 
tacks. The  onset  was  characterized  by  ab- 
dominal pain  in  95  per  cent  of  the  cases,  and 
vomiting  was  present  in  53  per  cent.  Drain- 
age was  used  in  34  of  the  43  cases,  and  the 
over-all  mortality  was  28  per  cent. 

Gatewood'",  in  1930,  quoted  Maes  as  re- 
]3orting  a  mortality  of  29  per  cent  in  patients 
over  50  years  of  age.  In  1934,  Maes,  Boyce, 
and  McFetridge'-'^'  reported  100  cases  in  pa- 
tients over  40  years  of  age.  These  100  cases 
occurred  in  1294  consecutive  cases  of  appen- 
dicitis. The  oldest  patient  was  78.  Sixty-six 
per  cent  were  males.  There  were  9  acute 
cases,  14  suppurative,  60  gangrenous,  and  12 
ruptured. 

These  authors,  like  Fitch'^^  believed  that 
the  high  proportion  of  gangrenous  appen- 
dices is  explained  by  the  frequent  vascular 
origin  or  complication  of  the  disease  in  the 
ap;ed.  The  entire  appendix,  often  including 
the  meso-appendix  and  part  of  the  cecal  wall, 
was  gangrenous.  Vessels  were  thrombosed, 
and  frequently  chills  and  fever  accompanied 
the  disease.  This  gangrene  contributed  di- 
rectly to  the  "treacherous  period  of  calm" 
originally  described  by  Dieulafoy.  Death  of 
the  tissue  relieves  the  pain  in  the  area  in- 
volved until  secondary  widespread  peritonitis 

.'!.    Wood,    C.    B.:    .\cute    Appendicitis    in    the    -\?red.    Am.    J. 

Surg.   20:.'!2I-325    (Nov.)    193t. 
t.    Gatewood:  Appendicitis  in  Old  Age,  S.  Clin.  North  America 

■2:i(\i-i«-    (.^pril)    193(1. 
3.    Maes',    v..    Boyce,    F.    F..    and    McFetridge,    E.    M.:    .\cnte 

.Appendicitis   after   Forty,    with    a   Clinical    Review    of    100 

Cases,   Am.   J.   Surg.    2.-1  !l j7-l(J0    (Jan.)    1931. 


356 


NORTH   CAROLINA   MEDICAL  JOURNAL 


July,  1949 


has  taken  place. 

Maes  and  his  associates  also  described  a 
prodromal  period  of  gastrointestinal  disturb- 
ance followed  by  the  onset  of  periumbilical 
or  epigastric  pain.  Later,  the  pain  shifted 
to  the  right  lower  quadrant.  Nausea  was 
conspicuously  infrequent.  The  average  leu- 
kocyte count  was  less  than  15,000. 

These  100  patients  were  operated  upon  in 
a  general  hospital  by  various  surgeons  using 
different  methods  and  techniques.  Forty-six 
appendectomies  were  performed.  12  with 
drainage.  Seven  patients  had  drainage  with- 
out appendectomy;  35  had  enterostomy  and 
drainage  without  appendectomy;  and  2  had 
enterostomy  only.  The  mortality  rate  was 
21  per  cent.  All  the  deaths  occurred  in  the 
54  patients  who  were  drained ;  however, 
drainage  was  not  felt  to  be  a  contributory 
factor  in  these  deaths,  since  only  the  sicker 
patients  were  drained.  The  authors  felt  that 
drainage  was  not  dangerous,  and  that  "in 
the  majority  of  cases  the  duration  of  the  dis- 
charge and  its  character  bore  eloquent  testi- 
mony to  the  necessity  of  the  procedure." 

At  the  present  time,  most  surgeons  believe 
that  the  proper  use  of  the  Miller-Abbott 
tube  both  pre-  and  post-operatively  elimi- 
nates the  necessity  of  enterostomy. 

A  Tight  rectus  incision  was  used  in  69  per 
cent  of  the  cases  reported  by  Maes  and 
others.  Eighty-five  per  cent  of  the  opera- 
tions were  done  under  spinal  anesthesia, 
while  4  patients  had  spinal  and  general  anes- 
thesia. Forty-five  showed  some  abnormality 
of  the  urine  preoperatively.  Eleven  of  the 
deaths  were  due  to  peritonitis,  and  3  to  pneu- 
monia. The  authors  concluded  that  appendi- 
citis "was  a  disease  which  permitted  of  no 
temporizing,  and  a  disease  in  which  the  only 
ho]ie  of  safety  lay  in  prompt  surgery." 

Classification  of  Cases 
Because  of  the  differences  in  the  interpre- 
tation of  pathologic  findings,  it  is  difficult 
to  classify  cases  of  appendicitis.  Some  sur- 
geons and  pathologists  have  felt  that  kinks 
and  bands  about  the  appendix  may  give  ab- 
dominal pain  without  microscopic  evidence 
of  inflammation,  and  some  feel  that  round 
cell  infiltration  or  eosinophilia  may  account 
for  gastrointestinal  symptoms.  It  is  not  our 
purpose  to  enter  into  this  argument.  We 
simply  wish  to  point  out  that,  in  patients 
over  60  years  of  age,  a  major  operation  will 
seldom  be  performed  unless  failure  to  oper- 
ate constitutes  a  danger  to  the  life  of  the  pa- 


tient. We  are  therefore  concerned  here  with 
inflammatory  appendicitis  which  will  result 
in  disaster  unless  the  organ  is  excised. 

If,  after  careful  gross  and  microscopic 
studies,  the  appendix  did  not  show  indis- 
putable evidence  of  acute  inflammatory  re- 
action, it  was  cla.ssified  as  "appendix  not 
acutely  inflamed."  In  this  group  were  placed 
fibrosing  appendix,  chronic  appendicitis, 
chronic  obliterative  appendicitis,  and  normal 
appendix. 

The  term  "ruptured  appendix"  has  been 
used  by  many  surgeons  with  varying  patho- 
logic connotations.  Unless  this  term  is  clearly 
defined,  one  should  beware  of  statistics.  Wc 
defined  as  "ruptured  appendix":  (1)  cases 
in  which  a  hole  was  seen  in  the  ai)ijendix  on 
gross  examination  by  the  ]jathol(igist ;  (2) 
cases  with  appendiceal  symptoms  and  a  pal- 
pable mass  in  the  right  lower  quadrant  which 
were  treated  without  operation;  (3)  cases 
of  group  2  in  which  a  subsequent  operation 
disclosed  nothing  to  disprove  the  diagnosis 
of  a  previous  attack  of  appendicitis  with 
rujiture. 

Race,  Age,  and  Sex 

We  have  analyzed  all  cases  of  appendicitis 
in  patients  60  years  of  age  and  older  who 
were  treated  at  Watts  Hospital  over  a  ten 
year  period  from  1937  to  1947.  This  study  in- 
cluded only  Vi'hite  patients.  Seventy  per  cent 
of  the  53  patients  (table  1)  were  between 
60  and  69  years  of  age,  one  was  90,  and  6 
were  75  or  older.  Three  of  these  6  had  a 
ruptured  appendix. 


Table  1 

Analysis  of  Cases 

by   Age 

C. 

roups 

No.  Cases 

Pe 

r  Cent   Deaths 

A  so 

Acute 

Rupfuretl 

"Yfihil 

(;(i-(U 

9 

10 

19 

3.5.8 

6.5-(i9 

fi 

12 

18 

34.0             .5 

70-74 

4 

fi 

10 

18.9             2 

7.5-79 

0 

o 

O 

5 

9.4 

Over 

80 

1 

1 

1.9 

Total  22  31  53  100.0  7 

Although  Fowler"''  collected  244  cases  of 
appendicitis  in  the  male  as  against  96  in  the 
female,  our  grou])  of  53  cases  comprised  28 
men  and  25  women  (table  2).  This  distribu- 
tion is  in  accordance  with  the  statistical  com- 
parison of  Suermondt,  Loffler,  and  Hoff- 
man'"'. There  were  more  cases  of  ruptured 
appendix  among  women,  but  more  acute 
cases  and  more  deaths  among  the  men. 

G.    Fowler.  O.  R.:  Tli^atise  on  .\ppeiulicitis.  ed.  2,  Philaclelpbia 

and   Londot).   .1.    K.    Lippincott.    19iin,   ]).   77. 
7.    RoystL-r.    H.    A.:    Appeadioitis,    New    Vork,   D.   Appleton   & 

Co..   19-J7,  p.  31. 
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Table  2 
Distribution  by  Sexes 

Acute  Ruptured 


No. 

Cases 

Deaths 

No.  Cases 

Males 

15 

2 

13 

28 

(537o) 

Females 

7 

1 

18 

25 

(47%) 

' 

Deaths 


Total 


22 


31 


SiiDiploms  (Old  Phijsicul  Findings 
The  principal  cause  of  delay  in  the  treat- 
ment of  appendicitis  is  an  erroneous  or  un- 
certain diagnosis.  Familiarity  with  the  clin- 
ical picture  of  the  disease  should  make  it 
possible  to  diagnose  the  condition  with  more 
certainty.  Pain  was  present  in  all  of  our 
cases  (table  3),  and  we  must  consider  it  as 
the  most  important  symptom.  In  some  cases 
the  disease  seemed  well  advanced  after  only 
a  short  period  of  pain.  Nausea  and  vomiting- 
were  less  frequent  than  anorexia,  which  was 
present  in  93  per  cent  of  our  cases.  Diarrhea 
occurred  only  6  times,  and  in  all  6  cases  the 
appendix  had  ruptured. 

Table  3 
Important  Symptoms  in  the  History 

No.  Cases Per  Cent  Deaths 

Acute  Ruptured  Total 

Pain  22  31  53 

Anorexia  20  29  49 

Nausea  18  22  40 

Vomiting  13  16  29 

Constipation     10  6  16 

Previous 

attacks  6  9  15 

Diarrhea  0  6  6 

The  most  important  physical  finding 
(table  4)  was  tenderness  in  the  right  lower 
abdominal  quadrant.  This  sign  was  present 
in  all  cases,  with  or  without  tenderness  else- 
where. Other  findings  were  rebound  tender- 
ness, decreased  peristalsis,  and  a  palpable 
mass.  Only  4  patients  were  undernourished, 
and  none  were  debilitated.    In  only  16  out 


100 

7 

92 

6 

75 

5 

55 

5 

30 

0 

28 

4 

11 

0 

Table  4 
Important  Physical  Findings 
No.  Cases 


Deaths 


Acute  Ruptured  Total 

Tenderness  in  right 

lower  quadrant          21             30  51  7 

Rebound  tenderness     12             19  31  4 

Muscle  tone  increased  17             23  40  4 


Distention 

3 

5 

8 

1 

Decreased  peristalsis 

11 

7 

18 

o 

Palpable  mass 

1 

9 

10 

1 

Rectal  examination 

Negative 

1 

3 

4 

0 

Tenderness  (right) 

5 

3 

8 

1 

Mass 

0 

4 

4 

0 

Temp.  (F. 

0    -98 

98.1-99 

99.1-100 

100.1-101 

Over  101 


Table  5 
Temperature  on  Admission 
No.  Cases 

Total 


Acute 

5 
7 
7 
3 


Ruptured 

3 
4 
9 
7 
8 


11 
16 
10 


Deaths 

2 
1 
2 
1 
1 


of  the  53  cases  was  a  rectal  examination  re- 
corded on  the  chart.  It  cannot  be  empha- 
sized too  strongly  that  this  procedure  adds 
valuable  information  in  the  differential  diag- 
nosis of  abdominal  disease. 

Admission  temperatures  (table  5)  varied 
from  97.6  to  103.8  F.  In  none  of  the  acute 
cases  was  the  temperature  over  101  F.  upon 
admission,  and  only  3  of  these  patients  had 
a  temperature  over  100  F.  Of  the  patients 
with  ruptured  appendices,  22  per  cent  had  a 
temperature  above  101  F.,  and  33  per  cent 
had  a  temperature  over  100  F.  In  patients 
of  this  age  group  who  have  appendicitis,  a 
temperature  above  100  F.  may  be  considered 
as  presumptive  evidence  of  rupture. 

The  pulse  rates  were  of  no  significance. 

The  leukocyte  count  (table  6)  varied  from 
5,700  to  30,000.  Although  leukocytosis  was 
more  frequent  after  rupture  had  occurred, 
there  were  many  normal  white  blood  cell 
counts  in  both  ruptured  and  unruptured 
cases. 

Table  6 

Leukocyte  Count  on  Admission 

White  Blood  No.  Cases  Deaths 

Cells  Acute     Ruptured     Total 

5-  8,000  4  4  8  0 

8-10,000  3  3  6  1 

10-12,000  7  5  12  3 

12-14,000  16  7 

14-16,000  4  6  10  2 

Over  16,000  2  8  10  1 

The  lowest  leukocyte  count  was  5,700,  the  highest 
30,000. 

Treatment  and  Complications 

Many  surgeons  believe  that  the  McBurney 
incision  is  not  desirable  in  many  cases  of  ap- 
pendicitis. We  differ  with  this  view,  feeling 
that  the  McBurney  incision  gives  more  ade- 
quate exposure,  decreases  peritoneal  soiling, 
provides  a  more  direct  route  for  drainage, 
and  lowers  the  incidence  of  wound  disruption 
and  incisional  hei'nia.  McBurney  incisions 
were  used  in  68  per  cent  of  our  cases  (table 
7).  Of  the  patients  who  died,  71  per  cent 
had  had  a  rectus  incision. 

Drainage  was  employed  in  all  cases  of  rup- 
tured appendicitis  except  3  (table  7).  There 
were  no  postoperative  abscesses. 
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Table  7 
Type  of  Incision  and   Use  of  Drainage 

No.  Cases  Per  Cent"'  Deaths 

Acute  Ruptured  Total 

MfBurnev       16  18  34  GS^r  2 

Riffht  rectus     5  7  12  24%  4 

Other  incision  13  4  8%  1 

Drains  used      1  26  27  54%  4 

'"Percentages  in  tliis  table  are  based  on  50 
operative  cases. 

We  could  not  determine  that  the  type  of 
anesthesia  influenced  the  course  of  the  dis- 
ease. 

Credit  for  the  low  mortality  belongs  large- 
ly to  the  use  of  bactericidal  and  bacterio- 
static agents  and  supportive  therapy  (table 
8).  Some  writers  have  stated  that  the  over- 
all mortality  from  appendicitis  has  not 
changed  much  in  the  last  twenty-five  years 
despite  these  advances.  In  a  group  so  sus- 
ceptible to  pulmonary  complications  as  pa- 
tients above  60  years  of  age,  we  feel  that 
these  agents  are  of  special  benefit.  Sulfona- 
mides were  used  in  47  per  cent  and  penicillin 
in  11  per  cent  of  the  cases. 

Table  8 
Chemotherapy  and  Supportive  Treatment 

No.  Cases  Deaths 


Table  9 
Postoperal  ive   Complications 
No.  Cases 


Acute 

Ruptured 

Sulfonamide  in  wound 

3 

4 

Sulfonamide  in  wound 

and  parenterally 

6 

Parenteial 

sulfonamide   only 

3 

7 

Penicillin 

3 

3 

Transfusions 

5 

Determination  of 

total  serum  proteins 

6 

2 

Protein  therapy 

Vitamin  therapy 

6 

Gastric  and /or 

intestinal  decompression     1 

4 

Four  patients  who  were  believed  to  have 
a  ruptured  appendix  (according  to  the  cri- 
teria already  outlined)  did  not  have  an  op- 
eration. All  4  recovered.  One  of  these  was 
operated  upon  two  years  later,  and  a  scarred, 
fibrosed  appendix  was  removed.  The  average 
hospital  stay  for  this  group  was  almost  twice 
as  great  as  for  the  patients  treated  sur- 
gically. 

Despite  the  advanced  age  of  the  patients, 
the  complications  directly  attributed  to  the 
operation  were  relatively  few  (table  9).  Only 
5  of  these  53  seriously  ill  elderly  patients  had 
fatal  cardio-respiratory  complications. 

The  Danger  of  Delay 
There  was  often    considerable    delay    be- 
tween diagnosis   and   operation    (table   10). 
Sometimes  this  occurred  before  and  some- 
times after  admission.   In  general,  delay  be- 


Pulnio)iary 
Gsnito-urinary 
Cardiac 
Distention 
Wound  infection 


Acute 
2 
2 


Ruptured 
3 

1 
4 
4 


Deaths 

3 
2 
2 
2 


Table   10 
Delay    Hefore  Operation 

No.  Cases  Deaths 

Acute     Ruptured 

Delay  before  admission  3  17  3 

Delay  after  admission  5  14  4 

fore  admission  was  the  fault  of  the  patient, 
while  delay  after  admission  was  the  fault 
of  the  doctor.  In  88  per  cent  of  the  ruptured 
and  35  per  cent  of  the  acute  cases,  there  was 
a  delay  of  more  than  twelve  hours  prior  to 
operation.  In  several  of  these  cases  the  de- 
lay was  due  to  uncertainty  of  diagnosis.  We 
feel  that  we  cannot  too  strongly  condemn 
the  continued  unnecessary  delay  in  cases  of 
suspected  acute  appendicitis.  No  fatal  com- 
plications occurred  in  the  10  patients  who 
did  not  have  a  diseased  appendix.  Fifty- 
seven  per  cent  of  the  deaths  were  in  the 
delayed  group. 

Sinnma)-y   of  Fatal  Cases 
The  histories  of  the  7  fatal  cases  are  sum- 
marized below : 

Case  1 

A  man  of  70  had  epigastric  pain  beginning  forty 
hours  before  admission  on  November  29,  1937.  Cas- 
cara  and  castor  oil  were  taken.  Vomiting  occurred 
twelve  hours  before  admission.  On  admission  the 
temperature  was  103.8  F.,  the  pulse  108,  and  res- 
piration 22.  The  patient  was  acutely  ill  and  had 
recently  received  morphine.  The  heart  was  enlarged 
and  its  rhythm  irregular.  The  blood  pressure  was 
160  systolic,  80  diastolic.  Increased  tenderness  and 
rebound  tenderness  were  present  in  the  right  lower 
quadrant.  The  rectum  was  not  examined.  A  diag- 
nosis of  acute  appendicitis  with  perforation  was 
made. 

Operation  was  delayed  forty  hours,  during  which 
time  digitalis  was  given.  The  patient  was  given  in- 
travenous glucose,  and  oral  fluids  wei'e  permitted. 
Under  spinal  anesthesia  a  ruptured  appendix  was  re- 
moved and  an  abscess  drained.  Three  cigarette 
drains  and  two  large  rubber  tubes  were  inserted. 
The  patient  became  distended  postoperatively.  He 
continued  to  take  fluids  by  mouth.  Enemas,  Pitui- 
trin,  and  Pitressin  were  given  to  combat  distention. 
Two  transfusions  were  administered.  Gastric  lavage 
was  used  twice  a  day.  and  gave  immediate  but  temp- 
orary relief  of  the  distention  and  hiccoughs.  Decom- 
pression was  never  continuous.  The  patient  expired 
eleven  days  after  operation,  thirteen  days  after  ad- 
mission. 

CoDiDieiit:  This  patient  had  peritonitis 
with  progressive  paralj'tic  ileus.  Delay  in 
operation  and  inadequate  decompression 
contributed  to  his  death. 
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Case  2 

A  68  year  old  white  woman  was  admitted  on  Jan- 
uary 17,  1938,  with  generalized  abdominal  pain  of 
seven  days'  duration.  Two  days  after  the  pain  began, 
a  strong  laxative  was  administered.  Four  days  after 
its  onset,  the  pain  shifted  to  the  right  luwer  quad- 
rant and  tenderness  was  noted.  Tenderness  and  pain 
persisted,  and  complete  anorexia  developed  two  days 
before  admission.  The  patient  had  been  constipated 
for  six  days  prior  to  admission. 

On  admission,  the  temperature  was  100.8  F.,  the 
pulse  92,  respiration  22,  and  blood  pressure  164 
systolic,  72  diastolic.  The  heart  was  enlarged  to  the 
left,  and  the  rhythm  was  irregular,  with  occasional 
cxtrasystoles.  There  was  a  soft  systolic  murmur  at 
the  apex.  The  abdomen  was  soft  and  distended,  and 
a  mass  the  size  of  an  orange  was  felt  in  the  right 
lower  quadrant.  Tenderness  and  rebound  tenderness 
were  present  in  the  right  lower  quadrant.  Peristaltic 
sounds  were  absent.  The  hemoglobin  was  102  per 
cent,  the  white  blood  cell  count  11,800  w-ith  82  per 
cent  polymorphonuclears.  Urinalysis  was  negative 
except  for  occasional  red  blood  cells.  The  diagnosis 
was  appendicitis  with  rupture  and  abscess  forma- 
tion, and  hypertensive  cardiovascular  disease  with 
congestive  failure. 

Operation  was  delayed  twenty-four  hours,  during 
which  time  the  patient  was  partially  digitalized  and 
had  liquids  by  mouths.  At  operation,  under  local 
anesthesia,  an  abscess  was  drained,  and  the  appen- 
dix removed  through  a  McBurney  incision.  Three 
drains  were  inserted.  Following  operation,  the  res- 
piration was  labored  and  the  patient  was  markedly 
cyanosed.  She  died  after  ten  hours. 

Comment:  One  observer  thought  that  the 
patient  had  auricular  fibrillation  with  de- 
compensation. The  patient  received  only  0.2 
Gm.  of  digitalis  twice  at  six  hour  intervals 
between  admission  and  operation.  This  fatal- 
ity was  partially  due  to  delay  on  the  part  of 
the  patient  in  presenting  herself  for  exami- 
nation. If  further  delay  was  necessary  for 
cardiac  reasons,  it  should  have  been  con- 
tinued until  the  patient  was  fully  digitalized. 
It  is  difficult  to  say  whether  operation  should 
have  been  delayed  longer  or  should  have  been 
immediate.  The  full  Ochsner  regimen  could 
have  been  employed  during  the  period  of 
delay. 

Case  3 

A  6.5  year  old,  healthy  looking  white  man  was 
admitted  on  November  16,  1941,  with  the  complaint 
of  abdominal  pain  which  had  begun  in  the  epigas- 
trium and  right  upper  quadrant  sixteen  hours  before. 
He  had  had  three  similar  episodes  previously.  Imme- 
diately after  the  onset,  he  became  nauseated  and 
vomited  several  times.  Saline  cathartics  were  admin- 
istered, and  the  pain  shifted  to  the  right  lower 
quadrant  and  McBurney  region.  At  the  time  of 
admission  it  was  moderately  severe. 

The  temperature  was  102  F.,  the  pulse  108,  res- 
piration 22,  and  blood  pressure  124  systolic,  66  dias- 
tolic. The  heai't  and  lungs  were  normal.  Tenderness 
and  rebound  tenderness  were  present  in  the  right 
lower  quadrant  without  rigidity  or  spasm.  Peristalsis 
was  active.  Rectal  examination  showed  tenderness 
on  both  sides,  more  marked  on  the  right.  A  blood 
count  revealed  11,500  white  blood  cells  with  82  per 
cent    polymorphonuclears.    Urine    examination    was 


negative.  The  diagnosis  was  acute  appendicitis  with 
gangrene. 

Three  hours  after  admission,  under  spinal  anes- 
thesia, an  acutely  inflamed  appendix  was  removed 
through  a  right  rectus  incision.  Convalescence  was 
uneventful  until  the  eighth  postoperative  day,  when 
swelling  of  the  right  leg  developed,  and  the  temp- 
erature rose  to  100.6  F.  Sulfonamides  were  adminis- 
tered. No  further  note  about  the  leg  was  recorded  on 
the  patient's  chart.  On  the  fourteenth  postoperative 
day  the  patient  was  allowed  to  be  up  for  the  first 
time,  and  died  shortly  thereafter.  At  autopsy  a  large 
embolus  was  found  at  the  bifurcation  of  the  right 
and  left  pulmonary  arteries.  The  appendiceal  region 
w'as  well  healed. 

Comme)it:    This    patient    certainly  had  a 

thrombophlebitis    which    was    not    treated. 

Early  ambulation  might  have  prevented  this, 

and  therapy  directed  towards  the  phlebitis 

might  have  prevented  the  embolus. 

Case  4 

A  6.5  year  old  white  woman  was  admitted  on  May 
10,  1942,  with  abdominal  pain  of  six  hours'  dura- 
tion. The  pain  began  throughout  the  abdomen  and 
radiated  to  the  right  lower  quadrant  shortly  after 
onset.  It  was  accompanied  by  nausea  and  vomiting. 
The  past  history  was  negative  except  for  hyper- 
tension of  two  years'  duration.  The  temperature  was 
98.8  F.,  the  blood  pressure  230  systolic,  130  diastolic. 
The  patient  was  well  developed  and  moderately 
obese.  The  heart  and  lungs  were  normal.  There  was 
direct  and  rebound  tenderness  in  the  right  lower 
quadrant.  Rectal  examination  was  not  mentioned. 
The  white  blood  cell  count  was  15,400,  with  82  per 
cent  polymorphonuclears;  urinalysis  was  negative. 
A  diagnosis  of  acute  appendicitis  was  made. 

At  operation,  under  nitrous  oxide  and  ether  anes- 
thesia, an  acutely  inflamed  appendix  was  removed 
through  a  right  rectus  incision.  Some  sulfonamide 
powder  was  instilled  into  the  abdominal  wound. 
Pathologic  examination  showed  a  gangrenous  ap- 
pendix which  had  ruptured  into  the  meso-appendix 
without  gross  leakage.  Convalescence  was  uneventful 
until  the  sixth  day,  when  the  temperature  rose  to 
100.4  F.,  then  gradually  subsided.  The  patient  was 
allowed  out  of  bed  in  a  wheel  chair  on  the  twelfth 
postoperative  day.  On  the  thirteenth  day,  when  lifted 
out  of  bed  again,  she  suddenly  began  to  have 
dyspnea,  with  an  imperceptible  pulse  and  pain  in 
the  chest.  Cyanosis  developed  rapidly,  and  she  died 
in  fifteen  minutes.  No  autopsy  was  obtained,  but  it 
was  the  observers'  impression  that  this  was  a  pul- 
monary embolus. 

Comment:  Again  the  progress  notes  sug- 
gest an  unrecognized  thrombophlebitis.  Am- 
bulation was  exceedingly  late. 

Case  5 

A  white  man,  aged  67,  was  admitted  on  December 
20,  1942,  with  a  complaint  of  abdominal  pain  of  six 
hours'  duration.  Large  doses  of  milk  of  magnesia 
and  an  enema  had  been  ineffectual.  Nausea  and  vom- 
iting developed  before  admission.  The  temperature 
was  98  F.,  the  pulse  90,  respiration  22,  and  blood 
pressure  120  systolic,  80  diastolic.  The  patient  was 
well  developed  and  moderately  well  nourished.  The 
skin  was  cyanotic  and  cold.  The  heart  and  lungs 
appeared  normal.  The  abdomen  was  flat  and  board- 
like in  its  rigidity.  Tenderness  was  generalized.  No 
rectal  examination  was  mentioned.  The  white  blood 
cell  count  was  11,200,  with  78  per  cent  polymor- 
phonuclears; urinalysis  was  negative.  A  diagnosis  of 
acute  appendicitis  with  possible  rupture  was  made, 
and  the  possibility  of  acute  abdominal  apoplexy  or 
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mesenteric  thrombosis  was  considered. 

Immediate  operation  was  carried  out  under  spinal 
anesthesia.  A  gangrenous  appendix  was  removed 
through  a  right  rectus  incision.  The  mesentery  sur- 
rounding the  appendix  was  also  gangrenous.  Culture 
of  the  abdominal  fluid  was  negative. 

The  temperatui-e  rose  on  the  second  postoperative 
day,  and  remained  between  101  and  103  F.  It  showed 
a  general  upward  trend  until  the  ninth  day,  on  which 
he  expired. 

The  patient  received  liquids  by  mouth  and  6  Gm. 
of  sulfathiazole  daily.  This  was  changed  after  two 
days  to  sulfadiazine.  On  the  seventh  postoperative 
day  the  blood  sulfadiazine  level  was  5  mg.  per  100 
cc,  urea  nitrogen  33  mg.  per  100  cc,  blood  urea  118 
mg.  per  100  cc.  All  sulfonamide  therapy  was  dis- 
continued. From  the  fourth  day  on,  oral  fluids  were 
supplemented  from  time  to  time  by  some  intravenous 
glucose  and  oxygen  because  of  cyanosis  and  dyspnea. 
Death  was  attributed  to  a  spread  of  thrombosis  in 
vessels  of  the  mesentery,  but  no  autopsy  was  ob- 
tained. 

Comme)d:   The  literature  contains  many 

reports  of  cases  in  which  gangrene  of  the 

mesentery  surrounding  the  appendix  is  found 

at  operation,  and  in  which  autopsy  shows  a 

progressive   thrombosis    of   the    mesenteric 

vessels  leading  into  the  portal  system,  with 

or  without  a  pylephlebitis.  It  is  probable  that 

this  was  a  similar  case. 

Case  6 

A  68  year  old  white  male  was  admitted  on  March 
23,  1943,  with  a  complaint  of  pain  in  the  right  side 
of  the  abdomen  and  the  scrotum.  One  week  before 
admission,  he  had  noted  a  sensation  of  dull  pain  in 
the  epigastrium.  Twenty-four  hours  before  admis- 
sion, the  pain  began  to  localize  in  the  right  inguinal 
region.  There  was  no  nausea  or  vomiting,  but  he  had 
several  shaking  chills.  There  were  no  urinary  symp- 
toms, and  no  constipation  or  diarrhea. 

The  heart  and  lungs  were  described  as  within 
normal  limits.  The  abdomen  was  obese  and  soft,  and 
the  muscle  tone  was  not  increased.  There  was  ten- 
derness in  the  right  lower  quadrant,  with  some  ten- 
derness in  the  right  costovertebral  angle.  No  masses 
or  viscera  were  felt.  There  were  14,500  white  blood 
cells  with  83  per  cent  polymorphonuclears.  The  urine 
examination  showed  an  occasional  leukocyte.  An  in- 
itial diagnosis  of  right  ureteral  calculus  "was  made. 
A  roentgenogram  of  the  abdomen  did  not  show  any 
calculi,  but  did  reveal  some  dilatation  of  the  small 
intestine. 

The  patient  was  given  a  liquid  diet,  and  cystoscopy 
was  performed  the  following  day.  No  ureteral  ob- 
struction was  found,  and  retrograde  pyelograms 
showed  the  ureters  and  kidney  pelves  to  be  outlined 
normally. 

Operation  was  performed  several  hours  later. 
Under  spinal  anesthesia,  through  a  right  rectus  in- 
cision, a  ruptured  appendix  was  removed  and  an 
abscess  containing  about  30  cc.  of  pus  was  evacu- 
ated. Eight  grams  of  sulfanilamide  powder  was 
instilled  into  the  abdomen,  and  two  cigarette  drains 
were  brought  out  through  a  stab  wound  in  the 
McBurney  region. 

Gastric  suction  was  employed,  and  sulfonamides 
(5-8  Gm.  daily  in  divided  doses)  were  given  parent- 
erally,  along  with  thiamine  chloride  and  vitamin  C. 
His  temperature  and  pulse  were  irregular  but 
showed  a  general  upward  trend;  except  for  the  first 
day  they  varied  between  100  and  102.8  F.  and  70 
and  110,  respectively.  On  the  fourth  postoperative 
day  distention  was  marked.  A  film  of  the  chest, 
made   with   a    portable   machine,     showed   broncho- 


pneumonia at  the  base  of  the  right  lung.  The  sul- 
fonamide level  reached  6.1  mg.  per  100  cc;  the  urea 
nitrogen  went  to  35.5  mg.  per  100  cc,  the  blood 
urea  to  76  mg.  per  100  cc.  He  expired  on  the  sixth 
postoperative  day  with  increased  signs  of  bronchial 
pneumonia,  a  distended  silent  abdomen,  and  a  pulse 
rate  of  120. 

Coynment:  No  cause  for  death  was  given 
in  this  patient's  record.  Absence  of  peristal- 
sis would  probably  indicate  extensive  peri- 
tonitis. Bronchial  pneumonia  contributed  to 
the  demise. 

Case  7 

A  72  year  old,  obese  white  man,  admitted  o]i 
August  6,  1943,  complained  of  abdominal  pain  of  one 
day's  duration.  The  patient  had  been  in  the  hospital 
five  months  before  with  a  right  ureteral  stone  which 
he  subsequently  liassed.  His  present  illness  began 
with  dull  aching  pain  throughout  the  lower  portion 
of  the  abdomen,  followed  by  anorexia.  Vomiting  oc- 
curred several  hours  before  admission,  and  the  pain 
was  noted  to  be  more  severe  in  the  right  lower 
quadrant. 

The  temperature  was  99.4  F.,  the  pulse  80,  respira- 
tion 20,  and  blood  pressure  110  systolic,  70  diastolic. 
A  few  fine  rales  were  heard  at  the  base  of  both 
lungs.  The  heart  appeared  normal.  There  was  ten- 
derness and  rebound  tenderness  in  the  right  lower 
quadrant,  and  referred  rebound  tenderness  from  the 
left  to  the  right  side,  with  some  muscle  splinting. 
Rectal  examination  was  not  done.  A  blood  count 
showed  8600  white  cells  with  78  per  cent  polymor- 
phonuclears, and  a  hemoglobin  of  112  per  cent.  LTrinc 
examination  showed  many  casts,  and  25-30  white 
blood  cells  per  high  power  field.  A  roentgenogram 
of  the  abdomen  showed  no  evidence  of  renal  or 
ui-eteral  stones.  A  diagnosis  of  acute  appendicitis 
with  probable  rupture  was  made.  The  patient  at  first 
refused  operation,  but  agreed  twelve  hours  later. 

Under  spinal  anesthesia  and  through  a  McBurney 
incision,  a  ruptured  appendix  was  removed.  There 
was  advanced  peritonitis  in  the  right  side  and  in  the 
pelvis.  Eight  grams  of  sulfonamide  powder  was 
placed  in  the  incision,  and  two  drains  were  brought 
out  through  the  wound. 

The  patient  was  given  intravenous  glucose  (3,000 
cc.  daily),  sulfadiazine  (4  Gm.  daily  by  mouth),  and 
small  amounts  of  liquids.  For  three  days  the  temper- 
ature and  pulse  remained  low  and  he  seemed  to  be 
progressing  well.  On  the  fourth,  fifth,  and  sixth  days 
there  were  daily  elevations  of  temperature  to  102  F.. 
hut  the  fever  tJegan  to  subside  after  the  sixth  day. 
The  drains  were  removed  on  the  tenth  day.  On  the 
eleventh  postoperative  day  the  patient  suddenly  com- 
plained of  severe  shortness  of  breath  without  pain. 
Marked  sweating  occurred;  he  became  cold  and 
clammy,  and  expired  within  ten  minutes.  No  autopsy 
was  obtained. 

Comment:  In  this  instance  the  patient,  al- 
though he  had  a  relatively  stormy  course  for 
the  first  week,  seemed  to  be  convalescing 
well.  The  blood  sulfadiazine  level  at  one  time 
was  as  high  as  10.5  mg.  per  100  cc,  but  grad- 
ually fell.  Urine  examination  continued  to 
show  occasional  red  and  white  blood  cells.  It 
was  thought  by  one  observer  that  the  patient 
had  a  coronary  occlusion,  but  others  consid- 
ered H  pulmonary  embolus  to  be  the  cause 
of  death.  The  patient  was  not  ambulatory  at 
any  time. 
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Means  of  Decreasing  the  Mortality 
Although  the  over-all  mortality  in  this 
series  is  only  13  per  cent,  better  pre-  and  post- 
operative care  might  have  lowered  it  much 
more.  Complete  alimentary  rest  must  be 
maintained  to  combat  peritonitis.  Halfway 
measures  will  not  suffice.  Therapy  designed 
to  prevent  phlebitis  and  emboli  might  have 
reduced  the  mortality  by  one  half. 

Penicillin  and  streptomycin  will  favorably 
influence  peritonitis.  Streptomycin  was  not 
used  in  any  of  these  cases,  but  there  were 
no  deaths  in  the  6  patients  who  received  peni- 
cillin. We  hope  to  report  a  comparable  series 
of  cases  after  these  antibiotics  have  been  in 
use  for  several  years. 

Co7iclusions 

1.  A  review  of  the  literature  and  this  clini- 
cal study  of  53  cases  shows  that  appendicitis 
occurs  frequently  in  elderly  patients. 

2.  Its  symptoms  and  physical  signs  are  not 
quite  as  clear  cut  in  this  group  as  in  the 
younger  patients. 

3.  Gangrene  occurs  much  more  frequently, 
probably  because  the  initial  circulation  is 
poorer. 

4.  Early  operation  is  indicated  in  most 
cases. 

5.  In  no  group  of  patients  with  ruptured 
appendicitis  are  supportive  therapy,  decom- 
pression, and  early  ambulation  more  impor- 
tant. 


OMENTAL   INFARCTION   SIMULATING 
ACUTE  APPENDICITIS 

Burnett  Schaff,  M.D. 

and 

II.  U.  Stephenson,  Jr.,  M.D. 

SVi'ANNANOA 

Hemorrhagic  infarction  of  the  omentum 
mimics  the  symptoms  of  acute  appendicitis 
so  closely  that  the  surgeon  usually  operates 
with  the  expectation  of  finding  the  appendix 
acutely  diseased.  This  omental  disease  occurs 
so  infrequently  that  it  is  seldom  considered 
in  the  differential  diagnosis  of  acute  appen- 
dicitis. Only  about  20  cases  have  been  re- 
ported to  date.  Because  of  the  surgical  sig- 
nificance of  this  condition  it  is  well  to  study 
it  in  greater  detail;  because  of  its  rarity,  it  is 
worth  while  to  report  another  case. 


From  the  Department  of  Surg:ery,  Veterans  Administration 
Ho&i)ital.  Swannanoa,  Nortti  Carolina. 

ru!)lislied  «itli  the  permission  of  the  CItief  Me<lical  Director. 
Dei)artment  of  Medicine  and  Sui"i^eri".  \'etclaiis  Admiiiistra* 
tion,  wild  assumes  no  responsibilit>'  for  tlie  opinions  expressed 
or  conclusions  drawn  by  the  authors. 


The  abdominal  cavity  has  been  opened  by 
surgeons  and  pathologists  for  many  years ; 
yet  it  was  not  until  1940  that  hemorrhagic 
infarction  of  the  omentum  was  well  estab- 
lished as  a  distinct  clinical  and  pathologic 
entity.  A  few  cases  showing  infarcts  in  the 
omentum  had  been  reported  after  Busch 
first  described  the  condition  in  1896,  but 
these  infarcts  were  usually  associated  with 
other  intra-abdominal'"  or  extra-abdominal 
lesions'-'.  However,  Pines  and  Rabinovitch'^' 
demonstrated  in  1940  that  infarcts  of  the 
omentum  could  occur  in  previously  healthy 
individuals ;  these  hemorrhagic  infarcts 
were  found  when  all  other  intra-abdominal 
disease  had  been  excluded  at  operation,  and 
the  patients  presented  parallel  clinical 
courses.  A  few  years  later,  other  cases  of 
infarction  of  the  omentum  showing  similar 
symptoms  and  pathologic  findings  were  re- 
ported'"". 

Omental  infarction  has  at  times  been  con- 
fused with  the  more  common  condition  of 
omental  torsion.  Several  cases  reported  prior 
to  1940  as  "torsion"  or  "incomplete  torsion" 
were  actually  cases  of  omental  infarction, 
since  there  was  no  twisting  or  pedicle  for- 
mation in  the  omentum'-''.  In  hemorrhagic 
infarction,  torsion  is  not  present ;  the 
changes  in  the  omentum  are  secondary  to  a 
segmental  venous  thrombosis.  Operation  dis- 
closes a  firm,  purplish-red  mass  often  asso- 
ciated with  free  bloody  fluid  in  the  peri- 
toneal cavity. 

Diagnosis 

The  pain  of  omental  infarction  usually  be- 
gins abruptly  in  the  right  lower  quadrant  of 
the  abdomen.  Occasionally  the  pain  is  dif- 
fuse at  the  start,  but  later  radiates  to  the 
right  lower  quadrant.  Pain  which  disappears 
with  rest  and  recurs  on  resumption  of  activ- 
ity is  suggestive  of  omental  disease.  Vomit- 
ing occurs  infrequently.  Both  the  tempera- 
ture and  the  white  cell  count  may  be  normal 
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mental Infarction  of  the  Greater  Omentum,  'Am.  J,  Surg. 
56:876-079  (June)  194:;.  (c)  MacKenzie,  W.  C.  and  Small, 
J.:  Primary  Idiopathic  Segmental  Infarction  of  the  Greater 
Omentum,  Canad.  M.  A.  J.  55:144-145  (-Aug.)  19 16.  (d) 
Cagney,  M.  S.,  and  Milroy,  G.:  Idiopathic  Infarction  of 
the  Omentum,  Brit.  J.  Sur^.  35:95-97  (July)  1947.  (e) 
Harris.  F.  L.,  Diller,  T..  and  Marcus,  S.  A.:  Hemorrhagic 
Infarction  of  the  Greater  Omentum  Simulating  Acute  Ap- 
pendicitis,  Surgery  L'a:2o6-2in    (Feb.)    1948. 

5.  Morris,  J.  H. :  Torsion  of  the  Omentum,  Arch.  Surg.  24: 
40-76    (Jan.)    1933, 
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or  slightly  elevated.  One  point  must  be  em- 
phasized: when  operation  for  "acute  appen- 
dicitis" discloses  a  normal  appendix  and  free 
bloody  fluid,  the  abdomen  must  be  explored 
for  infarction  or  torsion  of  the  omentum. 

Etiology 

Any  hypothesis  about  the  etiology  of  pri- 
mary omental  infarction  should  explain  sev- 
eral significant  facts:  (1)  the  predominance 
of  the  condition  in  males  and  in  the  age 
group  between  30  and  50  years;  (2)  the  in- 
creased frequency  of  reports  of  this  disease 
after  1940  ;  and  (?>)  the  fact  that  the  patients 
are  usually  well  nourished. 

We  wish  to  suggest  the  following  etiologic 
classification  of  hemorrhagic  infarction  of 
the  omentum,  which  is  based  on  a  study  of 
the  cases  previously  reported. 

I.  Primary  or  idiopathic 

II.  Secondary,  due  to  or  associated  with: 

A.  Heart  diseasei^.s.i".-) 

B.  Vascular  disease*' '3) 

C.  Trauma'-i"' 

Treatment 

Most  of  the  infarcts  have  been  treated  by 
removal  of  the  diseased  portion  of  the  omen- 
tum. However,  one  recorded  case  of  omental 
infarction'-'"'  was  treated  by  a  pencil-sized 
drain  inserted  down  to  the  diseased  area. 
The  following  day  the  patient  was  complete- 
ly free  of  pain,  and  the  drain  was  removed 
in  twenty-four  hours.  From  the  data  avail- 
able at  present,  however,  excision  of  the  dis- 
eased omentum  seems  to  be  the  preferred 
form  of  treatment.  Recovery  is  the  rule  in 
the  patients  with  primary  infarcts.  In  a  few 
of  the  reported  cases  a  normal  appearing 
appendix  was  also  removed  at  the  same  0]i- 
ei-ation;  this  procedure  did  not  appear  to 
affect  the  postoperative  morbidity. 

Report  of  Case 

A  28  year  old  white  male  bus  driver  was  admitted 
to  the  hospital  on  July  26,  1948.  Three  days  prior 
to  admission,  while  driving  a  bus,  he  had  begun  to 
have  pain  in  the  right  lower  quadrant  of  his  abdo- 
men. The  pain  recurred  from  time  to  time,  disap- 
pearing when  the  patient  was  at  rest,  and  return- 
ing- when  he  moved  about.  There  was  no  nausea  or 
vomiting.  He  was  constipated  on  the  first  day  of 
his  illness,  but  had  one  stool  daily  thereafter.  There 
were  no  genitourinary  symptoms. 

A  few  years  prior  to  his  present  illness,  the  pa- 
tient had  an  attack  of  epigastric  pain.  A  tentative 
diagnosis  of  peptic  \ilcer  was  made,  but  was  appar- 
ently not  confirmed. 

The  patient  was  a  well  nourished,  well  developed, 
young  white  man.  He  did  not  appear  to  be  acutely 
or  chronically  ill.  The  temperature  was  98.2  F.,  the 
pulse  88.  There  was  no  evidence  of  cardiovascular 
disease.  Moderate  tenderness  and  slight  rigidity 
were   present   in    the    right   lower   quadrant    of    the 


Fig.   1.   Drawing  showing  the  infarction  of  the 
omentiini  as  seen  at  operation. 

abdomen.  Pressure  in  the  left  lower  quadrant,  when 
released,  caused  pain  in  the  opposite  side  of  the 
abdomen.  The  liver  and  spleen  were  not  palpable, 
and  no  masses  could  be  felt  in  the  abdomen.  On  rec- 
tal examination,  slight  tenderness  was  noted  in  the 
right  lower  quadrant  of  the  abdomen.  A  blood  count 
showed  14,800  white  cells.  84  per  cent  of  which  were 
neutrophils.  The  uiinalysis  was  negative,  and  a 
Wassermann  test  of  the  blood  was  negative. 

A  diagnosis  of  acute  appendicitis  was  made,  and 
operation  was  performed  shortly  after  admission. 
The  abdomen  was  opened  through  a  McBurney  in- 
cision. Upon  opening  the  peritoneum,  a  moderate 
amount  of  bloody  fluid  was  seen  lying  free  in  the 
peritoneal  cavity.  The  cecum  was  fixed  at  the  level 
of  the  umbilicus,  and  the  appendix  was  retrocecal 
in  position,  but  normal  in  appearance.  A  mass  was 
partially  adherent  to  the  right  upper  anterior  parie- 
tal peritoneum.  When  this  was  freed,  it  was  found  to 
consist  of  a  sharply  circumscribed,  bluish-red,  firm 
mass  of  omental  tissue  about  the  size  of  a  man's 
fist  (fig.  1).  The  discoloration  of  the  omentum  an- 
peared  to  have  been  caused  by  bleeding  into  its  sub- 
stance. There  was  no  evidence  of  a  twist  of  the 
omentum,  and  no  pedicle. 

The  hemorrhagic  omental  mass  was  attached  to 
the  proximal  portion  of  the  transverse  colon,  which, 
for  a  distance  of  2  inches,  appeared  to  have  very 
slight  ecchymoses  in  its  subperitoneal  layers.  The 
omentum  on  each  side  of  the  hemorrhagic  area  ap- 
peared normal.  The  abdomen  was  thoroughlv  ex- 
plored, but  no  other  abnormalities  were  noted.  The 
free  blood  was  aspirated  and  the  diseased  omentum 
was  excised.  The  wound  was  then  closed  in  layers. 

The  postoperative  course  was  uneventful.  The  pa- 
tient was  ambulant  on  the  second  day  after  his  op- 
eration. 

Pathologic  examination  by  Dr.  S.  Bornstein 
showed  extensive  hemorrhage  in  the  resected  poi-- 
tion    of   the    omentum.     Microscopic    study    revealed 
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Fig.  2.  Photomicrograph  of  the  diseased  portion 
of  the  omentum. 

closely  spaced  arteries  and  veins  engorged  with 
blood  (fig.  2).  Well  preserved  blood  was  seen  spread- 
ing- along  the  connective  tissue  septa  of  the  fat  and 
under  the  peritoneal  surface.  Part  of  the  niesothe- 
lium  had  desquamated.  In  places  within  the  mass  of 
blood,  there  were  small  areas  which  were  occupied 
by  loose  fibrin  net  containing  a  few  neutrophils. 
The  diagnosis  of  hemorrhagic  infarction  of  the 
omentum  was  confirmed. 

Comment 

It  appears  strange  that  two  omental  dis- 
eases, torsion  and  infarction,  mimic  the 
symptoms  of  acute  appendicitis  so  closely. 
In  our  patient  the  omental  infarct  was  ad- 
herent to  the  right  upper  parietal  ]3eri- 
toneum  and  the  cecum  was  higher  than 
usual ;  yet  the  pain,  tenderness,  rigidity,  and 
spasm  were  all  located  in  the  right  lower 
quadrant.  Perhaps  future  research  on  ab- 
dominal pain  should  include  the  role  of  the 
omentum  in  the  origin  and  transmission  of 
painful  stimuli. 

Although  the  etiologic  effects  of  trauma 
in  omental  infarction  have  been  discussed 
by  others,  the  role  of  automobile  driving  has 
not  been  given  its  due  weight  in  the  search 
for  causative  factors.  Our  patient  was  a  bus 
driver,  and  his  pain  began  while  he  was 
driving  a  bus.  Although  no  history  of  acute 
abdominal  trauma  was  given,  it  appears 
likely  that  repeated  slight  trauma  to  the  ab- 


domen occurred  while  he  was  driving;  this 
trauma,  which  might  have  been  caused  by 
the  abdomen's  .striking  the  steering  wheel 
during  sudden  stops,  probably  produced 
changes  in  the  intima  of  the  omental  veins, 
initiating  the  formation  of  thrombi.  There 
probably  are  other  factors,  inherent  in  the 
omentum  itself,  that  predispose  to  infarc- 
tion after  repeated  slight  trauma. 

Siimmarii 

A  case  of  hemorrhagic  infarction  of  the 
greater  omentum  is  reported.  The  diagnosis, 
etiology,  and  treatment  of  this  condition  are 
briefly  discussed. 


RUPTURE  OF  THE  APPENDIX  IN  A 
PATIENT  WITH   SITUS   INVERSUS 

Report  of  a  Case 

Alfred  T.  Hamilton,  M.D.,  F.A.C.S. 

Raleigh 

and 

Glenn  B.  Judd,  M.D. 

Varina 

Appendicitis  presumably  occurs  in  persons 
having  situs  inversus  in  the  same  proportion 
as  it  does  in  the  general  population.  Various 
authors  have  reported  the  incidence  of  aitu,'^ 
inversus  to  be  one  in  every  3000"\  5000'-', 
10,000'"\  and  34,000'^'  hospital  admissions. 
Appendicitis  in  these  people  therefore  can- 
not be  looked  upon  as  a  rarity,  but  is  suffi- 
ciently unusual  to  be  of  statistical  interest"^'. 
It  is  of  medical  importance  because  of  the 
tendency  of  the  lay  population  to  discount  left 
sided  abdominal  pain. 

Report  of  a  Case 

A  20  year  old  farmer  was  admitted  to 
Rex  Hospital  on  February  9,  1949,  with  a 
complaint  of  left  sided  abdominal  pain.  The 
pain  had  begun  three  days  before,  when  it 
was  of  generalized  distribution  and  attended 
by  nausea,  vomiting,  and  constipation.  In 
the  next  two  days  the  patient  took  two  laxa- 
tives. The  pain  became  localized  in  the  left 
lower  quadrant ;  his  pre-existing  cold  became 

1.  Prescott.  M.  U.  .intl  Zolliiisrer.  R.  W. :  .\ppendicitis  in  Situs 
Inversus   Tot.lli?     Am.    .1.   Surff.    Hl:2sa-290    (May)    ISU. 

2.  Sherk.  H.  H. :  Total  Transposition  of  Viscera.  Surs:.  Gvnec. 
,^-    ribst.    .35:53-.?7    (Jnlv)    1022. 

.■).  Willis,  B.  C:  .\ppen(licitis  and  Trans-position  of  the  Vis- 
cera.  Ann.  Sure.   S2:2.'i(i-2.i!l   (.\ns.)    1025. 

1.  .Adams,  R.  and  Cluircliill.  E,  D. :  Situs  Inversus,  Sinusitis. 
Broncliieot.a.sis,    ,1,   Tlinracie   Sure,    7:2ii(i-217    (Dec.)    1037. 

.1,  Capone,  A.  J..  Miller,  H,:  Left  Sided  .\ppendicitis  in  a 
Dextrocardiac  Patient,  .\ni.  J,  Surg,  71:232-283  (Feb,) 
1SI4C. 
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more  deep  seated,  and  was  attended  by  se- 
vere cough,  dyspnea,  pain  in  both  lower  rib 
cages,  and  high  fever  with  chills.  At  this 
stage  a  physician  was  consulted. 

Physical  examination  showed  an  acutely 
ill,  dyspneic,  cyanotic,  and  dehydrated  young 
man.  The  palpable  apex  impulse  and  the  per- 
cussible  apex  border  of  the  heart  were  on  the 
right  side,  and  auscultation  revealed  diminu- 
tion of  breath  sounds,  scattered  areas  of 
bronchial  breathing,  and  numerous  rales  at 
both  pulmonary  bases.  The  abdomen  showed 
splinting  throughout,  rigidity  in  the  left  low- 
er quadrant,  and  extreme  direct  and  rebound 
tenderness  lateral  to  the  cecum.  Cough  and 
forced  flexion  of  the  left  thigh  produced  pain 
which  was  referred  to  this  point.  Thei-e  was 
no  rectal  tenderness.  The  temperature  was 
103  F.,  and  a  blood  count  showed  21,000  white 
blood  cells  with  94  per  cent  polymorphonu- 
clears ;  urinalysis  was  negative. 

Roentgen  examination  and  electrocardio- 
graphic studies  confirmed  the  presence  of 
sifuH  inversus.  In  view  of  this  abnormality, 
the  patient's  history  and  abdominal  findings 
were  strongly  suggestive  of  appendicitis. 

Because  of  the  possibility  of  malposition  of 
the  cecum,  the  abdomen  was  opened  through 
a  left  rectus,  muscle-splitting  incision  rather 
than  a  McBurney  incision.  Although  such  a 
possibility  is  unlikely  in  true  situs  inversus, 
it  was  fortunate  that  the  longitudinal  inci- 
sion was  used  in  this  case.  The  appendix, 
which  was  gangrenous  and  ruptured,  was 
retrocecal  and  quite  high  in  position,  and  its 
removal  would  have  been  extremely  difficult 
through  a  McBurney  incision.  The  ruptured 
appendix  was  removed  without  inversion, 
and  the  abdomen  was  closed  in  layers  with- 
out drainage. 

The  patient  was  given  penicillin,  strepto- 
mycin, and  intravenous  fluids  containing  sul- 
fadiazine and  vitamins  B  and  C.  Wangen- 
steen  suction  and  intranasal  oxygen  were 
employed  for  two  days.  After  the  first  day, 
the  temperature  became  normal  and  re- 
mained so  for  four  days,  but  then  rose  to 
101  F.  for  two  days.  This  elevation  of  tem- 
perature was  associated  with  pain  lateral  to 
the  rectus  incision,  where  a  distinct  mass 
was  palpable.  This  abscess  was  incised  and 
drained  by  means  of  two  rubber  gutter  tubes 
through  a  stab  wound  far  out  in  the  flank. 
The  patient's  temperature  promptly  fell  to 
normal  and  he  was  discharged  after  a  few 


days.  There  have  been  no  further  complica- 
tions. 

In  this  case  the  atypical  location  of  the 
pain  was  responsible  for  the  patient's  delay 
in  seeking  medical  aid.  If  the  patient's  phy- 
sician had  not  detected  the  dextrocardia,  the 
presence  of  pulmonary  symptoms  might  have 
led  to  a  diagnosis  of  pleuritis. 


SOME  FACTORS  HAVING  NO 

RELATION   TO   THE    PRODUCTION   OF 

ELECTROCARDIOGRAPHIC   EVIDENCE 

OF  LEFT  VENTRICULAR  STRAIN 

Gus  E.  Forbes,  M.D. 
Laurinburg 

Electrocardiographic  changes  associated 
with  primary  left  ventricular  strain  have 
been  discussed  in  the  literature.  These 
changes  occur  with  and  without  left  axis  de- 
viation'". The  typical  pattern  of  left  ventric- 
ular strain  is  seen  in  the  S-T-T  segments. 
The  S-T  segment  in  lead  I  is  depres.sed  and 
is  followed  by  a  negative  T  wave  whose  an- 
terior limb  has  a  convex  contour.  S-Ti;  may 
originate  below  the  iso-electric  line,  and  T^. 
is  usually  inverted  or  diphasic;  the  inversion 
is  not  as  deep  as  in  lead  I,  however,  and  Ti. 
may  be  upright.  In  the  chest  leads,  with  the 
electrode  over  the  left  ventricle,  there  is 
usually  slight  depression  of  the  S-T  segment, 
and  the  T  wave  is  inverted  or  diphasic.  In 
instances  of  marked  left  ventricular  strain, 
the  S-T-T  changes  are  more  definite.  The 
illustrative  electrocardiograms  (fig.  1)  show 
a  marked  depression  of  the  S-T  segments, 
and  deep  inversion  of  the  T  waves. 

Kaplan  and  Katz'"  feel  that  the  S-T-T 
changes  are  attributable  to  a  disturbance  in 
the  retreat  of  activity  in  the  ventricles  which 
is  due  to  hypertrophy  of  the  ventricle  itself, 
and,  in  part,  is  secondary  to  coronary  insuf- 
ficiency. These  changes  may,  at  times,  be 
confused  with  those  that  follow  digitalis 
therapy.  However,  a  careful  analysis  of  the 
electrocardiogram  usually  clarifies  the  situ- 
ation. Digitalis  most  commonly  produces  a 
sagging  or  flattening  of  the  S-T  segment, 
making  it  merge  with  the  T  wave,  so  that 
the  upward  convexity  which  separates  it 
from  the  T  wave  is  not  seen. 


Frmii    the    Department    of    Medicine,    Scotland    f\mnl,\-    Me- 
riHU'iiii  Hospital,  Laurinljurg.  Xortli  Carolina. 

1.  Kaplan,  L.  G.  and  Katz,  L.  N. :  The  Characteristic  Electro- 
cardioLrranis  in  Left  Ventricular  Strain  With  and  Witliout 
Axis  Deviation,   Am.  J.   .M.   Sc.   20J  :G76-li93    (May)    1941. 
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Fig.    1.     Electrocardiographic    evidence    of    left 
ventricular  strain. 

The  typical  pattern  of  left  ventricular 
strain  is  usually  believed  to  be  associated 
with  diseases  resulting  in  physical  strain  on 
the  left  side  of  the  heart.  Such  diseases  are 
arterial  hypertension  of  long  duration,  rheu- 
matic and  syphilitic  aortic  diseases,  and  my- 
ocardial infarction.  Many  times,  however, 
patients  with  such  diseases  fail  to  show  the 
characteristic  changes  of  left  ventricular 
strain  on  the  electrocardiogram.  Many  at- 
tempts have  been  made  to  correlate  this  elec- 
trocardiographic pattern  with  factors  \\'hich 
produce  strain  on  the  left  ventricle. 

Congestive  heai^t  failure  seems  to  occur 
as  frequently  in  hypertensive  patients  who  do 
not  show  strain  as  in  those  with  this  change. 
Luten  and  Grove'-',  in  an  analysis  of  237 
cases  of  hypertension  in  which  there  was  an 
inverted  or  diphasic  T],  found  congestive 
failure  in  only  18  per  cent.  Evans  and  his 
co-workers''''  found  no  positive  correlation 
between  dyspnea  and  electrocardiographic 
changes  in  152  electrocardiograms  per- 
formed on  132  patients  who  had  been  sub- 
jected to  dorsolumbar  sympathectomies. 

The  purpose  of  the  following  study  was  to 
demonstrate  whether  any  correlation  exists 
between  electrocardiographic  evidence  of  left 
ventricular  strain  and  the  age,  heart  size, 
blood  pressure  reading,  and  duration  of  hy- 
pertension in  a  group  of  hypertensive  pa- 
tients with  various  degrees  of  cardiac  decom- 
pensation. 

2.  Luten,  D.  and  Grove,  E. :  The  Tneidence  .and  .Significance 
of  Electrocardiograms  SImwing  the  Features  of  Left  Axis 
Deviation  and  QltS  of  Normal  Duration  witli  Liverted  Tl 
and  Upright  T:),   Am.   Heart  J.    I:t:!l-411    (April)    l!i2!i. 

3.  Evans,  E.,  Mathews,  AL  W.,  and  White,  P.  D. :  Tlie  Elec- 
trocardiogram in  H^■|lerteusion;  Its  Descriptioji.  Am.  Heart 
J.  30;14U-l(i5    (Aug.)    lil-lj. 


Materials  and  Methods 

For  this  study  100  charts  Avere  picked  at 
random  from  those  classified  under  "hyper- 
tensive cardiovascular  disease"  in  the  files 
of  the  Hospital  of  the  Medical  College  of  Vir- 
ginia. Varying  degrees  of  cardiac  decom- 
pensation were  present  in  all  cases,  and  the 
]  atients  were  taking  maintenance  doses  of 
digitalis. 

Seventy-one  charts  were  used  for  study. 
The  others  were  discarded  because:  (1)  the 
studies  were  incomplete;  (2)  there  was  evi- 
dence of  old  or  recent  myocardial  infarction 
(in  which  instance  the  electrocardiographic 
pattern  was  complicated  by  the  infarction 
and  the  presence  of  left  ventricular  strain 
was  not  clear)  ;  (3)  the  patient  had  ad- 
vanced renal  disease;  or  (4)  valvular  heart 
disease  was  present.  This  last  group  of  cases 
was  not  included,  because  lesions  involving 
the  mitral,  pulmonic,  or  tricuspid  valves  may 
produce  strain  on  the  right  side  of  the  heart, 
and  thereby  complicate  the  electrocardio- 
graphic pattern. 

White  patients  numbered  29,  and  Negro 
patients  42 ;  there  were  33  males  and  38  fe- 
males. Forty-eight  patients  were  50  years 
or  older,  and  23  were  under  50  years  of  age. 
There  were  18  deaths,  and  4  autopsies  wore 
performed.  Nine  of  the  patients  who  died 
showed  electrocardiographic  evidence  of  left 
yentricular  strain. 

Each  chart  was  studied  with  particular 
attention  to  the  presence  of  left  ventricular 
strain,  the  age  of  the  patient,  the  heart  size 
Cas  determined  by  the  cardio-thoracic  ratio), 
the  height  of  the  blood  pressure,  and  the  dur- 
ation of  hypertension  (table  1),  In  the  4 
autopsied  cases,  the  weight  of  the  heart  and 
the  pathologic  description  were  noted  (table 
2). 

Residts 

Table  1  shows  that  the  cases  were  almost 
evenly  divided  between  those  in  which  there 
was  electrocardiographic  evidence  of  left 
ventricular  strain  and  those  in  which  no  such 
evidence  of  strain  was  present.  The  average 
ages  of  the  two  groups  were  57.8  and  60.7 
years  respectively.  There  was  a  difference 
of  2  per  cent  in  the  heart  size,  as  deter- 
mined by  average  cardio-thoracic  ratios.  The 
average  blood  pressure  range  in  the  two 
groups  was  almost  the  same,  the  difference 
being  so  slight  that  no  significance  could  be 
attached.  The  greatest  difference  appeared 
in  the  duration  of  the  hypertetision.    In  pa- 
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Table  1 

FiiuliriKs    ill    Seventy-One    Hypertensive    Patients 
with   Cardiac   Decompensation 

EJ'^rtrttranlitniinphif     .Y'/  EU'itrni-nrflio- 
Evidenre-  of  Left  iii'nphir  Efifhiire 

Vf  utricular  Slraiit  nf  Strain 

37  (52.1V,) 

24 
13 

0)0.7  years 


().(;12:1.0 


Table  2 


No.  patients 

34  (47.9'/r) 

Ag-e  group 
50  and  over 
Under  50 

25 

9 

Average  age 

57.8  years 

Avei'agc  cardio- 
thoracic  ratio 

0.592:1.0 

Average  blood 

pressure  range 
Systolic 
Diastolic 

102-203 
92-110 

Average  duration 
of  hypertension 

07.5  mos. 

105-202 
97-123 

47.1  mos. 


tietits  who  showed  left  ventricular  strain  on 
the  electrocardiogram  the  average  duration 
of  hypertension  was  67.5  months,  as  com- 
pared to  47.1  months  in  the  group  with  no 
evidence  of  strain. 

The  pathologic  findings  in  the  4  autopsied 
cases  wei'e  also  strikingly  similar  (table  2), 
although  the  number  of  cases  is  too  small 
for  statistical  analysis. 

Comment 
The  study  of  these  71  cases  seems  to  indi- 
cate that  there  are  several  factors  which 
have  no  relation  to  the  production  of  electro- 
cardiographic evidence  of  left  ventricular 
sti'ain. 

Age 

Although  49  (69  per  cent)  of  the  patients 
studied  in  this  series  were  50  years  of  age 
or  older,  no  relation  between  the  patient's 
age  and  the  production  of  left  ventricular 
strain  was  demonstrated.  The  average  age 
of  those  in  whom  strain  was  present  was 
57.8  years,  and  in  those  without  strain,  the 
average  age  was  60.2  years.  Of  the  22  pa- 
tients less  than  50  years  of  age,  9,  or  40.8 
per  cent,  showed  left  ventricular  strain,  and 
1.1,  or  59.2  per  cent,  showed  no  strain. 

Heart  size 

Heart  size  appears  to  have  no  relation  to 
the  production  of  left  ventricular  strain  in 
hypertensive  patients  with  congestive  heart 
failure.  Heart  size  was  determined  by  mea- 
surement of  the  cardio-thoracic  ratio.  This 
is  the  ratio  of  the  greatest  transverse  di- 
ameter of  the  heart  to  the  transverse  in- 
ternal diameter  of  the  chest,  and  is  an  esti- 
mate only.  A  cardio-thoracic  ratio  of  0.5:1.0 
or  more  is  considered  evidence  of  enlarge- 
ment of  the  heart.  Since  measurement  of  the 


No.  patients 
Wei,ght  of  heart 


Autopsy  Findings  in  Four  Oases 

,Yrt  Kh't-troriirdiu' 

(jniphir  Eriift'tirc 

of  Strcuti 

2  2 

700  Gm.  395  Gm. 

070  Gm. 


Electrorardiof/rnphic 

Evidence  of  Left 

Venfrirtdnr  Sfrfiin 


Pathologic  findings  1. 


550  Gm. 

Marked      hy-  1.  Hy;iertrophy 

pertrophy  and  dilata- 

and  tion;  aLhcro- 

dilatation  sclerosis  of 

Generalized  coronary 

hypertrophy;  arteries 

atlierosclero-  2.  Hypertrophy; 

sis  with  sten-  athcrosclero- 

osis  of  corn-  sis  of  coio- 

naiy  artei'ies  nary  artei'ies 


transverse  diameter  of  the  heart  does  not 
take  into  consideration  its  broad  diameter, 
no  definite  relationship  exists  between  the 
cardio-thoracic  ratio  and  the  size  of  the  heart 
found  at  autopsy.  In  the  34  patients  with 
left  ventricular  strain,  the  average  cardio- 
thoracic  ratio  was  0.592:1.0.  In  those  with 
no  evidence  of  strain,  the  ratio  was  0.612: 
1.0.  The  absence  of  correlation  between  the 
heart  size  and  the  electrocardiographic  pat- 
tern was  demonstrated  as  early  as  1928  by 
Ziskin">. 

Height  of  blood  pirssnre  and 
di'vatiuii  of  hypertension 

The  height  of  the  blood  pressure  was 
shown  to  bear  no  relation  to  the  production 
of  left  ventricular  sti-ain.  The  average  range 
of  blood  pressure  in  the  patients  with  strain 
was  162  to  203  systolic,  92  to  116  diastolic, 
and  in  the  group  with  no  strain  it  was  165 
to  202  systolic,  97  to  123  diastolic. 

From  the  figures  in  table  1,  it  would  seem 
that  the  duration  of  hypertension  might 
have  some  relation  to  the  production  of 
strain.  In  the  group  with  this  change  h}'per- 
tension  had  been  present  for  an  average  of 
67.5  months,  as  compared  to  47.1  months  in 
the  other  patients.  However,  since  many  pa- 
tients did  not  know  the  duration  of  their 
high  blood  pressure,  and  since  many  had 
hypertension  when  they  were  seen  for  the 
first  time,  a  definite  correlation  could  not  be 
made.  White  and  his  associates''*,  in  a  study 
of  150  tracings,  found  no  correlation  be- 
tween the  electrocardiogram  and  the  known 
duration  of  hypertension  or  the  diastolic 
blood  pressure  on  admission  to  the  hospital. 

I.  Zi^-kin.  'I'.:  The  KItH-trocardiogram  in  Hvp»?rtension,  Arcli. 
till.    Me.l.     lL':.il2-,12il    (Oct.)    1!I28. 

,•..  Wliite.  I'.  D..  Smitluvick,  R.  H.,  Mathews,  M.  W.,  ami 
Kvans.  E.:  The  Klectroeardiogram  in  Hypertension;  the 
liffeet  (if  Radical  Lnnibodorsal  Synipatlieetoniy  (Prelim- 
inary Report),    Am.    Heart  J.    3U;li)5-lSS    (Aug.)    I'j4j. 
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Autopsy  findivgs 

The  number  of  autopsies  in  this  group  of 
patients  is  far  too  few  to  permit  definite 
conckisions.  The  hearts  weighed  more  in  the 
2  patients  with  left  ventricular  strain  dem- 
onstrated during  life.  However,  since  the 
heart  weight  varies  chiefly  with  the  size  of 
the  individual,  and  since  some  hearts  are 
covered  with  fat,  which  increases  the  weight, 
no  definite  significance  could  be  attached  to 
these  differences  in  heart  weight.  Each  of 
the  4  hearts  showed  hypertrophy  and  dilata- 
tion, and  atherosclerosis  of  the  coronary 
vessels.  Kaplan  and  Katz'"  studied  24  autop- 
sied  cases  and  found  no  correlation  between 
the  heart  weight  and  the  electrocardio- 
graphic appearance.  All  their  cases  showed 
varying  degrees  of  coronary  sclerosis  and 
myocardial  fibrosis. 

Summary 

The  charts  of  71  patients  from  the  records 
of  the  Hospital  of  the  Medical  College  of 
Virginia  were  studied.  Each  patient  had 
hypertensive  cardiovascular  disease  with 
varying  degrees  of  congestive  heart  failure, 
and  was  taking  maintenance  doses  of  digi- 
talis. The  charts  were  studied  from  the  fol- 
lowing aspects:  (1)  presence  of  ventricular 
strain,  (2)  age  of  the  patient,  (3)  heart  size 
as  determined  by  measurement  of  cardio- 
thoracic  ratio,  (4)  height  of  blood  pressure, 
and  (5)  duration  of  hypertension.  No  cor- 
relation was  found  between  the  presence  of 
left  ventricular  strain  and  the  age,  heart 
size,  or  blood  pressure  elevation. 

The  average  duration  of  hypertension  was 
20.4  m.onths  longer  in  the  34  patients  with 
electrocardiographic  evidence  of  ventricular 
strain.  Since  it  was  impossible  to  discover 
just  when  the  blood  pressure  became  ele- 
vated, however,  this  difference  is  not  be- 
lieved to  be  significant. 

Only  4  autopsies  were  performed  in  this 
group — too  few  for  conclusions  to  be  drawn. 


Education  in  health  .  .  .  must  be  under  the  direc- 
tion of  physicians  who  know  what  is  being'  taught. 
The  medical  profession  has  long  neglected  its  op- 
portunities and  responsibilities  in  lay  health  educa- 
tion. Physicians  have  deliberately  avoided  both  di- 
rect and  indirect  teaching  of  their  patients  or  the 
public  at  large,  fearful  perhaps  of  being  accused  by 
their  colleagues  of  "unethical  advertising"  or  of 
making  medical  science  less  esoteric  and  mysterious. 
Such  attitudes  are  now  archaic  and  their  perpetua- 
tion can  only  retard  the  progress  of  preventive  and 
constructive  medicine. — Edward  J.  Stieglitz:  A  Fu- 
ture for  Preventive  Medicine,  New  York,  Common- 
wealtli  Fund,  1945,  p.  50. 


ELECTROCARDIOGRAPHIC 
BOOBY  TRAPS 

Levi  Walker,  M.D. 
Atlantic  City,  New  Jersey 

With  the  increasing  use  of  the  electro- 
cardiogram as  a  technical  aid  to  diagnosis 
and  with  the  introduction  of  various  com- 
petitive types  of  recording  apparatus,  it  ap- 
pears that  the  manufacturers  are  trying  to 
sell  an  instrument  to  every  doctor  who  has 
the  monej'  to  pay  for  it.  Perhaps  the  time 
will  come  when  an  electrocardiograph  will 
be  a  part  of  every  physician's  equipment; 
however,  it  behooves  all  physicians  to  inves- 
tigate thoroughly  the  pitfalls  involved  in  the 
interpretation  of  the  electrocardiogram  be- 
fore attempting  to  use  this  important  ad- 
junct to  cardiac  diagnosis. 

Inadequate  Traiving  and  Experience 

I  believe  that  it  is  impossible  for  anyone 
who  has  not  studied  many  hundreds  of  trac- 
ings on  people  with  normal  hearts  to  make 
electrocardiographic  diagnoses  without  fre- 
quent errors.  Yet  I  know  that  some  physi- 
cians attempt  to  arrive  at  a  diagnosis  by 
comparing  a  given  electrocardiogram  with 
similar  tracings  found  in  a  standard  text- 
book of  electrocardiography.  When  one  stops 
to  consider  that  no  two  tracings  are  alike 
and  that  the  normal  variations  are  multi- 
tudinous, the  fallacy  of  this  technique  be- 
comes immediately  apparent.  Inadequate 
training  and  experience  in  electrocardi- 
ography should  be  listed  as  Booby  Trap  no  1. 

rnsiifficient  Clinical  Kvoirledge  of  the  Case 

The  electrocardiogram  is  only  a  graphic 
picture  of  variations  in  electrical  potential, 
produced  as  an  effect  of  the  excitation  wave 
passing  from  the  sino-auricular  node 
through  the  conduction  system  and  the  myo- 
cardium. The  tracing  produced  thereby  may 
be  entirely  within  normal  limits  in  the  pres- 
ence of  advanced  myocardial  disease:  yet  the 
electrocardiographer  is  frequently  asked  to 
give  not  only  a  diagnosis  but  a  prognosis  as 
well — often  in  a  patient  he  has  never  seeiL 

It  is  the  practice  in  many  hospitals  to  send 
all  electrocardiograms  to  an  electrocardio- 
graphic department  for  interpretation.  Fre- 
quently these  tracings  are  not  accompanied 

Read  at  the  Sectional   Meeting  of  the   .^merii-aii    Cullese   of 
Physicians,   \eHari<,   \ew   .Ter-sey,    N'oveniber  5.    1!US. 
From  the  Ventnor  Ciiriiu.   Atlantic  City,   New  Jersey. 
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b\-  the  clinical  diagnosis  or  records  of  medi- 
cation. In  most  cases  the  doctor  who  inter- 
prets the  tracing  does  not  see  the  patient. 
The  physician  who  referred  the  patient  often 
is  unable  to  correlate  the  electrocardio- 
graphic and  clinical  findings.  The  hazards 
entailed  are  obvious.  These  armchair  special- 
ists in  electrocardiography  are  seduced  into 
J5ouby  Trap  no.  2. 

Technical  Errors 

The  electrocardiograph  itself  may  not  pro- 
duce an  accurate  tracing.  In  some  instru- 
ments the  timing  apparatus  is  prone  to  be- 
come inaccurate,  producing  complexes  of  a 
longer  or  shorter  interval  than  they  actually 
are.  Frequent  checks  on  this  type  of  instru- 
ment are  essential.  A  faulty  diagnosis  of 
auriculoventricular  or  intraventricular  block 
and  a  diagnosis  of  normal  conduction  when 
there  is  actually  delayed  conduction  may 
have  equally  serious  results. 

In  the  string  type  of  instrument,  over- 
shooting may  impart  serious  abnormality  to 
the  tracing.  Direct  writing  instruments  may 
show  depression  of  the  ST  segment  because 
of  lag  of  the  stylus.  Inaccurate  standardiza- 
tion may  produce  complexes  of  greater  or 
less  voltage  than  actually  exists. 

The  precordial  leads  afford  a  veiw  fre- 
quent source  of  technical  error.  A  small  pre- 
cordial electrode  is  used  in  order  to  localize 
myocardial  lesions.  Much  of  this  advantage 
may  be  lost  if  an  excessive  quantity  of  elec- 
trode paste  is  placed  under  and  around  the 
electrode — and  marked  variations  in  the 
electrocardiographic  pattern  may  result.  In 
fact,  if  sufficient  paste  is  used  to  bring  about 
electrical  continuity  between  multiple  elec- 
trode positions  on  the  precordium,  distortion 
of  the  electrocardiogram  may  be  so  great  as 
to  destroy  its  diagnostic  value.  This  has 
been  well  demonstrated  by  Ziegler  in  a  study 
of  precordial  leads  done  on  children,  in  whom 
the  possibilities  of  error  are  much  greater 
because  of  their  relatively  small  chests. 

Positioning  of  the  precordial  electrodes 
furnishes  another  important  source  of  error. 
This  is  particularly  true  of  the  apical  lead 
and  of  the  third  chest  lead,  which  is  derived 
from  it.  It  has  been  shown  that  a  difference 
of  2  cm.  in  the  positioning  of  the  apical  elec- 
trode may  produce  important  variations  in 
the  electrocardiogram.  This  fact  assumes 
major  importance  in  cases  where  serial  elec- 
trocardiograms are  being  made — as  in  coro- 
nai\\-  artery  disease  and  myocai'dial  infarc- 
tion. 


When  one  realizes  that  even  a  group  of 
doctors  asked  to  localize  the  cardiac  apex  are 
likely  to  localize  it  at  different  spots,  it  is 
not  surprising  that  a  technician  may  make  a 
great  error  in  positioning  the  apical  elec- 
trode. This  source  of  error  is  multiplied  if 
the  patient  is  a  woman  with  large,  pendulous 
breasts. 

One  wonders  whether  the  potential  source 
of  error  is  not  greater  than  the  possible  bene- 
fits to  be  gained  by  placing  the  apical  elec- 
trode at  the  exact  apex,  and  whether  it  would 
not  be  better  to  use  an  arbitrary  position 
which  would  remain  constant — such  as  the 
fifth  interspace  in  the  midclavicular  line.  Of 
course,  if  the  apex  beat  is  palpable,  it  affords 
a  fairly  reliable  landmark;  but  is  a  techni- 
cian always  competent  to  localize  such  a 
landmark?  It  is  suggested  that  the  position 
for  the  apical  electrode  in  each  patient  be 
permanently  fixed  for  future  tracings  by  re- 
cording its  distance  from  the  midsternal  line. 

Technical  eri'ors  may  become  vexing 
Booby  Trap  no.  3. 

Normal  Variations 

Variation  in  the  normal  electrocardiogram 
is  probably  the  greatest  source  of  diagnostic 
error  in  electrocardiography.  I  have  seen  pa- 
tients Avhose  usefulness  as  citizens  has  been 
almost  totally  destroyed  by  a  cardiac  neuro- 
sis precipitated  by  the  misinterpretation  of  a 
normal  electrocardiogram.  Iatrogenic  dis- 
ease is  easily  acquired,  but  most  difficult  to 
cure.  Along  with  the  current  refinements  in 
electrocardiographic  diagnosis,  it  seems  that 
there  may  be  a  temptation  to  read  too  much 
into  the  tracing.  I  am  inclined  to  believe  that 
it  may  be  safer,  insofar  as  the  patient's  wel- 
fare is  concerned,  to  minimize  the  impor- 
tance of  minor  variations  from  the  so-called 
normal  electrocardiogram. 

Examination  of  many  thousands  of  healthy 
young  adults  during  the  recent  war  revealed 
numerous  unexpected  variations  from  the 
patterns  which  were  previously  considered 
normal.  Inversion  of  T  waves  in  leads  II  and 
III,  and  occasionally  in  lead  I  also,  were 
found  in  soldiers  who,  by  all  clinical  stand- 
ards, had  perfectly  normal  cardiovascular 
systems.  Notching  and  slurring  of  the  QRS 
complexes  is  not  an  uncommon  finding  in 
apparently  healthy  individuals.  Because  of 
the  auricular  T  wave,  the  PQ  interval  may 
lie  below  the  baseline,  thereby  giving  a  false 
impression  of  elevation  of  the  ST  segment. 
The  initial  component  of  the  ORS  complex 
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may  be  iso-electric  in  one  or  more  leads, 
thereby  producing  a  source  of  error  in  the 
measurement  of  the  QRS  complex  and  the 
PR  interval.  Drinking  ice  water,  eating 
food,  or  smoking  may  produce  alterations  in 
the  T  waves  of  healthy  individuals.  Small 
deflections  of  the  various  complexes  do  not 
necessarily  mean  that  disease  is  present. 

Alterations  in  the  positions  of  the  dia- 
phragm during  the  various  phases  of  respira- 
tion may  produce  marked  changes  in  the  con- 
tour of  lead  III.  Extrasystoles  are  a  very 
common  finding  in  healthy  people.  I  have 
seen  robust  young  athletes  with  definite  pro- 
longation of  the  auriculoventricular  conduc- 
tion time.  It  is  true  that  such  individuals 
may  carry  a  small  scar  in  their  conduction 
system  as  a  result  of  previous  infection,  but 
is  it  fair  to  stigmatize  them  with  a  diagnosis 
of  cardiac  disease  when  no  clinical  evidence 
of  such  disease  exists? 

Undue  emphasis  on  minor  variations  in 
the  electrocardiogram  is  Booby  Trap  no.  4 — 
and  may  well  be  the  most  dangerous  one. 

Organic  Disease 
The  limits  of  space  do  not  permit  a  de- 
tailed scrutiny  of  the  electrocardiographic 
hazards  encountered  in  the  presence  of  or- 
ganic disease.  Drug  effect,  pericarditis,  pul- 
monary infarction,  ventricular  strain,  car- 
diac hypertrophy,  coronary  sclerosis,  myo- 
cardial ischemia,  congenital  abnormalities, 
scars  in  the  heart  muscle  from  any  cause, 
and  myocardial  infarction  may  produce  al- 
terations of  striking  similarity  in  the  electro- 
cardiographic pattern.  If  more  than  one  of 
these  factors  are  present,  they  may  produce 
a  booby  trap  that  only  a  superman  could 
detect. 

Summary  and  Conclusions 
This  brief  and  incomplete  outline  of  some 
of  the  pitfalls  entailed  in  electrocardio- 
graphic dagnosis  is  presented  for  only  one 
purpose — to  demonstrate  that  electrocardi- 
ography is  far  from  being  an  arithmetically 
exact  science,  and  to  show  the  fruitlessness 
of  trying  to  make  a  cardiac  diagnosis  from 
the  electrocardiogram  alone. 

The  following  suggestions  are  offered : 

1.  Emphasis  should  be  placed  on  the  fact 
that  the  electrocardiogram  is  merely  a  tech- 
nical aid  to  diagnosis,  and  that  an  accurate 
opinion  as  to  the  significance  of  a  tracing  is 
frequently  impossible  without  a  full  knowl- 
edge of  the  clinical  aspects  of  a  given  case. 

2.  Physicians     should     be     discouraged 


from  purchasing  electrocardiographs  unlil 
they  have  sufficient  training  to  enable  them 
to  vouchsafe  an  authoritative  opinion. 

3.  Electrocardiograms  should  be  taken  by 
a  physician  skilled  in  their  interpretation, 
rather  than  by  a  technician. 

4.  Electrocardiograms  should  be  obtained 
on  healthy  individuals  whenever  possible,  in 
order  that  a  tracing  may  be  available  as  a 
baseline  against  the  future. 

5.  Minor  abnormalities  in  the  electrocardi- 
ographic pattern  should  not  be  overempha- 
sized. 

6.  All  physicians  should  be  made  to  realize 
that  the  electrocardiogram  is  not  a  measure 
of  the  functional  capacity  of  the  heart — that 
the  tracing  may  indicate  extensive  damage 
in  a  heart  which  is  functionally  competent, 
and  that  grave  myocardial  disease  may  leave 
no  mark  upon  the  graph. 


THE  USE  OF  SULFONAMIDE  AND 
ANTIBIOTIC  DRUGS  IN 
OTOLARYNGOLOGY 

Marvin  F.  Jones,  M.D. 
New^  York 

The  actual  facts  regarding  the  sulfonamide 
and  antibiotic  drugs  can  be  stated  in  a  few 
minutes,  but  a  discussion  of  opinions  and 
theories  could  consume  hours.  The  subject 
is  changing  so  rapidly  that  any  treatise  is 
antiquated  before  it  can  be  published.  Vary- 
ing names  are  used  by  the  different  pharma- 
ceutical manufacturers  which  apply  to  the 
sam°e  drugs,  so  that  a  detail  man  is  some- 
times better  acquainted  Avith  the  new  names 
than  a  doctor. 

Sulfadiazine  and  penicillin  are  at  present 
my  sole  weapons  for  attack.  The  use  of  these 
two  drugs  has  saved  me  many  sleepless 
nights.  They  have  increased  my  enjoyment 
of  living  in  a  manner  which  I  did  not  believe 
possible  before  their  discovery. 

Streptomycin  causes  irritation  of  the  kid- 
neys when  given  over  long  periods,  and  may 
cause  vertigo,  nausea,  and  vomiting.  It  seems 
to  have  a  transient  and  sometimes  perma- 
nent adverse  effect  on  the  labyrinth,  both 
cochlear  and  vestibular  divisions  of  the  nerve 
being  involved.  Prolonged  use  causes  eosino- 
philia. 

Aureomycin  is  a  newer  wonder  drug. 

Read  liefoie  tlie  Eye,  Ear.  Kose  and  Throat  Societies  of 
Xorth  and  Soutli  Carolina.  Ciiarleston.  September  1(3,  1948,  and 
before  the  Georg:ia  Society  of  Ophthalmology  and  Otolaryn- 
gology, Savannah,  March  5,  1949. 
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Tlic  Ddiifjci-ft  of  Misiisf  and  Abuse 

The  usefulness  of  these  miraculous  drugs 
is  being  rapidly  limited  by  their  widespread 
use,  through  prescription  and  self-medica- 
tion, for  minor  ailments.  People  are  rapidly 
becoming  sensitized  or  are  acquiring  resist- 
ance to  the  drugs,  with  the  result  that  the 
value  of  these  drugs  as  life  saving  agents  is 
being  decreased.  I  have  recently  seen  a  child 
forced  to  go  through  an  operation  for  acute 
mastoiditis,  since  no  sulfonamide  or  antibi- 
otic drugs  could  be  employed  because  of  their 
former  misuse. 

Too  frequently,  because  of  timidity  on  the 
part  of  the  physician,  sulfadiazine  or  peni- 
cillin is  given  in  far  less  than  effective 
doses.  When  these  drugs  are  administered, 
they  should  be  ordered  in  adequate  doses,  to 
be  given  at  regular,  frequent  intervals.  Chem- 
otherapy continued  over  indefinite  periods 
in  inadequate  dosage  does  more  harm  than 
good. 

The  abuse  of  these  drugs  has  led  to  care- 
lessness in  diagnosis  and  in  surgical  tech- 
nique, because  a  feeling  of  security  has  re- 
placed our  normal  and  usual  uneasiness  and 
concern.  It  is  not  wise  to  prescribe  these  new 
drugs  without  first  making  a  careful  diag- 
nosis. The  normal  desire  to  avoid  unneces- 
sary work  has  in  some  instances  led  to  un- 
fortunate mistakes  because  of  careless  meth- 
ods in  diagnosis. 

The  surgeon  who  is  operating  in  the  field 
of  head  surgery  has  heretofore  been  most 
cautious  about  avoiding  dural  injury  in  the 
presence  of  infection.  This  new  feeling  of 
security  could  cause  a  surgeon  to  be  a  little 
less  meticulous  in  his  technique.  An  incom- 
petent surgeon  is  usually  afraid  to  attempt 
procedures  beyond  his  ability,  but  now  he 
feels  a  little  less  restraint  in  attempting 
something  he  is  not  capable  of  handling. 

Both  the  sulfonamides  and  the  antibiotics 
are  masking  drugs — that  is,  they  may  ob- 
scure the  symptoms  which  warn  of  compli- 
cating diseases.  The  temperature,  which  usu- 
ally serves  as  an  excellent  guide  to  the  prog- 
ress of  an  infection,  is  often  rendered  nearly 
normal  by  sulfonamides  and  penicillin.  On 
the  other  hand,  sensitivity  to  one  of  these 
drugs  may  cause  an  elevation  of  temperature 
which  ceases  when  the  drug  is  withdrawn. 

The  symptoms  of  pain  and  tenderness  are 
both  valuable  in  estimating  the  progress  of 
inflammatory  disease.  Sometimes  chemother- 


apy causes  such  symptoms  to  disajijjear  be- 
fore the  local  process  is  cured.  The  more 
dramatic  manifestations  are  apt  to  subside, 
leaving  active  a  less  dramatic  but  more  dan- 
gerous process.  Considerable  bone  destruc- 
tion is  a  common  finding  when  an  explora- 
tory type  of  surgery  must  be  employed  at  a 
later  date.  It  is  most  difficult  to  make  a 
projjer  diagnosis  or  to  recognize  progression 
of  disease  in  these  patients  whose  symptoms 
are  masked. 

Methods  of  Adnniiistrotiun 

When  sulfonamides  or  antibiotics  are  re- 
quired, they  should  be  used  in  an  "all  out" 
attack  on  a  threatening  bacterial  invasion. 
When  they  are  administered  "too  little  and 
too  late,"  the  effect  of  the  drug,  as  well  as 
an  opportunity,  will  be  lost.  Once  started, 
the  drug  should  be  continued  in  undimin- 
ished doses  for  at  least  five  days  after  the 
temperature  has  become  normal. 

When  one  of  the  sulfonamide  or  antibiotic 
drugs  has  been  started,  its  administration 
should  be  continued  without  interruption. 
These  drugs  are  not  as  effective  when  the 
intensive  treatment  is  discontinued  and  then 
resumed  at  a  later  date.  Tapering  off  the  dos- 
age has  also  been  unsatisfactory  in  my 
hands. 

A  shift  from  sulfadiazine  to  penicillin,  or 
vice  versa,  has  been  effective  when,  because 
of  no  effects  or  ill  effects,  one  drug  or  the 
other  must  be  stopped. 

The  most  satisfactory  method  of  admin- 
istering penicillin  to  cure  any  condition 
other  than  actual  bacterial  invasion  of  the 
cerebrospinal  system  is  by  intramuscular  in- 
jection. Forty  thousand  units  given  intra- 
muscularly every  four  hours  is  my  customary 
prophylactic  or  therapeutic  dose.  One  hun- 
dred thousand  units  can  be  given  with  com- 
parative safety. 

Aerosol  penicillin  has  received  notoriety 
recently  and,  as  in  other  instances  of  new 
methods,  the  first  reports  have  been  too 
enthusiastic.  This  enthusiasm,  combined  with 
the  sales  pressure  of  drug  concerns  and  in- 
strument makers,  has  again  made  accurate 
evaluation  most  difficult.  Experimental  work 
in  my  clinic  at  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital  and  in  my  private  office  has 
about  convinced  me  that  the  symptom  which 
is  most  susceptible  to  penicillin  mist  is  per- 
sistent cough. 


July,  1949 


CnE;\IOTIIERAPY  IN  OTOLARYNGOLOGY— JONES 


371 


The  oral  administration  of  penicillin  has 
fallen  into  disuse,  as  it  seems  to  pi'oduce  a 
higher  incidence  of  reactions  than  does  in- 
tramuscular administration.  Gordon'"  re- 
ported 3  sensitivity  reactions  among  25  pa- 
tients to  whom  he  gave  penicillin  orally.  This 
is  a  higher  incidence  of  sensitivity  than  I 
have  noted  with  intramuscular  administra- 
tion. 

The  worst  reaction  I  have  seen  was  in  a 
patient  on  whom  I  did  a  fenestration  opera- 
tion. She  received  the  usual  dosage  of  peni- 
cillin as  a  preoperative  precaution  and  post- 
operative insurance.  Later  she  developed  an 
itching  rash  which  formed  blebs,  with  pro- 
fuse secretion.  The  dermatologist  ordered 
some  sulfonamide  drug,  and  later  penicillin. 
[ihe  rash  increased  and  spread.  She  was  a 
miserable  creature  until  she  changed  derma- 
tologists, and  a  gentleman  of  the  old  school 
stopped  all  "highfalutin"  medication  and  ap- 
plied some  local  treatment.  She  improved 
slowly,  and  was  hospitalized  for  several 
weeks. 

Penicillin  troches  work  beautifully  on  acute 
pharyngitis.  They  relieve  the  pain  and  have 
some  curative  action.  However,  the  mouth 
must  be  closely  watched  for  signs  of  local 
reaction.  A  5000  unit  troche  seems  innocuous, 
but  the  most  recent  patient  for  whom  I  or- 
dered troches  soaked  up  twenty-five  in  his 
few  waking  hours,  and  developed  stomatitis. 

The  local  use  of  penicillin  in  the  ears  or 
sinuses  has  not  proved  convincingly  benefi- 
cial. 

Fields  of    Usefulnes 

In  reviewing  my  experiences  with  both  the 
sulfonamides  and  the  antibiotics,  I  am  im- 
pressed with  a  singular  fact.  Many  diseases 
are  self-limited  and  take  a  certain  time  to 
run  their  course,  regardless  of  what  is  used. 
Most  chronic  cases  are  not  benefited  by 
either  sulfonamides  or  antibiotics.  The  field 
of  greatest  usefulness  for  the  new  drugs  is 
in  combatting  the  serious  complications 
which  we  encounter  in  otolaryngologic  prac- 
tice. 

In  acute  ear  disease,  we  have  had  excel- 
lent results  with  penicillin.  It  is  almost  too 
good  in  the  patient  with  early  acute  otitis. 
Because  of  the  frequent  prompt  and  favor- 
able responses  I  have  seen,  I  cannot  entirely 
condemn  its  early  use  in  this  condition.  On 

1.    Gordon,    J.    S. :    Studies    on    Oral    Penicillin,    Laryngoscope 
37:202-210    (March)    1947, 


the  other  hand,  patients  who  have  been  given 
this  drug  in  the  early  stages  often  develop 
resistance  or  hypersensitivity  to  the  drug, 
^~o  that  it  becomes  of  no  value  at  a  time  when 
it  is  almost  the  sole  hope  as  a  life  saving 
remedy. 

Perhaps  the  greatest  value  of  penicillin  is 
in  conjunction  with  ma,ior  surgery.  It  has 
become  my  routine  practice  to  begin  the  ad- 
ministration of  penicillin  either  on  the  da.v 
of  operation  or  the  day  before.  The  advantage 
of  beginning  therapy  the  day  before  the  op- 
eration is  to  determine  whether  there  is  any 
sensitivity  on  the  part  of  the  patient.  This 
treatment  is  continued  for  at  least  five  days 
postoperatively.  If  there  is  any  reason  to  be- 
lieve that  a  patient  has  a  beginning  upper 
respiratory  infection,  I  give  penicillin  pre- 
operatively.  For  all  my  patients  who  are  to 
have  the  fenestration  operation,  penicillin  is 
begun  the  day  before  operation. 

Penicillin  does  not  readily  enter  the  cere- 
brospinal fluid,  and  therefore  is  less  satisfac- 
tory than  sulfadiazine  in  the  treatment  of  any 
infection  which  has  passed  the  dural  wall. 
For  this  reason,  patients  who  have  major 
operations  to  cure  virulent  infections  receive 
a  combination  of  penicillin  and  sulfadiazine. 
While  this  combination  resembles  shotgun 
therapy,  I  believe  it  is  logical,  and  the  results 
have  made  it  justifiable. 

Summary 

1.  Sulfonamide  and  antibiotic  drugs  should 
not  be  used  indiscriminately  for  minor  ail- 
ments, nor  should  they  be  allowed  to  cause 
carelessness  in  diagnosis  or  in  surgical  tech- 
nique. 

2.  These  drugs  should  be  used  only  when 
they  are  really  needed,  and  should  be  admin- 
istered in  full  doses  for  at  least  five  days 
after  the  temperature  returns  to  normal.  The 
best  method  for  the  administration  of  peni- 
cillin is  by  intramuscular  injection. 

3.  The  greatest  usefulness  of  these  drugs 
is  in  combatting  serious  complications  en- 
countered in  otolaryngologic  practice,  and  in 
conjunction  with  major  surgery.  If  they  are 
used  too  frequently  for  minor  illnesses,  they 
may  not  be  of  value  when  they  are  needed 
to  save  a  life. 
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CONGENITAL  HEART  DISEASE 

]VUIt  Report  of  a  Case  of  Adult  Coarctation 
of  the  Aorta 

K.  D.  Weeks,  M.D. 

Rocky  Mount 

Only  a  few  years  ago  congenital  heart  dis- 
ease presented  a  hopeless  problem.  The  diag- 
noses at  best  were  of  a  general  nature,  and 
no  specific  treatment  could  be  offered  the 
unfortunate  victims  of  these  malformations. 
Once  the  diagnosis  was  established,  the  sub- 
ject was  closed.  The  picture  now  is  consider- 
ably different  from  what  it  was  less  than  five 
years  ago. 

Recent  Advances 

Newer  concepts  and  greater  knowledge  of 
the  physiology  and  dynamics  of  human  cir- 
culation have  made  it  possible  to  single  out 
the  different  types  of  defects  with  accuracy, 
and  thereby  to  offer  a  more  intelligent  prog- 
nosis and  a  more  rational  approach  to  spe- 
cific methods  of  treatment.  Added  to  our 
usual  methods  of  diagnosis — histoiy,  physi- 
cal examination,  fluoroscopy,  roentgenogra- 
phy, and  electrocardiography —  the  more  re- 
cent diagnostic  methods  such  as  catheteriza- 
tion of  the  heart,  measurement  of  pulmonary 
blood  flow,  oximetry,  and  exercise  tests  have 
greatly  decreased  the  element  of  doubt  as  to 
the  anatomy  and  physiology  in  these  cases'". 
Experience  has  taught  the  surgeon,  however, 
that  these  newer  techniques  are  not  infallible, 
and  too  often  he  finds  at  operation  both  ma- 
jor and  minor  anomalies  that  were  not  even 
suspected  clinically  in  spite  of  thorough  diag- 
nostic study. 

Comparable  advances  in  the  techniques  of 
thoracic  surgery  have  made  the  entire  thorax 
and  its  contents  amenable  to  surgical  attack. 
Foreign  bodies  have  been  removed  from  the 
heart  chambers  and  great  vessels  success- 
fully. Wounds  of  the  heart  have  been  success- 
fully repaired  on  many  occasions.  Successful 
operations  for  the  relief  of  constrictive  peri- 
carditis are  no  longer  uncommon. 

These  newer  developments  in  diagnosis 
and  surgery  have  in  recent  years  been  ap- 
plied with  increasing  success  to  congenital 
malformations  of  the  heart  and  great  ves- 
sels, and  the  rate  of  progress  suggests  even 
greater  promise  for  the  future. 

1  Bill".  R.  J..  naiidi-l--liuiii.  .(.  (  ..  and  Campbell.  J.  A.: 
Phv^iolcwic  Diasnostic  Tests  in  Congenital  Heart  Disease. 
MoVf.  Concepts  Cardiovascular  Dis.  v.  IT,  no.  3  (Mardu 
194S. 


In  1939  a  surgical  treatment  for  patent 
ductus  was  developed  and  performed  success- 
fully upon  a  human  patient  by  Gross  and 
Hubbard  of  Boston'-'.  In  1945,  Blalock  and 
Taussig  of  Johns  Hopkins  announced  an  op- 
erative technique  for  the  relief  of  pulmonary 
stenosis  and  atresia'-''.  During  the  same  year, 
Crafoord  and  Nylin  published  reports  of  the 
successful  surgical  treatment  of  coarctation 
of  the  aorta'^'.  Thus,  in  only  a  few  years  three 
of  the  most  common  congenital  defects  of  the 
cardiovascular  system  have  become  amenable 
to  surgical  approach.  Still  other  forms  of 
congenital  heart  disease  are  now  being  at- 
tacked surgically.  Already  great  progress  has 
been  made  in  relieving  symptoms  of  tracheal 
and  esophageal  malfunction  resulting  from 
"vascular  rings"  related  to  anomalies  of  the 
aortic  arches''".  Within  the  past  few  months 
a  technique  for  the  repair  of  septal  defects 
has  been  announced  and  has  been  applied  to 
human  subjects. 

The  Importance  of  Recognizuifj  Comirnital 
Defects 

It  is  true  that  congenital  defects  of  the 
heart  and  great  vessels  are  relatively  uncom- 
mon, comprising  less  than  2  per  cent  of  the 
total  number  of  cases  of  organic  heart  dis- 
ease seen  after  infancy.  Since  some  of  these 
cases  can  be  helped  so  much  by  surgery,  how- 
ever, it  is  important  that  all  physicians  en- 
gaged in  the  diagnosis  and  treatment  of  heart 
disease  become  better  acquainted  with  this 
type  of  heart  disease,  and  more  on  the  alert 
for  it. 

These  defects  are  encountered  clinically  in 
the  following  order  of  frequency : 

1.  Septal    defects    (auricular  and  ventri- 
cular) . 

2.  Patent  ductus  arteriosus. 

3.  Tetralogy   of    Fallot     (and    variations 
thereof) . 

4.  Coarctation  of  the  aorta. 

From  the  standpoint  of  diagnosis,  patent 
ductus  and  coarctation  of  the  aorta  (adult 
type)  assume  top  importance  because  they 
are  most  amenable  to   surgery.   Victims  of 

■1  t;ross,  K.  li.  and  Hubbard.  J.  P.:  Surgical  Ligation  of  a 
Patent  Ductus  .Arteriosus;  Report  of  First  Succes'sful  Case, 
.r  \  M.A.    112:T2i)-:.3I    (Feb.    2j)    1930. 

3  Blalock.  A.  and  Taussig.  H.  B.:  The  Surgical  Treatment 
of  Malformations  of  the  Heart.  J.A.M.A.  128:I89-2iJ-' 
(Mav   19)    194j.  ^  ^.  .  ^, 

I  Crafoord,  C.  and  Nvlin,  G. :  Congenital  Coarctation  of  tlie 
Aorta  and  Its  Surgical  Treatment,  J.  Thoracic  Surg.  14: 
.117-361    (Oct.)    1945.  ,  .  ,.         r 

i  Edwards.  .1.  E, :  Vascular  Rings  Related  to  Anomalies  of 
the  Aortic  .\rches.  Mod.  Concepts  Cardiovascular  Dis.  v. 
17,  no.  8   (Aug.)   194S. 
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these  anomalies  may  remain  clinically  asymp- 
tomatic for  many  years,  and  their  condition 
may  be  either  misdiagnosed  or  overlooked  en- 
tirely until  a  complication  arises.  Because  of 
the  obvious  cyanosis  and  early  fatal  outcome 
in  untreated  cases,  the  tetralogy  of  Fallot  and 
related  variations  are  almost  always  recog- 
nized early  in  life  as  instances  of  congenital 
heart  disease,  whether  or  not  they  are  com- 
Ijletely  and  correctly  diagnosed. 

Before  the  advent  of  surgical  treatment, 
the  mean  age  at  death  of  patients  with  patent 
ductus  was  24  years ;  in  adult  coarctation 
of  the  aorta,  it  was  33  years ;  and  in  the  te- 
tralogy of  Fallot,  12  years.  Now,  by  timely 
and  wise  selection  of  cases  for  surgical  treat- 
ment, victims  of  patent  ductus  and  coarcta- 
tion of  the  aorta  can  look  forward  to  normal 
and  unrestricted  life  spans.  By  comparison, 
the  surgical  treatment  of  the  tetralogy  of 
Fallot  is  more  or  less  a  palliative  measure, 
but  nevertheless  it  offers  gratifying  relief 
from  distressing  symptoms  and  increases 
longevity  in  many  cases. 

Dia  gliosis 
Modern  advances  in  diagnostic  technique, 
such  as  venous  catheterization  and  roentgen 
examination  with  opaque  intravascular  dyes, 
have  added  much  to  our  knowledge  of  the 
anatomy  and  physiology  of  certain  congenital 
heart  anomalies  and  have  proved  invaluable 
in  selecting  cases  for  surgery.  These  tech- 
niques are  not  readily  available  to  all,  how- 
ever, and  our  most  reliable  and  adequate 
methods  of  diagnosis  are  still  the  history, 
physical  examination,  roentgenography  and 
fluoroscopy,  and  electrocardiography,  all  of 
which  are  within  the  reach  of  almost  every 
physician. 

The  diagnosis  of  those  congenital  anoma- 
lies which  are  amenable  to  surgical  correction 
depends  on  the  following  criteria : 
1.  Patent  ductus  arteriosus 

A.  A  loud,  continuous,  to-and-fro.  ma- 
chinery-like murmur  heard  best  over 
the  second  left  intercostal  space. 
This  may  vary  in  intensity. 
A  palpable  thrill  in  the  same  area. 
Fluoroscopic  evidence  of  an  enlarged 
pulmonary  artery  and  pulsating  jiul- 
monary  vessels. 

Peripheral    vascular    signs    of    in- 
creased pulse  pressure. 
E.  Enlargement  of  the  heart. 


B. 
C. 


D. 


Fig.  1.  Coarctation  of  the   aorta.  Note   the  distinct 

notching  of  the  inferior  borders  of  the  ribs,  which 

is    pathognomonic    of    the    anomaly. 

2.  Coaixtation  of  the  aorta  (adult  type) 

A.  Lower  blood  pressure  in  the  leg  than 
in  the  arm. 

B.  Absent  or  markedly  decreased  pulsa- 
tions of  the  abdominal  aorta  and  dis- 
tal arteries. 

C.  Evidence  of  compensatory  collateral 
circulation  between  the  upper  and 
lower  parts  of  the  body — over  the 
thorax,  over  the  clavicular  areas, 
and  particularly  in  the  scapular  and 
interscapular  areas  of  the  upper 
part  of  the  back. 

D.  Thrills  and  bruit  over  the  same 
areas. 

E.  A  systolic  cardiac  murmur,  often 
heard  best  posteriorly  along  the  left 
border  of  the  midthoracic  portion  of 
the  spinal  column. 

F.  Roentgenographic  findings :  notch- 
ing of  the  inferior  l)orders  of  the 
ribs  and  absence  of  the  aortic  knob 
shadow. 

3.  Tetralogy  of  Fallot 

A.  Cyanosis,  variable  in  onset  and  de- 
gree. 

B.  Systolic  cardiac  murmur. 

C.  Clubbing  and  polycythemia. 


374 


NORTH   CAROLINA   MEDICAL  JOURNAL 


July,  1949 


D.  Roentgenographic  findings:  boot- 
shaped  heart,  absence  of  hilar  pul- 
sations, and  dextra  position  of  the 
aorta. 

E.  Right  axis  deviation  by  the  electro- 
cardiogram. 

Sin-f/icdl  T)-c(ifmciif 
Pntevt  diicfus 

In  spite  of  the  dramatic  results  that  have 
been  achieved  by  surgical  closure  of  patent 
ductus,  there  is  still  difference  of  opinion 
concerning  the  selection  of  cases  for  this  pro- 
cedui-e.  One  school  of  thought  recommends 
surgical  closure  in  all  children,  once  the  pres- 
ence of  the  shunt  has  been  established.  An- 
other recommends  surgical  closure  only  in 
older  patients  with  evidence  of  cardiac  strain, 
but  both  agree  on  closure  in  all  patients  who 
have  infected  ducts.  Section  of  the  duct,  when 
this  is  possible,  has  been  found  preferable  to 
ligation. 

The  mortality  rate  from  surgical  closure 
of  uninfected  ducts  is  less  than  1  per  cent. 
This  method  of  treatment  offers  permanent 
cure  for  the  great  majority  of  selected  cases, 
whereas  most  untreated  patients  succumb 
prematurely  to  cardiac  failure,  subacute  en- 
darteritis, or  rupture  of  the  i)uImonary  ar- 
teiy. 
Adult  coarctation  of  the  aorta 

Adult  coarctation  of  the  aorta  is  compati- 
ble with  long  life,  but  the  average  life  ex- 
pectancy is  only  34  years.  Complications  of 
this  congenital  malformation  which  make 
the  prognosis  poor  in  the  untreated  case  are 
cardiac  decompensation,  rupture  of  the 
aorta,  subacute  endarteritis,  intracranial 
hemorrhage,  renal  failure,  and  other  sequelae 
of  chronic  hypertension.  The  surgical  tech- 
nique is  excision  of  the  narrowed  segment, 
with  reapproximation  of  the  remaining  ends. 
Experience  to  date  indicates  that  the  optimal 
age  for  operation  lies  between  6  and  20  years. 

Tetrcdogy  of  Fallot 

The  surgical  treatment  of  the  tetralogy 
of  Fallot  and  its  related  variations  is  di- 
rected toward  improving  the  deficient  pul- 
monary circulation  which  is  caused  by  pul- 
monary stenosis  or  atresia.  This  aim  is 
achieved  by  establishing  an  artificial  patent 
ductus.  The  Blalock-Taussig  operation  ac- 
complishes this  by  an  anastomosis  of  one  of 
the  systemic  arteries — the  subclavian,  caro- 
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Fig.   2.   ElectrocardioRram   showing    signs   of   left 
ventricular  strain  secondary  to  the  coarctation. 

tid,  or  innominate — with  the  pulmonary  ar- 
tery. The  optimal  age  for  operation  has  been 
found  by  experience  to  lie  between  the  third 
and  tenth  years. 

The  results  have  been  gratifying,  but  not 
as  dramatic  as  in  patent  ductus  and  coarcta- 
tion of  the  aorta.  However,  it  is  too  early 
to  evaluate  the  final  results  of  this  procedure, 
especially  in  view  of  the  fact  that  the  first 
operation  of  this  sort  was  performed  only 
three  years  ago. 

Case  Report 

A  34  year  old  white  man  was  referred  to  me  in 
July,  1947,  for  an  evaluation  of  his  hypertension. 
The  elevated  blood  pressure  had  been  discovered  in 
1939,  during-  a  routine  insurance  e.xaraination.  His 
pressure  had  remained  elevated  since  that  time,  but 
at  no  time  did  he  have  any  symptoms  which  he 
associated  with  hypertension.  A  review  of  systems 
was  entirely  negative,  and  his  past  history  revealed 
that  he  had  led  a  normal  life  and  had  never  been 
handicapped  physically.  He  was  still  able  to  indulge 
in  vig'orous  exercise  without  ill  effect. 

Physical  examination  revealed  a  well  developed 
and  unusually  robust-appearing  young  white  man. 
He  was  6  feet  tall  and  weighed  183  pounds.  The  blood 
pressure  was  200  systolic,  84  diastolic  in  the  right 
arm,  210  systolic,  90  diastolic  in  the  left.  The  eye- 
grounds  showed  increased  silvering  and  tortuosity 
of  the  retinal  arteries,  but  no  exudates,  hemoi'- 
rhages,  or  retinitis.  Forceful  pulsations  were  visible 
and  palpable  in  the  supra-  and  infra-clavicular 
spaces.  Examination  of  the  heart  revealed  no  en- 
largement, shocks,  or  palpable  thrills;  the  rate  and 
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iliytlini  were  normal;  a  soft,  low-pitched,  poorly 
1 1  aiismitted  systolic  murmur  was  heard  best  in  the 
third  riiid  fourth  interspaces  just  left  of  the  sternum; 
piisteriorly,  a  systolic  murmur  was  distinctly  heard 
I 'el  ween  the  thoracic  spine  and  the  medial  border  of 
(he  left  scapula,  and  for  a  short  distance  downward; 
pulsations  in  the  abdominal  aorta  and  femoral 
artei'y  were  quite  weak,  and  in  the  posterior  tibial 
and  dorsalis  pedis  arteries  were  not  felt  at  all.  The 
blood  pi'essure  in  the  right  leg  was  140  systolic,  100 
diastolic,  and  in  the  left  leg  130  systolic,  110 
diastolic. 

Routine  blood  and  urine  studies  were  normal.  Kid- 
ney function  was  not  impaired.  Fluoroscopy  of  the 
chest  showed  decreased  prominence  of  the  aortic 
knob,  but  a  normal  heart  contour.  A  chest  film  (fig. 
1)  showed  marked  notching  of  the  inferior  boi'ders 
of  the  ribs,  and  an  electrocardiogram  (fig.  2) 
showed  signs  of  left  ventricular  strain. 

A  diagnosis  of  coarctation  of  the  aorta  and  hyper- 
tensive cardiovascular  disease  was  made.  Surgical 
consultation  was  obtained,  but  in  view  of  the  tech- 
nical difficulties  so  commonly  found  in  this  age 
group  operation  was  not  thought  advisable.  This 
case  is  an  object  lesson  in  the  value  of  early  diag- 
nosis. 

StDrwiarij 

Recent  advances  in  methods  of  diagnosis 
and  in  thoracic  surgery  have  offered  new 
hope  to  patients  with  congenital  heart  dis- 
ease. Surgical  treatment  offers  permanent 
cure  for  two  of  the  most  common  forms,  and 
amelioration  of  symptoms  in  a  third  type. 

A  case  of  adult  coarctation  of  the  aorta 
has  been  reported. 


PRIMARY  SPONTANEOUS 
PNEUMOHEMOTHORAX 

With  the  ReiJ(»i  af  a  Case 

F.  L.  Knight,  M.D.,  F.A.C.S. 

(Did 

A.  M.  Oelrich,  M.D. 

San  FORD 

Though  recent  medical  literature  contains 
many  reports  of  cases  of  spontaneous  pneu- 
mothoi'ax,  spontaneous  pneumohemotliorax 
is  a  relatively  rare  condition. 

Re/port  of  a  Case 

A  16  year  old  white  girl  was  seen  at  8  p.m. 
in  moderately  severe  shock.  Twelve  hours  earlier, 
while  knocking  down  a  spool  in  a  textile  mill,  she 
had  felt  a  sudden,  sharp  pain  in  the  lateral  region 
of  her  left  diaphragm  and  also  some  discomfort 
around  the  left  shoulder.  No  shortness  of  breath 
was  noticed  at  this  time,  but  some  abdominal  pain 
was  present,  especially  in  the  epigastrium.  She  had 
some  nausea  but  no  vomiting.  About  six  hours  later 
she  noticed  some  shortness  of  breath  and  general- 
ized weakness.  Nausea  continued  and  was  accom- 
panied by  vomiting  and  increasing  generalized  ab- 
dominal  pain. 

The  patient  had  been  well  prior  to  the  pi'esent 
illness.  Her  menses  had  been  regular,  and  her  last 


menstrual  period  had  occurred  two  weeks  previously. 

Physical  examination  showed  a  listless,  uncooper- 
ative young  woman  with  a  very  definite  pallor  and 
cyanosis.  The  pertinent  findings  were  distant  breath 
sounds  in  the  upper  left  part  of  the  chest,  and  ab- 
sence of  breath  sounds  in  the  lower  left  portion  of 
the  chest  laterally.  The  heart  and  trachea  were 
shifted  slightly  to  the  right.  The  abdomen  was 
extremely  tender  and  rigid,  and  rebound  tenderness 
was  prominent.  Pelvic  examination  was  not  done 
because  of  an  intact  hymen.  Rectal  examination 
revealed  marked  tenderness  in  the  left  lower  quad- 
rant, but  no  masses  could  be  identified. 

The  systolic  blood  pressure  was  65;  the  diastolic 
pressure  could  not  be  obtained.  The  pulse  was  130, 
the  temperature  97  F. 

The  following  morning  urinalysis  was  negative. 
A  blood  count  showed  3,210,000  red  cells,  a  hemo- 
globin of  48  per  cent,  and  16,200  white  cells,  with 
a  normal  differential  count.  The  abdomen  remained 
rigid  and  tender.  There  was  definite  displacement 
of  the  mediastinum  to  the  right,  with  increased  res- 
onance in  the  upper  portion  of  the  chest;  the  lower 
half  revealed  dullness  to  percussion  which  shifted 
with  change  of  position.  Breath  sounds  were  absent 
throughout  the  entire  left  side  of  the  chest.  A  roent- 
g-enogram  (fig.  1)  showed  a  complete  collapse  of 
the  left  lung  and  a  large  hydrothorax. 

The  patient  was  treated  with  intravenous  fluids 
and  blood,  intranasal  oxygen,  and  penicillin.  The 
cyanosis  and  shock  improved  slowly,  and  on  the 
second  hospital  day  practically  all  of  the  abdominal 
rigidity  and  tenderness  had  disappeared.  The  tem- 
perature was  103  F.  and  the  pulse  150.  A  thoracen- 
tesis was  done  and  about  500  cc.  of  blood  withdrawn. 
This  was  reinfusod  into  the  patient's  veins.  This 
fluid  had  a  hemoglobin  content  of  42  per  cent.  The 
thoracentesis  relieved  to  some  extent  the  displace- 
ment of  the  mediastinum  and  the  shortness  of 
breath.  T^^'o  moie  thoracenteses  on  the  second  and 
third  hospital  days  yielded  500  and  400  cc.  of  blood 
respectively.  These  amounts  were  also  given  back 
to  the  patient  intravenously. 

After  the  fourth  hospital  day  the  patient's  tem- 
perature and  pulse  returned  to  normal.  A  roentgeno- 
gram (fig.  2)  revealed  no  fluid  in  the  chest;  re-ex- 
pansion of  the  lung  was  about  half  complete.  On 
discharge  ten  days  later  the  left  lung  was  almost 
completely  expanded  except  for  a  small  margin  in 
the  left  apex  (fig.  3).  A  very  small  quantity  of  fluid 
was  present  in  the  left  diaphragmatic  angle.  The 
patient's  hemoglobin  was  75  per  cent,  the  red  cell 
count  4,690,000.  Her  general  condition  was  good. 

One  month  after  her  illness  I'oentgen  examination 
showed  complete  expansion  of  the  lung  and  no  evi- 
dence of  pulmonary  disease. 

Etiology  of  Spontaneous  Pneumothnrax 

Cases  of  spontaneous  pneumothorax  are 
usually  divided  into  two  large  groups:  (1) 
those  due  to  demonstrable  organic  disease  of 
the  lungs,  pleura  or  adjacent  organs,  or  to 
external  chest  injury;  and  (2)  primary  or 
idiopathic  spontaneous  pneumothorax,  in 
which  no  cause  for  the  condition  can  be  as- 
certained by  any  diagnostic  methods  avail- 
able. 

Many  theories  concerning  the  etiology  of 
the  idiopathic  type  of  pneumothoi'ax  have 
been  advanced.  Among  the  possible  explana- 
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V'i'j:.  1.    Left  hemopneumofhorax.     Fig.    2.    Partial    re-expansion    of 

the  lung  after  aspiration  of  1400 
cc.   of   blood. 


Fig.    .3.    Two   weeks    after    the 

onset,    re-expansion    is    almost 

complete. 


lions  are:  (1)  rupture  of  an  emphysematous 
bleb  or  vesicle;  (2)  rupture  of  pleural  ad- 
hesions; (3)  rupture  of  a  tuberculous  pro- 
cess which  is  too  small  to  be  demonstrated 
by  the  usual  diagnostic  procedures. 

The  most  commonly  accepted  explanation 
is  the  first.  An  emphysematous  bleb  results 
from  the  rupture  of  elastic  fibers  in  the  sub- 
lileural  alveoli  into  the  alveolar  layer  of  the 
])leura.  The  frequent  occurrence  of  this  con- 
dition in  young,  robust  men  is  probably  ex- 
)>lained  by  the  fact  that  strenuous  exertion 
forces  an  increased  amount  of  air  into  the 
upper  lobes.  These  blebs  may  occur  in  lungs 
which  otherwise  are  free  from  disease,  or  in 
small  subpleural  scars  resulting  from  pre- 
vious infections.  It  is  conceivable  that  the 
amount  of  pneumothorax  is  comparable  to 
the  size  of  the  emphysematous  bleb  and  the 
elasticity  of  the  adjacent  lung  tissue,  which 
plays  the  major  role  in  closing  the  pleural 
o|)ening. 

A  review  of  the  literature  shows  that  spon- 
taneous pneumothorax  occurs  most  frequent- 
ly between  the  ages  of  15  and  45  years,  with 
about  50  per  cent  of  the  patients  being  in 
the  third  decade.  Occupational  stresses  and 
strains  play  little  or  no  part  in  producing 
spontaneous  pneumothorax,  although  some 
cases  do  follow  external  trauma  or  unusual 
physical  effort. 

Symptoms  and  Signs 

The  onset  is  usually  quite  sudden.  The 
first  symptoms  experienced  are  shortness  of 
breath,  which  varies  according  to  the  amount 
of  collapse  and  may  approach  suffocation ; 


pain  in  the  chest,  which  is  sometimes  very 
severe  and  radiating  in  character;  a  feeling 
of  constriction  in  the  chest;  a  nonproductive 
cough ;  and  frequently  a  variable  degree  of 
cyanosis.  In  some  cases,  as  in  the  case  re- 
ported, the  chief  complaint  is  that  of  epi- 
gastric pain  or  generalized  abdominal  ])ain. 

The  physical  findings  vary  greatly.  If  the 
]iatient  is  seen  at  the  moment  of  the  at- 
tack, shock  is  a  rather  prominent  factor ; 
resjnrations  are  increased,  and  the  pulse  is 
rapid.  Varying  degrees  of  cyanosis  will  be 
present  but  it  is  characteristically  a  rather 
pale  cyanosis.  A  few  hours  after  the  attack, 
if  the  patient  is  kept  at  rest,  dyspnea  be- 
comes less  severe.  Examination  at  this  stage 
reveals  varied  findings,  depending  on  the 
amount  of  pneumothorax.  In  a  small  pneu- 
mothorax findings  may  be  minimal,  and  the 
condition  may  be  overlooked  on  roentgeno- 
grams taken  in  deep  inspiration.  On  aus- 
cultation the  breath  sounds  over  the  unin- 
volved  lung  fields  are  diminished  or  absent. 
Percussion  shows  hyper-resonance.  The  me- 
diastinum may  be  slightly  or  greatly  dis- 
])laced.  If  pleural  effusion  is  present,  shift- 
ing dullness  can  be  noted  in  the  base.  In 
some  few  cases,  such  as  the  one  reported,  the 
complaints  and  findings  are  primarily  re- 
lated to  the  abdomen  rather  than  to  the 
respiratory  system. 

Treatment 

It  is  advisable  that  the  patient  be  hospital- 
ized at  once.  Absolute  bed  rest  is  Imperative 
if  fever  or  dyspnea  is  present.  In  the  un- 
complicated cases,  one  to  three  weeks  of  bed 
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rest  often  results  in  complete  re-exjiansion  of 
the  lung.  This  should  be  followed  by  a  period 
of  lii^ht  physical  activity.  Re-expansion 
should  be  checked  from  time  to  time  by  roent- 
genoscopic  examination.  The  possibility  of 
any  underlying  pathology  must  be  ruled  out. 
Sputum  examinations  and  tuberculin  tests 
should  be  done  routinely. 

Occasionally  aspirations  of  small  amounts 
of  air  (200-400  cc.)  at  short  intervals  v\'ill 
hasten  re-expansion.  However,  this  proced- 
ure must  be  undertaken  cautiously  because 
of  the  danger  of  enlarging  or  reopening  the 
pleuropulmonary  opening.  In  cases  of  pneu- 
mohemothorax,  aspiration  of  the  blood  from 
the  pleural  cavity  should  be  done  early.  Re- 
peated small  aspirations  or  a  single  large 
aspiration  may  be  done.  In  uninfected  cases 
this  aspirated  blood  can  be  given  back  to  the 
patient  intravenously,  thus  helping  to  combat 
the  anemia. 

The  treatment  of  recurrent  idiopathic 
pneumothorax,  which  causes  repeated  pe- 
riods of  disability,  presents  a  more  difficult 
problem.  The  induction  of  a  chemical  pleu- 
ritis  has  been  reported  as  being  successful 
in  a  number  of  cases":  The  irritants  com- 
monly employed  are  hypertonic  glucose  (30- 
67.5  per  cent),  hypertonic  saline  (0.5-1.0  per 
cent),  silver  nitrate,  lipiodol,  or  Gamisol  in 
mineral  oil.  The  chemical  instillations  are 
usually  painful,  and  are  often  followed  by  se- 
vere transient  constitutional  symptoms  and 
pleural  effusion.  The  results  are  rather  un- 
predictable. A  very  few  cases  have  been  re- 
ported in  which  surgical  intervention  was 
successful. 

Only  one  case  of  recurrent  pneumohemo- 

li  thorax  has  been  reported  in  this  country*-'. 

"  It  is  believed  that  pleural  adhesions  resulting 

from  the   presence  of  blood  in  the  pleural 

space  make  further  collapse  unlikely. 

Summary 

A  case  of  spontaneous  pneumohemothorax 
in  a  16  year  old  white  girl  is  presented. 

The  etiology,  pathogenesis,  symptoms,  and 
treatment  of  pneumothorax  are  discussed. 

1.  N'ieliaus,  R.  F.:  Simple  Spontaneous  Fneuniotlioiax  in 
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i.  Golilnian.  A.  and  Roth,  H.:  Spontaneous  Pneumothorax: 
A  Report  of  Three  Unusual  Cases,  Ann.  Int.  Med.  2i:ion- 
11121    (Dee.)    1944. 
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V 

OSLER  AT  OXFORD 

I  had  known  Osier,  it  seems  to  me,  half 
a  lifetime,  when  early  in  1914  came  wel- 
come news:  I  was  to  be  one  of  his  Univer- 
sity colleagues  at  Oxford.  He  had  for  all 
of  us  an  attraction  difficult  to  express  ade- 
quately. In  the  wide  circle  of  his  friends 
he  showed  a  warmth  of  manner  and  intimacy 
of  address  nothing  less  than  fraternal.  I 
had  once  watched  this  magic  at  play  in 
America.  There  had  been  summoned  a  large 
medical  meeting,  and  I  was  on  the  point  of 
getting  away  before  it  commenced,  when  a 
number  of  those  who  would  attend  it  began 
to  arrive.  Osier  also  had  begun  to  get  away ; 
but  they  caught  him  before  he  could  do  so. 
He  could  not  advance  a  step.  Greetings, 
handshakings,  intimate  messages  surged 
upon  him  from  all  sides.  The  gathering  re- 
sembled that  of  a  family  about  its  head— a 
family  scores  in  number,  drawn  by  affection. 
His  reaction  to  it  seemed  to  be  to  reciprocate 
and  take  it  as  a  matter  of  course. 

In  those  few  years  when  I  overlapped  with 
him  in  Oxford,  he  had  not  long  been  there. 
He  w'as  young  for  his  years — a  lithe,  alert, 
erect  figure,  with  few  grey  hairs,  and  a  dark, 
close-trimmed  moustache  on  a  quick,  mobile 
face  of  somewhat  olive  tint.  His  role  by  then 
as  teacher  of  medicine  had  become  rather  to 
maintain  a  reputation  than  to  extend  it.  If  I 
mistake  not,  the  invitation  to  occupy  the  Re- 
gius Chair  at  Oxford  was  an  event  with  un- 
qualified appeal  to  Osier.  Not  only  was  he 
free  to  make  his  official  duties  practically 
what  he  liked,  but  a  fringe  of  ceremonial  at- 
tached to  them  which  was  wholly  to  his  lik- 
ing, even  in  what  might  appear,  to  some,  irk- 
some detail.  The  frequent  statutory  obliga- 
tion of  cap  and  gown,  the  odd  bits  of  official 
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Latin,  the  benefaction  of  fruit  and  wine  for 
the  doctorate  of  Encaenia  forenoon  —  such 
features  were  for  him  colourful  adjuncts  to 
academic  state.  It  was  grateful  to  him  to  be 
attached  to  Christchurch  as  a  "Student,"  to 
dine  in  its  Hall  under  the  portraits  of  some 
who  had  made  British  history  in  past  gen- 
erations, and  to  hear  there  the  grace  given 
in  a  classical  tongue. 

The  University,  oddly  enough,  had  only 
very  recently  come  by  a  "Faculty  of  Medi- 
cine"; the  just-ended  Commission  had  insti- 
tuted it,  and  the  Regius  presided  ex  officio 
at  its  meetings.  Osier  did  this  admirably. 
The  nearest  to  contentious  business  was  the 
matter  of  medical  degrees  for  women,  but 
the  Commission  had  left  little  room  for  de- 
bate even  there,  and  Osier  was  always  friend- 
ly to  the  women's  cause.  He  may  have  dis- 
tributed doctorate  theses  for  appraisal,  but 
I  cannot  remember  that  he  judged  any  of 
them  himself.  To  clinical  teaching  his  chief 
contribution  was  that  on  Sunday  forenoon  in 
Term  he  took  a  small  class  in  the  wards  of 
the  Radclif fe  Infirmary ;  the  class  was  never 
large  because  the  student  audiences  were  all 
told  too  few.  The  cases  he  chose  were  com- 
mon or  "garden"  types  of  everyday  sickness, 
chiefly  of  lungs  and  heart. 

As  an  extenuating  background  to  this 
sketchiness  of  his  professional  duties  was  the 
fact  that  his  immediate  predecessor  in  the 
Chair  had  given  no  teaching  at  all,  and  was 
not  a  clinician  in  any  serious  sense.  It  was 
understood  that  the  University  for  the  most 
part  did  not  desire  an  active  teacher  of  medi- 
cine ;  certainly  it  •\\'as  averse  to  a  local  hos- 
pital school.  For  one  thing,  an  antivivisection 
movement  was  very  vocal  against  any  intru- 
sion of  that  kind  of  experiment.  Consistent 
with  this  general  background  was  the  fact 
that  the  original  Tudor  benefaction  of  the 
Regius  Chair  had  never  through  the  cen- 
turies been  augmented,  and  had  become  rela- 
tively very  meagre,  nor  was  there  any  pro- 
posal to  augment  it ;  to  this  state  of  affairs  at 
times  Osier,  although  the  most  generous  of 
men,  alluded  with  annoyance. 

But  a  call  upon  him  which  he  most  liber- 
ally and  unfailingly  answered  was  the  self- 
imposed  task  of  personally  conducting  visi- 
tors, almost  without  exception  physicians 
from  Canada  or  the  United  States,  over  Ox- 
ford. He  would  meet  them  on  their  arrival, 
and  their  visit  would  include  a  lunch  at  his 


house  for  up  to  a  dozen  in  number.  Lady 
Osier  would  often  know  but  roughh'  how 
many  to  expect.  She  was,  however,  always  a 
stately  hostess  of  unruffled  geniality.  Osier 
himself  would  be  the  life  and  soul  of  the  im- 
promptu gathering;  he  seemed  to  know  his 
visitors  for  the  most  part  by  their  first  names 
— Ned,  Tom,  or  whatever  else  it  might  l)e. 
His  sense  of  humour  bubbled  all  the  time. 
The  hostess  herself  listened  indulgently.  She 
had  been,  when  he  married  her,  the  widow  of 
a  distinguished  American  medical  man. 
Gross.  A  story  ran — such  stories  are  never 
true — that  Osier  had,  on  an  occasion,  per- 
mitted himself  the  domestic  jest  of  address- 
ing her  as  "Mrs.  Grossler."  Needless  to  say, 
he  did  not  do  so  twice. 

The  old-time  Tudor  benefaction  which 
then  still  provided  the  sole  stipend  of  the 
Regius  Chair,  had  another  benefaction  at- 
tached to  it  which  provided  for  an  alms- 
house some  ten  miles  out  of  Oxford.  It  was 
a  delightful  Tudor  building  nestling  near 
the  church  and  rectory  of  a  pretty  village, 
Ewelme,  still  unspoilt  by  vandalism.  The  lit- 
tle place  itself  was  prosperous  partly  by  rea- 
son of  many  watercress  beds  in  running 
water  which  were  cultivated  for  the  London 
market.  The  renaissance  almshouses  made  a 
low-eaved,  right-angled  set  of  undetached 
quarters  for  the  married  and  unmarried  pen- 
sioners of  the  benefaction ;  their  rooms  faced 
into  a  cloister  enclosing  an  old-world  gar- 
den. 

The  Regius  Professor,  as  official  Master, 
had  a  couple  of  rooms  and  certain  duties  as 
Visitor.  Osier  delighted  in  this  appendage 
to  his  Chair.  My  wife  and  I  went  there  with 
him  more  than  once.  Everything  was  in  good 
repair,  and  spotless.  In  the  lower  of  his  own 
pair  of  rooms  he  noticed  an  oaken  chest 
tucked  away  in  a  corner.  We  pulled  it  away 
from  the  wall.  It  had  one  of  those  antique 
locks  involving  more  than  one  keyhole.  "Who 
has  the  keys?"  asked  Osier.  The  reply  forth- 
coming was  that  "They  would  be  at  the  Rec- 
tory";  Osier  sent  there  for  them.  Answer 
came  back  that  the  Rector  was  away.  A  sec- 
ond messenger  was  sent,  but  returned  with 
the  reply  that  the  housekeeper  knew  noth- 
ing of  the  keys.  Osier  grew  a  little  restive; 
he  said  "I  am  Master;  I  shall  have  it  un- 
locked at  once."  He  wired  to  a  well-known 
London  locksmith  to  send  an  expert.  Mean- 
while we  went  for  lunch  to  the  village  inn 
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and  waited.  Kaiiy  in  the  afternoon  the  expert 
arrived.  He  inspected  the  che.st,  then  drew 
from  hi.s  handbag  a  small  mallet,  gave  a 
number  of  smart  side  taps  to  the  top  of  the 
box,  and  easily  lifted  the  lid.  "The  chest  has 
not  been  locked  these  many  years."  he  said. 
Dear  Osier  gazed  enraptured  at  its  contents : 
scrolls  and  deeds  on  vellum  in  profusion  with 
seals  attached,  each  in  its  little  case — no 
sign  of  damp  or  other  damage.  Osier  went 
home  triumphant.  "More  aged  than  Amer- 
ica," he  said.  The  sheer  somnolence  of  our 
Old  World  had  a  fascination  for  his  Ca- 
nadian heart. 

He  had,  as  we  all  know,  amassed  through 
the  years  a  choice  collection  of  printed  books. 
He  latterly  spent  many  spare  hours  in  cata- 
loguing them.  His  catalogue — unfinished  at 
his  death — was  completed  by  Dr.  William 
Francis  and  published  in  folio  at  the  charge 
of  Lady  Osier.  The  books  themselves  were 
bequeathed  to  his  old  alma  mater,  the  Uni- 
versity of  McGill.  They  are  there,  fitly  hon- 
oured and  specially  housed,  under  charge  of 
their  own  special  librarian — Dr.  Francis. 

Osier  never  kept  his  bookcases  locked,  even 
though  he  was  not  unaware  of  the  weak- 
nesses of  book-collectors.  He  told  me  the  fol- 
lowing incident  from  his  own  experience. 
Leaving  his  house  one  morning  for  an  early 
train,  he  noticed  on  the  hall  table  a  postal 
packet  from  abroad  which  he  was  expecting, 
from  a  French  bookseller.  Pressed  for  time 
he  left  it  there  unopened,  to  take  his  train. 
On  returning,  he  went  to  open  his  parcel, 
but  it  was  nowhere  to  be  found.  No  one  could 
find  it.  He  enquired  if  there  had  been  callers ; 
among  callers  had  been  an  elderly  acquaint- 
ance, a  rival  book-collector.  A  thought 
crossed  his  mind,  but  he  dismissed  it.  More 
than  four  years  later  his  elderly  competitor 
died,  and  then  to  Osier's  surprise  the  missing 
book  was  returned  to  him  as  a  testamentary 
bequest.  "Who  can  say,"  added  Osier,  "that 
book-collectors  have  no  conscience!" 

To  that  anecdote  I  would  append  a  harm- 
less addendum.  There  is  at  McGill  in  the  Os- 
ier Library  a  small  sixteenth  century  herbal 
full  of  woodcuts  which  I  certainly  thought  a 
possession  of  my  own.  Osier  borrowed  it, 
and  presently  said,  "Thank  you :  a  very  good 
little  copy." 

One  noteworthy  item  of  Osier's  collection 
was  a  1  emarkable  assembly  of  editions  of  the 


Rc!ic/i<i  Medici;  the  Ijook's  quaint,  exotic  Eng- 
lish attracted  him. 

The  Osiers  had  hai)i)y  years  at  Oxford. 
Revere,  their  only  child,  was  at  school  then. 
But  domestic  affliction  was  in  store  for 
them.  In  1914  the  war  which  for  some  years 
had  threatened,  broke  out.  Germany  in 
August  attacked  and  overran  Belgium,  with 
intent  to  capture  Paris.  We  were  involved 
at  once.  Revere  soon  became  of  age  for 
service.  He  was  just  entered  for  Christ- 
church.  His  father's  anxiety  was  extreme. 
He  employed  Revere  for  a  time  in  quasi- 
medical  work,  which  might  safeguard  him. 
Revere  was  Canadian,  but  Canada  had 
declared  war  along  with  ourselves.  The  stern 
exigency  of  the  national  situation  was  ob- 
vious. Revere,  after  military  training,  was 
sent  abroad  on  service.  Almost  immediately 
tragedy  happened ;  a  desultory  shell  at  long 
range  was  the  end. 

Osier  was  never  the  same  again.  In  my  lab- 
oratory, to  which  he  would  still  bring  visitors, 
it  was  said  that  his  very  step  had  altered. 
In  the  winter  of  1919  he  returned  from  a 
long  "motor"  drive,  during  which  he  had 
felt  very  cold.  He  went  to  bed,  and  pulmonary 
inflammation  developed.  He  lingered  for 
some  weeks ;  he  did  not  recover.  At  his  me- 
morial service,  the  Cathedral  was  filled  to 
overflowing.  He  bequeathed  his  commodious 
house  to  be  a  residence  for  the  Regius  Pro- 
fessor. 

Of  Osier's  distinction  as  a  clinician  I  can- 
not presume  to  speak ;  but  he  was  one  to 
whom  the  physician's  calling  was  sacrosanct, 
and  his  devotion  to  it  matched  that  concep- 
tion. 

Sir  Charles  Scott  Sherrington 
Eastbourne,  England 


Education  of  the  public. — Inipiovement  in  the 
quantity  and  quality  of  education  of  the  public  in 
mattei's  of  health  is  probably  the  most  significant 
task  facing  those  concerned  with  wholesale  or  en 
masse  preventive  medicine.  An  unenlightened  popu- 
lation cannot  be  healthy.  Distribution  of  the  knowl- 
edge concerning  wise  ways  of  living  and  of  the  under- 
standing of  the  machine  which  is  the  human  organ- 
ism has  not  kept  pace  with  the  increase  of  knowl- 
edge. It  is  truly  pathetic  how  few  people  have  the 
slightest  idea  of  how  their  body  is  put  together,  how 
it  works,  and  what  its  capacities  are.  We  would  not, 
under  any  circumstances,  permit  an  individual  to 
take  the  conti'ols  of  an  airplane  without  previous 
sound  schooling  in  both  the  mechanics  and  the  art 
of  flying.  Yet  our  youngsters  are  permitted  to  "take 
off"  into  life  with  almost  no  comprehension  of  the 
simplest  fundamentals  of  biology. — Edward  J.  Stieg- 
litz:  A  Future  for  Preventive  Medicine,  New  York, 
The  Commonwealth  Fund,  1945,  p.  49. 
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THE  CANADIAN  MEDICAL 
ASSOCIATION 

Thid  year  the  editor  of  the  North  Caro- 
lina Medical  Journal  was  asked  to  speak 
at  the  eightieth  annual  meeting  of  the 
Canadian  Medical  Association,  and,  together 
with  Dr.  James  F.  Alison  of  Selma,  Alabama, 
to  represent  the  American  Medical  Associa- 
tion in  Canada.  Hence  a  report  of  this  meet- 
ing will  have  to  take  the  place  of  the  usual 
editorial  on  the  A.M.A.'s  annual  session. 

The  Canadian  Medical  Association  met  in 
Saskatoon,  Saskatchewan,  June  13  to  17. 
Saskatoon,  although  its  population  is  not 
more  than  50,000,  is  unusually  well  supplied 
with  hotels,  and  has  a  well  earned  reputation 
as  a  convention  city.  A  visitor  could  not  fail 
to  be  impressed  by  the  genuine  hospitality 
of  the  citizens  of  Saskatoon,  laymen  as  well 
as  doctors.  There  was  much  the  same  atmos- 
phere that  prevails  in  the  midwestern  part 


of  the  United  States.  Saskatoon  citizens  in 
automobiles  were  alert  for  visiting  doctors 
who  were  looking  for  transportation,  and  if 
time  permitted  would  volunteer  to  take  the 
visitors  for  a  tour  of  the  city.  The  long  days 
— at  10  p.m.  it  was  still  twilight — offered 
ample  time  for  sight-seeing. 

Another  agreeable  impression  was  the  ex- 
cellent diction  of  most  of  the  Canadians. 
There  was  no  trace  of  the  clipped  British 
accent  which  is  so  hard  for  an  American  to 
understand,  and  no  French  words  or  even 
French  accents  were  heard. 

Frequent  reminders  of  Canada's  allegiance 
to  Britain  were  encountered.  At  the  top  of 
the  first  page  of  the  printed  program,  pre- 
ceding the  list  of  officers  of  the  Association, 
was  the  brief  announcement: 

Patron 
His  Majesty  King  George  VI. 

At  the  beginning  of  every  meal  a  toast  was 

drunk — in  water — to  the  King,  and  at  the 

end  "God  Save  the  King"  was  sung. 

The  program  of  the  Canadian  Medical  As- 
sociation was  arranged  much  like  that  of 
our  own  State  Society.  General  Sessions  were 
held  every  morning,  and  section  meetings  in 
the  afternoons.  On  Thursday  afternoon  the 
newly  created  Section  on  General  Practice 
held  its  first  meeting.  A  Canadian  Academy 
of  General  Practice  was  organized  during 
the  course  of  the  meeting. 

The  high  light  of  the  session  was  the  An- 
nual General  Meeting,  held  on  Wednesday 
night  in  the  Third  Avenue  United  Church. 
This,  like  the  opening  session  of  the  Ameri- 
can Medical  Association,  was  open  to  the 
public.  On  the  platform  were  seated  the 
principal  officers  of  the  Association  and  the 
fraternal  delegates  from  other  countries,  all 
dressed  in  academic  robes  (with  decorations, 
if  any)  worn  over  full  dress  suits  or  tuxedos. 
The  valedictory  address  of  the  retiring  presi- 
dent. Dr.  William  Magner  of  Toronto,  and 
the  inaugural  address  of  the  incoming  presi- 
dent. Dr.  J.  F.  C.  Anderson  of  Saskatoon, 
were  both  excellent — crisp,  clear  cut,  and 
full  of  meat.  Both  dealt  with  the  threat  of 
compulsory  health  insurance,  and  both  were 
strongly  opposed  to  it. 

Between  their  addresses,  greetings  were 
brought  from  various  countries  by  the  fra- 
ternal delegates,  and  ten  candidates  for 
Senior  Membership  were  presented  and 
given  the  appropriate  decoration.  To  be  eli- 
gible for  Senior  Membership,  a  doctor  must 
have  practiced  medicine  for  forty  or  fifty 
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years,  and  must  have  achieved  real  distinc- 
tion in  his  work.  Only  one  doctor  from  a  dis- 
trict is  eligible  each  year. 

Space  does  not  permit  a  detailed  discus- 
sion of  the  excellent  scientific  program  and 
exhibits,  nor  of  the  splendid  fellowship  of 
our  Canadian  neighbors  and  their  visitors 
from  many  lands.  No  visitor  could  long  feel 
himself  a  stranger  in  Saskatoon.  One  came 
away  with  greater  pride  than  ever  in  belong- 
ing to  a  profession  with  such  a  glorious  heri- 
tage. 

HEALTH  INSURANCE  IN  OTHER 
COUNTRIES 

One  of  the  most  interesting  features  of  the 
annual  meeting  of  the  Canadian  Medical  As- 
sociation was  the  "Economics  Dinner"  on 
Thursday  night.  Health  insurance  in  their 
respective  countries  was  discussed  by  Dr. 
H.  Guy  Dain,  Chairman  of  Council,  British 
Medical  Association;  Dr.  J.  G.  Hunter,  gen- 
eral secretary,  Federal  Council  of  the  B.M.A. 
in  Australia;  and  Dr.  J.  0.  Mercer,  Chair- 
man of  Council,  B.  M.  A..  New  Zealand 
Branch.  Dr.  Charles  Hill,  secretary  of  the 
B.M.A.,  also  contributed  to  the  discussion. 

Dr.  Dain's  address  left  the  impression  that 
the  British  medical  profession  had  made  the 
best  bargain  they  could  with  the  present 
Labor  Government,  but  that  many  promises 
made  the  doctors  had  been  broken.  The  Na- 
tional Health  Service  had  been  begun  with- 
out adequate  preparation,  and  the  doctors, 
especially  the  general  practitioners,  were 
suffering  from  the  pressure  of  patients  who 
wanted  medical  attention  because  it  was 
"free."  Dr.  Dain  thought  that  it  would  help 
if  every  patient  had  to  make  some  payment, 
no  matter  how  small. 

Dr.  Hunter  reported  for  Australia  that, 
although  a  National  Health  Insurance  Bill 
had  been  adopted  by  the  last  Parliament,  the 
doctors  had  not  yet  agreed  to  accept  its  pro- 
visions. One  provision  was  that  a  doctor  who 
wrote  a  prescription  without  seeing  the  pa- 
tient would  be  subject  to  three  months  in 
jail. 

Members  of  the  medical  profession  of 
Australia  have  voluntarily  subscribed  $75 
each  for  fighting  the  government  regula- 
tions. (Drs.  Channing  Frothingham,  Ernst 
Boas,  and  others,  take  notice.)  Dr.  Hunter 
concluded  his  address  by  saying,  "We  are 
looking  forward  to  the  result  oL"  the  next 
election." 


Dr.  Mercer  reminded  his  audience  that 
New  Zealand  is  a  small  country,  with  only 
1800  doctors,  and  said  that  under  the  gov- 
ernment health  insurance  plan  the  annual 
cost  of  drugs  alone  has  risen  from  one  half 
million  pounds  to  one  and  a  half  million. 
The  government  will  not  release  any  figures 
on  the  cost  of  the  system ;  but  it  is  generally 
known  that  it  has  far  exceeded  the  original 
estimate,  and  is  increasing  yearly.  The  fee- 
for-service  plan  is  used  there,  and  about  5 
per  cent  of  the  doctors  are  profiteering  on 
it.  One  doctor  took  50,000  pounds— $200,000 
— out  of  the  fund  in  one  year.  "The  Govern- 
ment now  recognizes  that  no  system  of  med- 
ical practice  can  be  made  to  work  without 
the  cooperation  of  the  medical  profession." 

Altogether,  the  reports  of  these  men  from 
English  speaking  countries  which  have  tried 
govei-nment  dominated  medicine  were  not 
calculated  to  inspire  confidence  in  Mr. 
Swing's  compulsory  health  insurance  ]iro- 
gram. 


WHAT  PRICE  FEDERAL  AID? 

In  the  Tirhi  City  Sentinel  for  June  29  the 
announcement  was  made  that  principals  and 
cafeteria  directors  in  the  Winston-Salem  city 
schools  next  year  "will  not  be  hamstrung 
with  Government  regulations  and  stacks  of 
complicated  forms  to  be  filled  out  with  the 
hope  of  getting  Federal  aid  of  an  undeter- 
mined amount."  The  Winston-Salem  Board 
of  School  Commissioners  "voted  unani- 
mously to  abandon  the  Federal  aid  to  lunch- 
rooms program  in  the  city  schools."  Among 
the  reasons  given  by  the  chairman  of  the 
board  was  the  fact  that  "the  Federal  aid 
program  .  .  .  was  hidebound  with  restrictions 
which  made  it  necessary  to  buy  a  plate  lunch 
or  a  bottle  of  milk — or  nothing."  As  a  result, 
"only  about  25  per  cent  of  the  pupils  in  the 
elementary  schools  used  the  lunchrooms." 

The  article  went  on  to  say  that  the  federal 
payments,  originally  set  at  6  to  8  cents  a 
plate,  were  reduced  in  April  to  70  per  cent 
of  the  original  allowance,  and  in  May  to  45 
to  50  per  cent.  The  comment  was  made  by 
one  school  official  that  "It  has  been  a  gamble 
as  to  how  much  we  would  get  and  when,  and 
plenty  of  headaches  while  we  were  trying  to 
get  it.    I  just  don't  think  it  is  worth  it." 

Those  who  are  naive  enough  to  think  we 
can  have  federal  aid  without  control  should 
take  warning. 


382 


NORTH   CAROLINA    MEDICAL  JOURNAL 


July.  1949 


Committiees  anidl  Or,^aiiizatiioiiis 


COMMITTEE  ON  INDUSTRIAL  HEALTH 

The  value  of  the  hand  in  most  phases  of 
human  endeavor,  and  particularly  to  the 
ever  expanding  industrial  work  of  the 
United  States,  is  well  recognized.  The  treat- 
ment of  hand  injuries,  however,  has  failed 
to  keep  pace  with  either  industrial  progress 
or  the  high  standard  of  American  medicine 
in  general.  Many  of  the  factors  responsible  for 
unsatisfactory  functional  results  have  never 
been  presented,  either  to  the  medical  pro- 
fession or  to  the  laity,  in  their  proper  im- 
portance. Realizing  this  lack  and  the  import- 
ance of  obtaining  as  nearly  as  possible  an 
ideal  restoration  of  function,  the  Committee 
on  Fractures  and  Other  Trauma  of  the  Amer- 
ican College  of  Surgeons  is  attempting  to 
l)ublicize  facts  pertinent  to  this  important 
subject.  The  suggestions  of  this  Committee 
are  embodied  in  the  following  article. 

C.  B.  Davis,  M.D. 

Hugh  A.  Matthews,  M.D. 

Harry  Winkler,  M-D.,  Chairman 

THE  CARE   OF  HAND   INJURIES 
Principles  of  Eurhj  Managemeiit 

Following  injury,  the  hand  is  particularly 
susceptible  to  the  development  of  complica- 
tions leading  to  serious  disabilities.  For  this 
reason  it  is  important  that  the  freshly  in- 
jured hand  be  given  the  most  careful  pro- 
tection against  such  complications  as  result 
from  added  infection,  additional  tissue  dam- 
age, and  stiffening. 

The  principles  governing  the  provision  of 
this  protection  may  be  briefly  stated  as  fol- 
lows : 
Protection  against  added  infection 

Any  open  accidental  wound  of  the  hand 
may  be  assumed  to  be  contaminated.  It  is 
important  that  no  additional  infection  be 
added.  This  requires 

a.  Protection  of  the  wound  at  once  with  s.  sterile 
dressing'. 

b.  Avoidance  of  putting-  anything'  into  the 
■wound,  such  as  instruments,  gauze,  applicators, 
sponges,   or  any   sort  of  antiseptic. 

c.  If  any  cleansing  of  the  areas  around  the  cov- 
ered wound  is  done,  it  should  be  with  soap  and 
water  only. 

d.  Avoidance  of  all  efforts  at  treatment  of  the 
wound  by  exploration,  debridement,  or  repair  of 
damaged  structures  until  adequate  facilities  are 
available.  Adequate  facilities  for  this  purpose  should 
include  a  location  where  surgically  aseptic  technique 


is  employed,  adequate  anesthesia,  proper  instru- 
ments, sufficient  assistance,  good  lighting,  and  the 
provision  of  a  bloodless  operative  field. 

e.  Application  of  a  sterile  dressing  which  will 
protect  against  the  entrance  of  foreign  material. 
Such  a  dressing  should  be  voluminous,  firmly  ap- 
plied with  moderate  pressure,  separating  the  fingers 
from  each  other,  and  should  maintain  the  hand 
and  fingers  in   the  position  of  function*. 

f.  Antibiotic  drugs  should  be  administered  sys- 
temically,  not  locally,  in  full  dosage.  Tetanus  anti- 
to.xin  (or  toxoid)  should  be  administered  when  the 
conditions   warrant. 

Protection  against  added  tissue 
damage  and  deformity 

Immobilization  of  the  hand  is  required  in 
any  major  injury,  whether  the  wound  in- 
volves skin,  tendons,  nerves,  joints  or  bones. 
Immobilization  should  be  governed  by  the 
following  principles : 

a.  Immobilization  should  be  employed  as  soon 
as  possible  after  receipt  of  the  injury  for  protection 
from    further  tissue    damage. 

b.  Following  definitive  treatment  of  the  injury, 
the  immobilization  should  be  continued  as  long  as 
may   be   required   for   healing   to   occur. 

c.  Immobilization  should  be  in  the  position  of 
function  (position  of  grasp)  in  order  to  maintain 
optimum  relation  of  bone  fragments  and  of  soft 
tissue    structures. 

d.  The  position  of  function  in  immobilization  is 
necessary  to  prevent  disabling  deformities,  contrac- 
tures, muscle  weakness  and  joint  stiffening,  and 
to  insure  the  earliest  return  of  usefulness  after 
healing. 

e.  Flat  splinting  of  the  hand  or  any  of  its  digits 
must   be   avoided   at  all   times. 

Requirements  of  EarJij  Definitive  Treatment 
The  general  requirements  for  proper  early 
definitive  care  are: 
I.  Through  evaluation  of  the  injury. 

A.  Determination  of  the  time,  place,  causative 
agent,  and  mechanism  of  the  injury. 

B.  Determination  of  the  nature  and  extent  of 
the  first  aid  treatment  given. 

C.  Determination  of  infection  status — whether 
the  wound  is  relatively  clean,  grossly  con- 
taminated, or  with   infection  established. 

D.  General  nature  of  the  wound  (contusion, 
abrasion,  burn,  incised  wound,  lacerated 
wound,  crushing  wound,  puncture  wound, 
tooth  wound,  imbedded  foreign  body,  frac- 
ture, compound  fracture,  amputation  or  com- 
bined injuries). 

E.  Evaluation  of  structural  damage. 

1.  Degree   and   extent   of   surface   injury. 

2.  Source    of   major    bleeding. 

3.  Evidence  of  tendon  or  muscle  damage  by 
testing  function  against  resistance. 

4.  Evidence  of  nerve  injury  elicited  by  test- 
ing   for    motor   and    sensory    functions. 

5.  Bone  and  joint  injury  determined  by  x-ray. 

6.  Discovery  and  exact  localization  by  x-ray 
of  suspected  opaque  foreign  bodies. 

II.  Adequate   facilities   and   equipment. 

A.  Each  hospital  or  clinic  should  have  at  least 


"  Positiim  ()('  i'uiiftiiin  oi-  position  of  iri-asp:  ^vri^■t  lij'per- 
eNtetuled  in  r<R-k-uiJ  iiositinii ;  finders  in  mid-flexion  and 
■^ep;ir;ited :  ttmnili  al)dui'ted  and  in  mid-flexion,  with  tip 
ptiintini:  toward  little  finger. 
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one  surgeon  who  is  thoroughly  familiar  with 
the  anatomy  and  physiology  of  the  hand 
and  who  is  prepared  to  undertake  the  early 
treatment   of  its  major  injuries. 

B.  Such  treatment  should  be  rendered  under 
strictly  aseptic  conditions,  preferably  in  an 
operating  room,  with  careful  adherence  to 
aseptic  technique  in  the  matter  of  scrubbing, 
draping,  masking,  and  the  use   of  gloves. 

C.  An  adequate  supply  of  appropriate  instru- 
ments. 

D.  Sufficient  assistance  to  assure  good  expos- 
ure. 

E.  Good  lighting. 

F.  Provision  of  a  bloodless  field  by  means  of 
pneumatic  tourniquet  or  blood  pressure  cuff. 

G.  Complete  anesthesia  for  the  patient,  prefer- 
ably by   general  anesthetic. 

III.  Application    of    appropriate    treatment. 

A.  Thorough  cleansing  of  a  wide  area  around 
the  wound  (entire  hand  and  forearm)  with 
the  wound  protected.  Shaving,  soap  and  water 
scrub. 

R.  Thorough  cleansing  of  the  immediate  wound 
area,  preferably  with  soap  and  water  or  a 
bland  detergent.  Antiseptics  should  hot  be 
used  in  or  on  the  wound. 

C.  Careful  inspection  of  the  wound  and  assur- 
ance of  adequate  exposure,  by  additional  in- 
cision if  necessary,  closely  paralleling  nat- 
ural  creases. 

D.  Thorough  toilet  of  the  wound,  removing,  un- 
der inspection,  all  foreign  matter.  Excision, 
by  sharp  and  careful  dissection,  of  all  com- 
pletely devitalized  or  grossly  soiled  tissue 
in  the  wound  surfaces.  It  is  essential  that 
the  greatest  care  be  exercised  to  spare  all 
tissues  that  may  be  viable,  particularly  skin, 
tendon,  nerve  and  bone  fragments. 

E.  Assurance  of  hemostasis  by  ligation  of  ma- 
jor injured  vessels. 

F.  Repair  of  injured  nerves  by  end-to-end  union 
with  fine  interrupted  perineural  sutures.  The 
uniting  of  divided  digital  nerves  is  important 
to    future    function. 

G.  Repair  of  other  soft  tissue  injuries,  where 
appropriate — in  clean  wounds  of  short  dura- 
tion and  in  well-cleaned  contaminated  wounds 
of  not  over  eight  hours'  duration,  but  never 
in  wounds  with  established  infection. 

H.  Reduction  of  fractures  and  dislocations,  and 
retention  in  corrected  position  by  traction  or 
splinting  in  the  position  of  function. 

I.  Application  of  protective  dressing,  fingers 
separated  by  gauze,  and  hand  immobilized  to 
such  extent  as  may  be  necessary  to  permit 
healing',  in  the  position  of  function  (never 
in  the  flat  position). 

J.  Administration   of  antibiotics   and   pi'otectivc 
antitoxin   as   indicated. 
IV.  After-treatment. 

A.  Elevation  and  rest  of  the  hand. 

B.  Noninterference  with  initial  dressing  for  a 
sufficient  time  to  permit  healing,  unless 
evidences   of   suppuration   develop. 

C.  Restoration  of  skin  coverage  of  denuded 
areas  at  the  earliest  possible  time.  Partial 
thickness  skin  grafting  is  a  simple  and  valu- 
able   means    of    promoting    early    healing. 

D.  Early  restoration  of  function  for  nonaffected 
parts  of  the  hand  by  directed  active  motion 
to  the  fullest  extent  that  will  not  jeopardize 
healing  of  repaired  structures. 


E.  Restoration  of  function  in  affected  parts  of 
the  hand  by  directed  active  motion  as  early 
as  is  consistent  with  full  healing  and  preser- 
vation of  the  repair  of  damaged  structures. 

Surface  Injuries 
Burns,  abrasions  and  avulsions  may  cause 
destruction  and  denudation  of  any  area  of 
the  skin  of  the  hand.  The  care  of  such  in- 
juries has  three  major  objectives: 

1.  Protection  from  infection. 

2.  Early  restoration  of  skin  covering. 

3.  Avoidance    of    disabling    scarring    and 
contractures. 

These  objectives  are  sought  in  the  various 
stages  of  treatment. 

First-aid  treatmoit 

a.  Chemical  burns.  Remove  chemical  by  profuse 
irrigation  with  water,  pi-eferably  warm. 

b.  Heat  burns,  abrasions  and  chemical  burns 
(after  washing  away  the  injuring  agent).  Apply 
sterile  dressing  completely  to  cover  the  hand  and 
bandage   firmly. 

Definitive  treatment 

This  should  be  carried  on  in  the  operating 
room  under  conditions  of  strict  asepsis. 

a.  Gentle  removal  of  first-aid  dressing,  soaking 
loose  with  normal  saline  solution  if  necessary. 

b.  Gentle  cleansing  of  injured  surface  by  light 
sponging  with  saline  on  cotton  balls.  If  surface  is 
dirty  or  greasy,  it  may  be  gently  cleansed  with 
sterile  neutral  soap  in  sterile  water  or  bland  de- 
tergent. Loose  fragments  and  tags  of  skin  are  re- 
moved. Blisters   are   not   opened. 

c.  Sterile  strips  of  fine-mesh  vaseline-impregnated 
gauze  are  smoothly  applied  to  the  injured  surface. 
These  are  covered  with  dry  sterile  gauze,  gauze 
being  placed  between  adjacent  fingers.  The  whole 
hand  is  covered  with  a  thick  layer  of  sterile  me- 
chanic's waste  or  fluff  gauze,  and  splinted  in  the 
position  of  function.  Elastic  knit  bandage  is  applied 
over  all,  including  all  fingers,  with  firm,  even  pres- 
sure. The  hand  is  kept  elevated. 

Subsequent  dressings 

The  original  dressing  is  left  undisturbed 
for  twelve  to  fourteen  days  unless  elevation 
of  temperature  suggests  active  infection  re- 
quiring inspection.  The  second,  and  all  sub- 
sequent dressings  until  healing,  are  done 
under  completely  aseptic  conditions.  Prep- 
arations for  skin  grafting  should  be  made 
in  advance. 

a.  The  dressing  is  removed.  Slough  and  debris 
are  washed  away  by  irrigation  with  normal  saline 
solution    (no   scrubbing   of   surface). 

b.  Granulating  areas  from  which  slough  has  sep- 
arated should  be  covered  with  thin  split-thickness 
skin  grafts. 

c.  Dressing,  similar  to  that  employed  at  first 
definitive  treatment,  is  applied.  Hand  is  splinted 
in  position   of  function. 

d.  Further  dressings,  similarly  conducted,  are 
done  at  intervals  of  seven  days  until  epithelization 
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of  the  burned  surface  is  complete.  Skin  coverage  by 
grafting-  sliould  be  secured  as  rapidly  as  possible,  as 
the  best  assurance  against  infection,  inflammation, 
infiltration,  scarring,  and  contractures.  This  early 
coverage  by  "skin  dressing"  is  of  the  greatest  im- 
portance, even  when  epithelization  from  the  mar- 
gins is  proceeding  satisfactorily.  Split-thickness 
grafts  are  best  for  this  purpose,  even  though  it 
is  anticipated  that  some  of  the  grafted  area  must 
later  be  removed  for  replacement  by  more  suitable 
skin. 

Restoration   of  fuiictioti 

As  soon  as  epithelization  of  burned  sur- 
faces is  complete,  directed  active  use  and 
exercise  of  the  hand  is  begun.  Normal  use 
of  the  hand  is  encourag-ed,  and  voluntary 
exercise  and  appropriate  occupational  ther- 
apy prescribed. 
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HOMK-TOWN   MEDICAL   CARE 
FOR  VETERANS 

Hospital   Saving  Association 

of  North  Carolina,   Tne. 
Chapel  Hill,  N.  C. 

June  27,  1949 
To  th'?  Editor: 

Enclosed  is  a  brief  summary  of  the  Vet- 
erans Administration  medical  program  as 
administered  by  Hospital  Saving  Association 
for  the  North  Carolina  Medical  Society.  Also 
enclosed  is  a  list  of  the  counties  served  by 
each  of  the  three  VA  officers  and  a  list  of 
the  drugstores  which  are  cooperating  in  the 
program  through  the  North  Carolina  Pharm- 
aceutical Association. 

In  order  that  as  many  physicians  as  pos- 
sible may  become  familiar  with  the  program 
and  the  regulations  which  govern  it,  we  will 
appreciate  publication  of  this  material  in  the 
North  Carolina  Medical  Journal. 
Sincerely  yours, 
K.  G.  Beeston 
Veterans  Service 

The  information  given  below  relates  spe- 
cifically to  those  phases  of  the  Out-Patient 
Treatment  Program  which  would  ordinarily 
be  rendered  by  participating  physicians  in 
their  private  offices  or  clinics.  Through  an 
arrangement  with  the  Veterans  Adminis- 
tration and  the  Medical  Society  of  the  State 
of  North  Carolina,  the  Hospital  Saving  As- 
sociation at  Chapel  Hill  has  been  designated 
as  official  intermediai'y  to  assist  in  imple- 
menting the  program  to  provide  outpatient 


service  to  veterans.  The  data  furnished  in 
this  bidletin  are  applicable  primarily  to  out- 
jiatient  treatment  and  do  not  necessarily  ap- 
ply to  in-patient  care  or  to  examinations  for 
compensation  purposes. 

Whenever  feasible,  prior  authorization  for 
medical  service  should  be  obtained  from  the 
Chief  Medical  Officer,  VA  Regional  Office, 
Winston-Salem,  North  Carolina,  or  from  his 
professional  designates  at  VA  offices  in 
Charlotte,  Durham,  and  Asheville.  In  order 
that  you  may  know  which  office  to  get  in 
touch  with,  either  by  mail  or  by  telephone,  a 
list  of  the  counties  served  by  the  various  VA 
offices  is  given  at  the  end  of  this  bulletin 
(table  1). 

If  it  is  necessary  in  an  emergency  to  com- 
mence therapy  prior  to  securing  formal 
authorization  from  the  Chief  Medical  Officer 
or  his  professional  designates,  a  request  for 
this  service  must  be  received  by  the  Veterans 
Administration  within  fifteen  days  after  the 
treatment  was  given.  This  fifteen  day  jn-o- 
vision  is  applicable  only  to  outpatient  cases, 
and  is  further  reserved  for  those  conditions 
which  are  considered  to  be  emergencies  or 
which  require  prompt  treatment. 

In  order  that  you  may  receive  written 
authorization  for  treatment  which  will  be 
continued  from  one  month  to  another,  it  is 
urged  that  you  transmit  your  request  speci- 
fying the  number  of  office  treatments, 
specialized  examinations,  or  other  types  of 
service  which  are  indicated  to  the  appropri- 
ate VA  office  no  later  than  the  twentieth  of 
the  month  preceding  the  period  during 
which  you  expect  to  render  medical  service. 
This  will  enable  the  Veterans  Administra- 
tion and  the  Hospital  Saving  Association  to 
prepare  the  necessary  authorizations  and 
have  them  in  your  hands  prior  to  the  date 
upon  which  you  will  render  service.  If  home 
visits  are  indicated,  your  request  should 
state  whether  the  visits  are  to  be  made  at 
night  or  during  the  day,  and  should  further 
provide  an  estimate  of  the  number  of  miles 
that  it  is  necessary  to  travel  from  your  of- 
fice to  the  veteran's  home.  This  latter  in- 
formation is  necessary  in  order  that  you 
may  be  paid  for  traveling  distances  greater 
than  three  miles  from  your  office. 

In  general,  veterans  who  were  discharged 
from  service  under  honorable  conditions 
are  entitled  to  treatment  for  service  con- 
nected disabilities  (service  connection  must 
be  formally  establi.-^hed  by  the  Veterans  Ad- 
ministration) upon  application  by  either  the 
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veteran  or  his  attending  physician  to  the  ap- 
propriate VA  office.  Those  beneficiaries  of 
the  Veterans  Administration  who  are  actual- 
ly trainees  under  the  provisions  of  Public 
Law  16  and  who  are  undergoing  rehabilita- 
tion for  service  incurred  disabilities  may  also 
Ije  furnished  outpatient  care,  whether  or  not 
their  condition  is  service  connected.  To  meet 
regulatory  provisions,  the  Veterans  Admin- 
istration must  determine  in  each  case  the 
legal  eligibility  of  the  veteran  to  the  benefits 
which  he  has  requested. 

During  the  period  covered  by  the  VA's 
medical  authorization,  the  attending  physi- 
cian may  write  prescriptions  for  those  medi- 
cations required  in  the  treatment  of  a  service 
connected  disability  or,  in  the  case  of  a 
properly  authorized  PL  16  trainee,  for  a  non- 
service  connected  condition.  These  prescrip- 
tions must  be  prepared  in  duplicate  and  pre- 
sented to  a  participating  pharmacy  (table 
2).  Information  relative  to  the  pharmaceu- 
tical program  has  been  furnished  to  mem- 
bers of  the  Medical  Society  of  the  State  of 
North  Carolina  in  a  previous  bulletin.  It 
should  be  borne  in  mind  that  service  must 
be  rendered  within  the  time  limit  noted  on 
the  written  VA  authorization,  and  payment 
will  be  confined  to  those  items  of  service 
which  have  been  authorized.  In  the  event 
that  the  time  allowed  for  the  course  of  treat- 
ment is  not  adequate,  or  if  the  professional 
services  authorized  do  not  meet  your  require- 
ments, immediate  contact  should  be  made 
with  the  nearest  Veterans  Administration 
office  to  have  appropriate  amendments 
made. 

Table  1 
Area  VA  Offices 

1.  Dr.  W.  B.  Tilton,  Medical   Officer 
Veterans  Administration  Office 

City  Hall  Building  V  .i'^^ 

Asheville,  North  Carolina 
Area  served:    City  of  Asheville 

2.  Dr.  C.  J.  Megan,  Senior  Jledical  Officer  '] 
Veterans  Administration  Office 

127  West  Seventh  Street 

Charlotte,  North  Carolina 

Counties  served:  Anson,  Cabarrus,  Cleveland, 
Gaston,  Lincoln,  Mecklenburg,  Montgomery, 
Polk,  Richmond,  Rutherford,  Stanly,  Union 

3.  Dr.  Edward  W.  Ludwig 
Senior  Medical  Officer 
Veterans  Administration  Office 
302  Morris  Street 

Durham,  North  Carolina 

Counties  served:  Chatham,  Durham,  Granville, 
Orange,  Person,  Wake 

4.  Dr.  R.  M.  Cullison 
Chief  Medical  Officer 
Veterans   Administration 
Winston-Salem,  North  Carolina 

All  other  counties  are  served  by  this  office 


Tabic  2 

»r(h    (nroliiui    Itiiis    Stores   i';ir(ici|):il  iua    in 
I'harniacy  I'ronram  As  of  April  1,  191!) 


VA 


Ahoskie 

Copelaiul  Drug'  Co. 
Albemarle 

The  Drug  Centre 
Apex 

Goodwin's  Pharmacy 
Asheboro 

Asheboro  Drug  Co. 

Randolph  Drug  Co. 

Reaves    Walgreen 
Agency   Drug   Store 
Asheville 

Barefoot-Tatum,  Drugs 

Montford   Pharmacy 

Norburn   Hospital 
Pharmacy 

Salley's  Drug  Store 

Shigley's,  Inc. 
Aulander 

Aulander  Pharmacy 
Reaufort 

F.  R.  Bell,  Druggist 

Joe  House  Drug  Store 
Belmont 

Robinson's  Drug  Store 
Boone 

Boone  Drug  Co. 

Carolina  Pharmacy 
Burgaw 

Dees  Drug  Store 
Burlington 

Davis  St.  Pharmacy, 
Inc. 

Main  St.  Drug  Co.,  Inc. 

Mann's  of  Burling'to]i, 
N.  C. 

Worth  St.  Drug  Co. 
Burns  ville 

Pollard's   Drug   Store 
Canton 

Martin's  Drug  Store 
Carolina  Beach 

Carolina  Beach  Drug 
Store 
Carrboro 

Senter's  Drug  Store 
Carthage 

Shields  Drug  Co. 
Chapel  Hill 

Eubanks  Drug  Co. 

Village  Pharmacy 
Charlotte 

Civil's   Plaza  Drug- 
store 

Eckerd's  Drug  Store 
No.  1 

Hardee's  Pharmacy 

Hawthorne   Pharmacy 

Lisk  Cut  Rate 
Pharmacy 

Niven  Drug  Co. 

Park  Place  Pharmacy 

Sterling  Drug  Store, 
Inc. 

T.  A.  Walker,  Inc. 
Cherryville 

Houser   Drug   Co.,  Inc. 
China  Grove 

Brown  Drug  Co. 
Cliffside 

Mills  Drug  Co. 
Clinton 

Butler's  Pharmacy 


Concord 

Pearl  Drug  Co. 

Whitmore  Drug  Co. 
(ooleemee 

Cooleemco  Drug  Co. 
Denton 

Denton  Drug  Store 
Dunn 

Butler  &  Carroll  Drug 
Co. 
Durham 

Boone  Drug  Co. 

Coleman's  Drug   Store 

Duke  Hospital 
Pharmacy 

Durham  Drug  Co. 

McDonald's  Drug 
Store 

Rogers  Drug  Co. 

Sawyer  &  Moore 
Edenton 

Legett  &  Davis,  Inc. 
El  kin 

Turner  Drug  Co. 
Elizabeth   City 

Overman  &  Stevenson 
Elm  City 

Elm  City  Pharmacy 
Fairmont 

Fairmont  Drug  Co. 
Fayetteville 

Fayetteville   Drug   Co. 
Franklin 

Perry's  Drug  Store 
Fremont 

Whitley  Drug  Co. 
Fuquay  Springs 

Elliott's  Pharmacy 

Johnson's  Drug  Store 
Gastonia 

Kennedy's,  Inc. 

Rhyne's  Drug  Store 
Gibson 

Gibson  Drug  Co. 
Goldsboro 

Bunch  Drug  Store 

Goldsboro  Drug  Co. 

Robinson's  Drug  Store 

Vinson's  Drug  Store 
Greensboro 

Crutchfield  Browning 
Drug  Co. 

Eccles-Wynn  Drug 
Store 

Elm  Street  Pharmacy 

C.  C.  Fordham's  Drug 
Store 

Franklin's  Drug  Store 

Greene  St.  Drug  Co. 

Liggett  Drug  Co.,  Inc. 

Mann's  O.  Henry  Drug 
Store 

McDuffie-Eubanks 
Drug  Co. 

Walgreen  Co. 

Wilkerson-McFalls 
Drug  Co. 
Greenville 

Bissette's  Drug  Store 
Hamlet 

Birmingham  Drug  Co. 
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Henderson 

PaK-e-Hooutt  Diuy:  Cu. 

Woo  lard's 
Ilendersonville 

Jackson    Pharmacy 
Hickory 

Hickory  Drug  Co. 
Uish  Point 

Anderson   Drug   Store 

Greene  Drug  Co. 

C.  A.  Ring-  and  Sons 

Ring-Harris 
Pharmacy,  Iiic. 
Hillsboro 

James  Pharmacy 
Jackson 

Jackson  Drug  Co. 
Kannapolis 

Black's  Drug  Store 
No.  2 

Lewis  Drug  Co. 
Kings  Mountain 

Kings   Mountain   Drug 
Co. 
Kinston 

College  Street 
Pharmacy 

J.  E.  Hood  and  Co. 
Laurinburg 

Legion  Drug   Store, 
Inc. 
Loaksville 

Carolina   Drug   Co. 

Chandler  Drug  Co. 

Lenoir 

Ballew's  Cash 
Pharmacy 

Blackwelder  Hospital 
Pharmacy 

Lenoir  Drug  Store 

McNairy's  Drug  Store 
Lexington 

People's  Drug  Store 
Lillington 

Lafayette   Drug   Co. 
Lincolnton 

Economy  Drug  Store 
Louisburg 

Boddie  Drug  Store 
Lumberton 

Hedgpeth  Pharmacy 
Madison 

Madison  Drug  Co. 
^Llrion 

Tainter's 
Marshville 

Guion's  Drug  Store 

Union  Drug  Store 
Mebane 

Carolina  Drug  Co. 

Wai'ren's  Drug  Store 
Mocksville 

Hall  Drug  Co. 

Wilkins  Drug  Co. 
Monroe 

Gamble's  Drug  Store 

Secrest  Drug  Co. 

Wilson  Di'ug  Co.  . 
Mooresville 

Miller  Drug  Co. 

Mooresville  Drug  Co. 


Morehead   City 

Morehead    Citv   Drug 
Co. 

Morganton 

Phillips  Drug  Co. 

Spake  Pharmacy 
Mt.  Airy 

Hollingsworth 
Pharmacy 

Lamm   Drug   Co. 

Turnmvre's    Drug 
Store 

W.  S.  Wolfe  Drug  Co. 
Mt.  Holly 

Summey  Drug   Co., 
Inc. 
Mt.  Pleasant 

A.  W.  Moose  Co. 
Nashville 

Nashville  Drug  Co. 
New  Bern 

Hill's  Five  Points 
Drug  Store 

Tony's  Drug  Store 
Newton 

City  Pharmacy 
Norlina 

Walker   Drug   Co. 
North  Wilkesboro 

Wilkes  Drug  Store 
Oxford 

Herring's    Drug    Store 

Lyon  Drug  Co. 

Williams  Drug   Co. 
Pilot  .Mountain 

Smith's  Drug  Store 
Pinehiirst 

Caiolina    Pharmacy, 
Inc. 

Princeton 

Woodward  Drug  Store 

Raleigh 

Central   Drug  Store 
Five  Points  Pharmacy 
Fraid<lin's    Carolina 

Pharmacy 
Professional 

Phaimacy 
Walgreen    Company 
Red   Springs 

Red  Springs  Drug  Co. 
Townsend's    Pharmacy 

Reidsville 

Carolina  Apothecary 
Dailey's  Drug  Store 
Gardner   Drug    Co. 
Reidsville    Drug    Store 

Roanoke  Rapids 

Taylor's  Drug  Store 

Robbins 

McCrimmon  and 
Johnson 

Robbinsville 

Ingram's  Drug  Store 
Rocky   Blount 

Almand's   Drug   Store 

Douglas- Armstrong 
Drug   Co. 
Roseboro 

Tart  &  West 


Roxboro 

-Adair's  Drug  Store 

Thomas    &    Oakley 
Drug  Store 
Salisbury 

Innes  St.  Drug  Co. 

Purcell  Drug  Co. 

Salisbury    Pharmacy 
Sanford 

Cole's    Pharmacy 

Lee  Drug  Store 
Selma 

Selma  Diug  Co. 
South  port 

Watson's    Pharnuicv 
Co. 

Spindale 

Spindale  Drug  Co. 
Sprav 

Tri   City  Pharmacy 
Spring  Hope 

Southside    Pharmacy 
Stantonsburg 

Stantonsburg   Drug 
Co. 
Spruce  Pine 

Day's   Drug  Store 
Statesville 

Holmes  Drug  Co. 

Purcell  Drug  Co. 
S«  annanoa 

Ward's  Drug  Store 
Sylva 

Sylva  Pharmacy 
Tabor  City 

Harrelson's   Pharmacy 
Tarboro 

E.  V.  Soellcr  &  Co. 
Taylorsville 

People's  Drug  Co. 
Thomasville 

Thomasville   Drug   Co. 


Trov 

Troy  Drug  Co. 
\'aldese 

Rock  Drug  Store 
Warrenton 

Hunter  Drug  Co. 
Washington 

Tayloe  Drug  Co. 
Waynesville 

Curti-s  Drug  Store 
West  End 

West  End  Pharmacy 
Whiteville 

J.  A.  McNeill  &  Sons 
Williamston 

Davis  Pharmacy 
\\  ilniington 

Standard   Pharmacy 

Toms  Drug  Co. 
Wilson 

Bissette's  Drug  Store 
No.  1 

Yancey's   Drug   Store 
Windsor 

Pugh's  Pharmacy 

Windsor  Pharmacy 
Co. 
Winston-Salem 

Hawthorne   Pharmacy, 
Inc. 

Bobbitt-Nissen  Drug 
Co. 

N.  C.  Baptist  Hospital 
Pharmacy 

Summit  Street 
Pharmacy 

Welfare's  Drug  Store 
Yanceyville 

Yanceyville    Drug    Co. 
Zebulon 

Zebulon  Drug  Co. 


RESOLUTION  PASSED  BY  IREDELL- 
ALEXANDER  COUNTIES  MEDICAL 
SOCIETY 

Statesville,  N..C. 
July  5,  1949 
To  the  Editor: 

Because  the  members  of  the  Iredell-Alex- 
ander Counties  Medical  Society  feel  that 
healthy,  amicable  public  relations  can  be 
developed  and  maintained  by  good  relation- 
ships between  doctors  and  their  patients 
much  better  than  by  employing  a  public  re- 
lations expert  to  try  and  make  amends  for 
their  shortcomings,  the  society,  at  its  reg- 
ular meeting  held  on  May  17,  1949,  unani- 
mously passed  a  resolution  disapproving  the 
raising  of  the  state  dues  from  $25.00  to 
$40.00  per  year. 

L.  B.  Skeen,  M.D. 

President 

Ernest  Ward,  M.D. 

Secretary 
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PRESIDENT'S  MESSAGE 

North  Carolina's  Voluntary  Health 
Insurance  Program 

After  consultation  with  members  of  the 
Executive  Committee  and  with  many  former 
chairmen,  the  committee  appointments  for 
the  medical  year  1949-50  were  made  in 
early  June'".  The  administrative  machinery 
of  the  State  Society  has  been  functioning  for 
some  weeks. 

Several  matters,  important  above  the  ordi- 
nary, will  demand  the  constant  and  careful 
attention  of  North  Cai'olina  physicians  dur- 
ing the  year.  Foremost  of  these  is  the  vol- 
untary insurance  plan  for  professional  care 
(Blue  Shield),  which  is  now  getting  under 
way. 

A  general  social  movement  has  developed 
to  the  stage  where  the  American  people  de- 
mand and  are  ready  for  some  plan  which 
will  distribute  the  costs  of  catastrophic  ill- 
ness over  a  number  of  pay  periods.  This 
demand  must  be  met. 

Voluntary  insurance  has  been  the  "Ameri- 
can Way"  to  cover  the  costs  of  the  catas- 
trophes of  motor  accidents,  fire,  flood,  and 
death.  It  is  the  one  plan  for  financing  the 
expense  of  serious  illness  which  will  main- 
tain the  quality  of  medical  practice,  preserve 
the  self-respect  of  the  patient,  and  protect 
the  intellectual  freedom  of  the  profession. 

The  Federal  Security  Administration,  in 
violation  of  the  law,  is  spending  vast 
amounts  of  the  taxpayers'  money  to  discredit 
the  medical  profession,  to  create  an  artificial 
demand  for  a  compulsory  health  tax.  and  to 
prevent  voluntary  health  insurance  from 
succeeding. 

We  are  charged  with  the  responsibility  of 
fostering  a  voluntary  insurance  plan  v.-liich 
will  provide  for  the  people  of  North  Caro- 
lina the  protection  which  they  desire,  and 
which  will  at  the  same  time  defeat  the 
scheme  of  the  "social  securityites"  to  feder- 
alize medicine  as  another  step  toward  the 
complete  "welfare  state." 

The  success  of  the  Blue  Shield  Plan  in 
North  Carolina  will  be  entirely  dependent 
upon  the  complete  and  cheerful  cooperation 
of  at  least  75  per  cent  of  the  members  of  the 

1.    The  committees  will  be  listed  in  the  supplement 
to  the  August  issue  of  the  Journal. 


Medical  Society  of  the  State  of  North  Caro- 
lina. Professional  participation  in  this  iilan 
will  mean  some  sacrifices  for  everyone,  but 
particularly  will  it  require  an  adaptation  of 
thinking  and  attitude. 

The  strongest  of  committees  has  spent 
more  than  two  years  in  the  formulation  of 
a  system  of  voluntary  health  insurance 
which  will  give  the  widest  possible  coverage, 
and  provide  the  largest  possible  professional 
fees  at  a  premium  rate  which  will  be  within 
the  reach  of  the  lower  income  groups. 

Every  physician  will  no  doubt  find  things 
in  the  plan  which  he  will  wish  to  change. 
My  purpose  in  writing  this  message  is  to  say 
with  profound  conviction  that  this  plan  can 
be  made  to  succeed  and  will  be  constantly 
subject  to  change  at  the  wish  of  the  profes- 
sion. If  it  is  allowed  to  fail,  there  will  be 
thrust  upon  us  a  state  plan  which  will  be 
changed  only  at  the  whim  of  a  bureaucrat, 
and  then  always  at  the  expense  of  the  medi- 
cal and  dental  professions. 

The  members  of  the  Medical  Societv  of 
the  State  of  North  Carolina  will  do  well  to 
consider  this  matter,  with  all  of  its  implica- 
tions for  the  future,  and  be  prepared  to  act 
when  they  are  solicited  to  become  participat- 
ing members. 

G.  W.   ilURPHY,  M.D. 
Asheville 


New  Hanover  County  Medical  Symposium 

The  Third  Annual  Medical  Symposium  to  lie  pre- 
sented by  the  New  Hanover  County  Medical  Societv 
will  be  held  at  Wrightsville  Beach  on  August  I'j 
The  list  of  speakers  includes  the  following  nationally 
known  men: 

Dr.  Amos  Christie,  professor  of  pediatrics,  Van- 
derbilt  University,  Nashville,  Tennessee. 

Dr.  John  Parks,  professor  of  gynecology  and  ob- 
stetrics, George  Washington  University,  'Washing- 
ton, D.  C. 

Dr.  H.  Houston  Merritt,  professor  of  neurology. 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, New  Y'ork  City. 

Dr.  Louis  A.  Buie,  Department  of  Proctology, 
Mayo  Clinic,  Rochester,  IMinnesota. 

Dr.  Wm.  F.  Reinhoff,  Jr.,  assistant  professor  of 
surgery,  Johns   Hopkins   Hospital,   Baltimore. 

The  meeting  will  last  from  11  a.m.  until  10  p.m., 
with  intermissions  for  lunch,  cocktails,  and  dinner. 
The  entire  program  will  be  held  at  Lumina  Pavilion. 
Headquarters  will  be  at  the  Ocean  Terrace  Hotel. 

Since  reservations  are  at  a  premium,  it  would  be 
advisable  to  make  them  early.  The  Ocean  Terrace 
Hotel,  which  will  be  headquarters,  has  consented  to 
reserve  a  number  of  rooms  for  the  symposium.  If 
you  have  difficulty  in  securing  reservations,  please 
write  Dr.  Elbert  C.  Anderson,  Chairman  of  Housing 
Committee,  806  Murchison  Building,  Wilmington, 
N.  C,  and  he  will  be  glad  to  assist  you. 
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News  Notes  fkum  the  North  Carolina 
Tuberculosis  Association 

The  following  doctors  have  been  elected  officers 
or  directors  of  their  respective  county  tuberculosis 
associations  for  1949: 

Craven  County — Dr.  C.  T.  Barker,  president 
Halifax  County — Dr.  P.  W.  Joyner,  president 
Mecklenburg    County— Drs.    H.    L.    Seay,    M.   B. 
Bethel,  and  E.  H.  Hand,  ex  officio  members 
of  the  executive  committee 
New    Hanover    County — Dr.  H.  M.  Pickard,    vice 
president;   Dr.   A.   H.   Elliot,   member   of   the 
executive  committee 
Wilson  County — Dr.  H.  F.  Easom,  secretary-treas- 
urer. 

*     *     *     * 

Dr.  Paul  Ringer  of  Asheville  was  guest  speaker 
at  the  meeting  of  the  Mecklenburg  County  Tuber- 
culosis and  Health  Association  on  May  16.  Dr.  Stuart 
Willis  of  McCain  spoke  to  the  Alamance  County 
Tuberculosis  Association  on  May  26,  and  Dr.  Roliert 
F.  Young  to  the  Halifax  County  Tuberculosis  Asso- 
ciation in  April. 


News  Notes  from  the  North  Carolina 
Hospitals  Board  of  Control 

National  Mental  Health  Act  funds  of  fiscal  year 
l'.il8-4!l  are  being  used  to  construct  a  moving  picture 
film.  It  will  be  designed  as  a  preventive  mental 
health  tool  to  be  used  by  health  educators,  public 
health  nurses  and  others  in  conjunction  with  lectures 
and  discussions  so  groups  may  be  informed  and 
guided  in  mental  health  measures. 

*     *     *     * 

Winston-Salem  offers  a  series  of  lecture  and  dis- 
cussion groups  to  those  expecting  births  of  their 
first  children.  The  plan  for  the  twelve  sessions  in 
Winston- Salem  is  as  follows: 

1.  Health  to  You,  to  Your  Baby  and  to  Your 
Family 

2.  Personal  Hygiene  of  the  Expectant  Mother 

3.  Anatomy  and  Physiology  of  Pregnancy 
Nutrition  for  Mother  and  Baby 
Emotional  Aspects  of  Pregnancy  and  Delivery 
Preparations  and  Planning  for  the  Baby 
Birth  of  a  Baby 

The   Baby's   Physical   Needs,   Nutrition,    Sleep, 
Elimination,  etc. 

Development,  Adjustment,  Habit  Training,  Dis- 
cipline, etc. 

10.  The  Rights  of  Infants  and  of  Parents 

11.  Sexual  Education  for  Child  and  Parents 

12.  The  Future  of  the  Family 


On  June  29  and  30,  a  Seminar  on  Mental  Hygiene 
of  Children  was  held  at  the  Wayne  County  Health 
Center.  Goldsboro,  for  eastern  North  Carolina  Pub- 
lic Health  Nurses.  This  seminar  was  sponsored  by 
the  Wayne  County  Health  Department  and  the  North 
Carolina  Hospitals  Board  of  Control.  Among  the 
participants  were  Dr.  S.  B.  McPheeters  of  Goldsboro 
and  Drs.  Leslie  B.  Hohman,  R.  Burke  Suitt,  and 
Grant  Tavlor  of  Durham. 


Governor  W.  Kerr  Scott  has  designated  the  State 
Board  of  Health  as  the  agency  to  administer  the  Na- 
tional INIental  Health  Act  program  in  North  Caro- 
lina beginning  July  1,  1949. 


4. 
.5. 
6. 

7. 
S. 

9. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  Richard  H.  Corales,  Jr.,  assistant  resident  in 
neurosurgery  at  the  Duke  University  School  of  Medi- 
cine, has  been  awarded  a  Damon  Runyon  Clinical  Re- 
search Fellowship,  the  American  Cancer  Society  has 
announced.  Dr.  Co)'ales  will  participate  in  a  Duke 
research  program  in  the  field  of  brain  tumors  ap- 
proved by  the  National  Research  Council  under  the 
direction  of  Dr.  Barnes  Woodhall  and  Dr.  Guy  Odom, 
professor  and  assistant  professor  of  neurosurgery. 

Two  other  post-doctorate  fellowships  for  Duke 
neurosurgeons  have  been  awarded  from  the  Atomic 
Energy  Commission  to  Dr.  Frank  Wrenn,  and  fron\ 
the  National  Institute  of  Health  to  Dr.  Courtland 
Davis.  Drs.  Wrenn  and  Davis  will  conduct  studies 
in  cooperation  with  the  Duke  department  of  bio- 
chemistry and  division  of  neurology. 

Financial  support  for  research  work  in  neurology 
at  Duke  for  the  coming  academic  year  now  totals 
$16,456. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Douglas  l\l.  Kelley,  director  of  Graylyii,  gave 
a  two-day  advanced  course  in  the  interpretation  of 
tlie  Rorschach  test  as  part  of  a  seminar  on  projec- 
tive techniques  sponsored  by  Emory  University  in 
Atlanta,  Georgia,  the  first  week  in  June.  Dr.  Kelley 
is  president  of  the  Southeastern  Division  of  the  So- 
ciety of  Projective  Techniques  and  is  co-author  of  a 
major  textbook  on  the  Rorschach  tests. 


Dr.  Camillo  Artom,  professor  of  biochemistry,  was 
elected  a  sectional  councilor  of  the  Southeastei-n 
Branch  of  the  Society  for  Experimental  Biology  and 
Medicine  at  an  organizational  meeting  of  the  group 
held  at  Duke  University.  Dr.  J.  Maxwell  Little,  pro- 
fessor of  pharmacology,  also  attended  the  meeting 
as  a  member  from  Bowman  Gray. 

^  ^  ^  ■^ 

Dr.  James  P.  Rousseau,  professor  of  radiology, 
resigned  recently  to  go  into  private  practice  in  Win- 
ston-Salem, but  will  continue  to  serve  as  head  of  the 
Department  of  Radiology  until  a  successor  is  named. 

^':  *  *  * 

Dr.  Jorge  Mardones,  professor  of  pharmacology 
and  secretary  of  the  Faculty  of  Biology  and  Medical 
Sciences  at  the  University  of  Chile  in  Santiago,  spent 
two  days  at  Bowman  Gray  in  June,  studying  the 
organization  of  departments  and  the  curi'iculum. 

Representatives  of  the  Atomic  Energy  Commis- 
sion, Oak  Ridge,  Tennessee,  were  at  Bo\vman  Gray 
on  June  22  to  negotiate  new  contracts  between  the 
school  and  AEC  for  approximately  $2.5,000.  The 
grants  cover  three  projects  in  research  using  radio- 
isotopes. One  goes  to  Dr.  Camillo  Artom,  head  of  the 
Department  of  Biochemistry,  for  continuation  of 
study  on  the  metabolism  of  phospholipides  in  tissues 
with  the  aid  of  radioactive  phosphorus  as  a  tracer. 
The  second  is  to  Dr.  George  T.  Harrell.  Jr.,  head  of 
the  Department  of  Internal  Medicine,  for  study  of 
the  distribution  of  salt  and  water  in  acute  infections, 
and  the  third  goes  jointly  to  the  two  departments 
for  study  of  the  toxicity  of  radioactive  phosphorus, 
with  Dr.  W.  E.  Cornatzer,  assistant  professor  of  bio- 
chemistry, and  Dr.  David  Cayer,  assistant  professor 
of  internal  medicine,  collaborating. 
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The  s.econd  meeting  of  the  Greensboro,  High  Point, 
and  Winston-Salem  Section  of  the  American  Chem- 
ical Society  was  held  at  the  Bowman  Gray  School 
of  Medicine  on  June  17.  The  topic  for  the  meeting 
was  "Biochemical  Applications  of  Radioisotopes," 
and  a  lecture-demonstration  was  given  by  Drs. 
Camillo  Artom,  W.  E.  Cornatzer,  and  Marjorie 
Swanson,  all  of  the  Department  of  Biochemistry. 


American  Heart  Association 

Eleven  research  grants  approximating  -550,000  for 
investigation  of  heart  and  circulatory  disease  were 
announced  recently  l)y  Dr.  H.  M.  Marvin,  of  New 
Haven,  president  of  the  American  Heart  Association. 
One  grant  went  to  Duke  Hospital  for  studies  by 
Dr.  W.  C.  Sealy  on  the  nature  of  hypertension  asso- 
ciated with  coarctation  of  the  aorta. 


North  Carolina  Federation  of  Business 
AND  Professional  Women's  Clubs 

The  thirtieth  annual  convention  of  the  North  Car- 
olina Federation  of  Business  and  Professional  Wom- 
en's Clubs,  held  in  Atlantic  Beach,  North  Carolina, 
June  17-19,  1949,  adopted  by  unanimous  vote  the  fol- 
lowing resolutions: 

Be  it  resolved  that  the  North  Carolina  Federation 
of  Business  and  Professional  Women's  Clubs  reaf- 
firm its  endorsement  and  support  of  the  program 
and  work  of  the  American  Cancer  Society. 

Be  it  resolved  that  the  North  Carolina  Federation 
of  Business  and  Professional  Women's  Clubs  endorse 
and  support  the  work  of  the  American  Heart  Asso- 
ciation. 

Submitted  by  Miss  Myrtle  Ellen  LaBarr,  Greens- 
boro, News  Service  Chairman. 

Dr.  Florence  Boehmer,  Charlotte 
Mrs.  Stella  J.  Price,  Winston-Salem 
Miss  Esther  Ross,  Asheboro,  Chairman 
Resolutions  Committee. 


Catawba  Valley  Medical  Society 

The  Catawba  Valley  Medical  Society  met  at  the 
State  Hospital  at  Morganton  on  June  28.  Dr.  Frank 
Lock,  chairman  of  the  State  Society's  Maternal  Wel- 
fare Committee,  presented  case  reports  from  the 
committee  for  discussion  by  the  members. 


Halifax  County  Medical  Society 

Dr.  T.  F.  Adkins  of  Dui-ham  spoke  to  the  Halifax 
County  Medical  Society  at  its  regular  monthly  meet- 
ing in  Roanoke  Rapids  on  June  10.  His  suljject  was 
"Abnormal  Bleeding." 


News  Notes 


Dr.  Joseph  S.  Hiatt,  Jr.,  of  McCain  has  recently 
been   certified   by  the   American   Board   of   Internal 
Medicine  as  a  specialist  in  internal  medicine. 
*     *     *     * 

Dr.  James  P.  Rousseau  has  announced  the  open- 
ing of  offices  at  1014  West  Fifth  Street,  Winston- 
Salem,  for  the  practice  of  radiology. 


American  College  of  Chest  Physicians 

The  American  College  of  Chest  Physicians  held 
its  Fifteenth  Annual  Meeting  in  Atlantic  City,  New 
Jersey,  June  2-5,  1949.  Dr.  George  Curtis  Crump  of 
Asheville  received  his  Fellowship  Certificate  at  the 
Convocation  held  at  the  Ambassador  Hotel,  Atlantic 
City,  on  June  4. 

Dr.  Merle  D.  Bonner,  Jamestown,  is  governor  of 
the  American  College  of  Chest  Physicians  for  the 
State  of  North  Carolina,  and  Dr.  Karl  Schaffle, 
Asheville,  is  the  regent  for  the  district. 


Conference  of  Presidents  and  Other 
Officers  of  State  Medical  Associations 

Dr.  Clarence  E.  Northcutt,  past  president  of  the 
Oklahoma  State  Medical  Association,  and  one  time 
mayor  of  Ponca  City  in  that  state,  was  elected  presi- 
dent of  the  Conference  of  Presidents  and  Other 
Officers  of  State  Medical  Associations  at  the  Fifth 
annual  session  of  that  group.  Dr.  Julian  Price,  of 
Florence,  South  Carolina,  secretary  of  the  medical 
society  in  that  state,  was  named  as  president-elect, 
and  John  E.  Farrell,  of  Providence,  Rhode  Island, 
executive  secretary  of  the  Rhode  Island  Medical  So- 
ciety, was  re-elected  secretary-treasurer. 


American  College  of  Surgeons 

The  Sixth  Inter-American  Congress  of  Surgery 
will  meet  as  a  part  of  the  Thirty-Fifth  Clinical  Con- 
gress of  the  American  College  of  Surgeons  from 
October  17  to  21,  with  headquarters  at  The  Stevens 
in  Chicago,  and  will  continue  on  October  21,  22.  and 
23  with  its  own  business,  scientific,  and  social  ses- 
sions, most  of  which  will  be  held  in  the  Jolm  B. 
Murphy  Memorial  Auditorium  of  the  College. 


Mississippi  Valley  Medical  Society 

The  Fourteenth  Annual  Meeting  of  the  Mississijjpi 
Valley  Medical  Society  will  be  held  at  the  Jefferson 
Hotel,  St.  Louis,  September  28-30.  More  than  thirty 
clinical  teachers  from  the  leading  medical  schools 
will  conduct  this  great  postgi'aduate  assembly,  whose 
entire  program  is  planned  to  appeal  to  general  prac- 
titioners. No  registration  fee  will  be  charged,  anil 
every  ethical  physician  is  cordially  invited  and  urged 
to  attend.  The  American  Medical  Writers'  Associa- 
tion will  hold  its  annual  meeting  at  the  hotel  on 
September  28,  and  the  Missouri  Chapter  of  the 
American  Academy  of  General  Practice  on  Septem- 
ber 30.  Programs  of  all  the  meetings  mav  be  ob- 
tained from  Harold  Swanl)erg,  M.D.,  209-224  W.C.U. 
Bldg.,  Quincy,  Illinois. 

(BULLETIN*    B(IAIU)    CON'TINIIKD    ON    P.VGE    302) 


Classified  Advertisement 


A  doctor  to  do  general  practice  is  needed  for 
the  town  of  Carrboro.  North  Carolina,  popu- 
lation 2500,  a  large  trading  area.  Office  space 
available.  For  further  information  contact 
Lloyd  M.  Senter,  President  Lions  Club,  Carr- 
boro, North  Carolina. 
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FROM    SECRETARY    OF    DEFENSE    LOUIS    JOHNSON- 


AN  URGENT 

APPEAL  TO 

YOUNG  DOCTORS! 


Your  personal  help  is  needed  to  avert  a  serious 
threat  to  our  national  security! 

By  the  end  of  July  of  this  year  we  will  have 
lost  almost  one-third  of  the  physicians  and 
dentists  now  serving  with  our  Armed  Forces. 
Without  an  increased  inflow  of  such  per- 
sonnel, the  shortage  will  assume  even  more 
dangerous  proportions  by  December  of  this 
year. 

These  losses  are  due  to  normal  expiration  of 
terms  of  service.  The  professional  men  who 
are  leaving  the  Armed  Forces  during  this 
critical  period  are  doing  so  because  they 
have  fulfilled  their  duty-obligations  and  have 
earned  the  right  to  return  to  civilian  practice. 

Without  sufficient  replacements  for  these 
losses,  we  cannot  continue  to  provide  ade- 
quate medical  and  dental  care  for  the  almost 
1,700,000  service  men  and  women  who  are 
the  backbone  of  our  nation's  defense. 

Normal  procurement  channels  will  not  provide 

sufficient  replacements! 

To  alleviate  this  critical,  impending  shortage 
of  professional  manpower  in  the  three  serv- 
ices, I  am  urging  all  physicians  and  dentists 
who  were  trained  under  wartime  A.  S.  T.  P. 
and  V-12  programs  under  government 
auspices  or  who  were  deferred  in  order  to 
complete  their  training  at  personal  expense, 
and  who  saw  no  active  service,  to  volunteer 
for  a  two-year  tour  of  active  duty,  at  once! 


We  have  written  personally  to  more  than 
10,000  of  you  in  the  past  weeks  urging  such 
action.  The  response  to  this  appeal  has  not 
been  encouraging,  and  our  Armed  Forces 
move  rapidly  toward  a  professional  man- 
power crisis! 

Many  responses  have  been  negative,  but 
worse — a  great  number  of  doctors  have  not 
replied.  It  is  urgent  that  we  hear  from  you 
immediately! 

We  feel  certain  that  you  recognize  an  obligation 
to  your  fellow  men  as  well  as  to  your  profession 
in  this  matter.  We  are  confident  that  you  will 
fulfill  that  obligation  in  the  spirit  of  public 
service  that  is  a  tradition  with  the  physician 
and  dentist. 

There  is  much  to  be  said  for  a  tour  of  duty 
with  any  of  the  Armed  Forces.  You  will 
work  and  train  with  leading  men  of  your 
professions.  You  will  have  access  to  abun- 
dant clinical  material;  have  the  best  medical 
and  dental  facilities  in  which  to  practice. 
You  will  expand  your  whole  concept  of  life 
through  travel  and  practice  in  foreign  lands. 
In  many  ways,  a  tour  of  service  will  be 
invaluable  to  you  in  later  professional  life! 

Volunteer  now  for  active  duty.  You  are  urged 
to  contact  the  Office  of  Secretary  of  Defense  by 
collect  wire  immediately,  signifying  your  ac- 
ceptance and  date  of  availability .  Your  services 
are  badly  needed.  Will  you  offer  them? 


^^ax^ 


.^-tj— Mn.,-''S.,^r'l.''**™. 
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BOOK  REVIEWS 


Blood  Transfusion.  By  Elmer  L.  DeGowin, 
M.D.,  Associate  Professor  of  Internal  Medi- 
cine, State  University  of  Iowa;  Robert  C. 
Hal  din,  M.D.,  Assistant  Professor  of  In- 
ternal Medicine,  State  University  of  Iowa; 
and  John  B.  Alsever,  M.D.,  Senior  Surgeon, 
U.  S.  Public  Health  Service.  587  pages  with 
200  diagrammatic  drawings.  Price,  $9.00. 
Philadelphia  and  London:  W.  B.  Saunders 
Con-.pany,  1949. 

This  volume  is  divided  into  seven  parts  with  a 
Intal  of  twenty-seven  chapters.  The  introductory 
piivtion  gives  a  brief  historical  review,  a  discussion 
nf  the  clinical  uses  and  relative  merits  of  blood  and 
its  derivatives,  and  a  discussion  of  shock.  The  chap- 
ifr  dealing  with  the  latter  subject  is  a  concise  re- 
\  iew  of  the  present  knowledge  of  the  etiology, 
altered  physiology,  and  treatment  of  shock,  but 
seems  somewhat  remote  from  the  title  of  the  book. 
The  section  on  the  immunology  of  blood  explains  the 
various  blood  groups  and  subgroups  of  the  A-B-0, 
M-N.  P,  Rh  and  Hr  systems,  their  incidence,  manner 
of  inheritance,  and  clinical  significance.  A  chapter 
is  devoted  to  pseudoagglutination  and  other  irregu- 
lar phenomena,  with  a  discussion  of  the  clinical  ap- 
plication. A  chapter  on  isosensitization  includes  the 
pathogenesis,  clinical  aspects,  diagnosis,  prognosis, 
and  treatment  of  erythroblastosis  fetalis. 

More  than  100  pages  are  devoted  to  an  excellent 
section  on  the  technical  details  of  typing  and  cross- 
matching blood.  Directions  are  complete  and  concise, 
and  the  drawings  of  methods  and  equipment  add 
much  to  the  clarity.  The  pitfalls  and  sources  of  error 
are  given  proper  emphasis.  Few  will  be  intei-ested 
in  the  methods  for  measuring  survival  of  transfused 
erythrocytes  and  the  specific  gravity  of  blood,  both 
of  which  are  described  in  detail. 

The  second  half  of  the  book  deals  with  the  man- 
agement of  blood  donor  services,  the  preservation 
and  processing  of  blood,  the  techniques  of  adminis- 
tering blood  and  its  substitutes,  and  the  possible 
complications  which  might  arise  from  their  use. 
This  section  also  gives  methods  of  keeping  records, 
estimates  of  cost,  and  floor  plans  for  blood  banks 
and  donor  centers. 

This  volume  combines  the  best  features  of  other 
current  hooks  on  the  subject,  and  will  be  welcomed 
as  a  reliable  and  practical  source  of  information 
from  both  a  laboratory  and  an  academic  viewpoint. 


therapy  in  neurdiogic  discuders,  aiid  liistnplasmosis. 
Bililiographies  are  included  with  each  chapter. 

This  book  will  be  of  interest  to  internists,  but  of 
liniitoil  value  to  others. 


Ad^ances  in  Internal  Medicine,  Vol.  3. 
Edited  by  William  Dock,  M.D.  and  I. 
Snapper,  M.D.  Price,  $8.50.  475  pages.  New 
York:  Interscience  Publishers,  1949. 

The  ten  chapters  which  make  up  this  third  volume 
of  a  series  have  been  contributed  by  well  known 
authorities  in  their  respective  fields,  and  consist  of 
comprehensive  and  up-to-date  selections  on  disease, 
therapy,  and  diagnosis.  Since  much  of  the  discussion 
concerns  material  which  appeared  in  medical  jour- 
nals during  1947  and  1948,  the  chapters  on  therapy 
unavoidably  fail  to  include  important  references 
which  would  have  enhanced  the  value  of  the  book. 

This  current  volume  includes  the  following  sub- 
jects: Use  of  BAL,  current  concepts  on  hemolytic 
anemias,  factors  modifying  the  therapeutic  activity 
of  penicillin,  use  of  streptomycin  in  the  treatment 
of  tuberculosis,  use  of  antithyroid  compounds,  diag- 
nosis of  disease  by  enzymatic  methods,  plasma  frac- 
tionation, mechanism    of    acclimatization    to    heat, 


Jn  ilrmnrtam 


GEORGE  T.  WATKINS,  JR.,  M.D. 

Dr.  George  T.  Watkins,  Jr.,  was  born  in  Person 
County,  North  Carolina,  on  November  26,  1891.  He 
received  his  A.B.  at  Wake  Forest  College  in  1913, 
and  his  M.D.  at  Jefferson  Medical  College  in  1915. 
After  an  internship  at  Delaware  Hospital,  Wilming- 
ton, Delaware,  he  began  the  practice  of  medicine  in 
Durham  in  1916.  Early  in  his  career  this  practice 
was  interrupted  for  military  service,  with  active 
duty  in  the  U.  S.  Army.  After  release  from  the 
armed  forces,  he  resumed  his  generous  service  until 
his  death. 

His  interests  were  legion,  and  his  friendships  en- 
compassed the  state.  He  was  not  only  a  leading  gen- 
eral practitioner,  but  was  interested  in  farming  and 
sports,  was  a  leader  in  church  activities,  and  a 
charter  member  of  the  Lions  Club  in  his  native 
city.  In  this  civic  organization,  he  was  a  regular  and 
interested  member.  His  work  particularly  with  the 
,  blind  of  the  city  and  state  will  long  be  remembered. 

Dr.  Watkins  was  one  of  those  whose  race  is  appar- 
ently dying  out.  A  family  doctor  in  every  sense  of 
the  word,  he  built  a  practice  among  those  whose 
need  was  greatest,  and  served  with  that  excellence 
of  sympathetic  understanding  that  is  all  too  scarce 
among  the  medical  profession — served  in  the  Office 
and  home,  day  and  night,  steady  always  and  reliable, 
to  die  in  harness  as  he  so  often  stated  he  wished. 

Dr.  Watkins  not  only  was  friend,  counselor  and 
guide  to  his  many  patients,  but  he  was  also  highly 
esteemed  by  all  his  colleagues.  His  ready  smile, 
sparkling  wit,  and  steadying  influence  won  him  a 
host  of  professional  friends,  and  made  the  younger 
generation  of  medical  men  look  to  him  for  advice 
and  guidance  in  many  instances  of  difficulty.  Sorely 
is  he  missed. 

At  a  meeting  of  the  Durham-Orange  Counties 
Medical  Society,  the  following  resolutions  were 
adopted: 

"Whereas,  Dr.  George  Watkins  has  joined  the  es- 
timable group  of  our  fellow  members  who  have  gone 
on  ahead  to  richer  fields  of  service,  and 

"Whereas,  This  Society  is  deeply  conscious  of  its 
loss  of  a  worthy  colleague  and  generous  friend,  and 

"Whereas,  his  excellence  of  spirit,  and  high  stand- 
ard of  exacting  medical  service  continue  to  serve 
as  a  stimulus  to  us  all. 

"Be  it  resolved:  That  this  Society  record  its  feel- 
ing of  high  tribute  to  him  as  physician,  counselor 
and  friend,  and 

"Be  it  further  resolved:  That  a  copy  of  these  reso- 
lutions be  included  in  the  permanent  records  of  this 
Society,  and  a  copy  sent  to  the  family,  and  to  the 
North  Carolina  Medical  Journal. 

J.   U.  Gunter,  M.D.,   Secretary 


New  Ll^pjohn   Branch  in  Philadelphia 

With  the  acquisition  of  25,500  square  feet  of  space 
on  the  seventh  floor  of  the  Terminal  Commerce 
Building,  401  North  Broad  Street,  a  new  Phila- 
delphia Branch  of  The  Upjohn  Company  will  be  in 
operation  on  or  about  July  1,  1949.  This  branch  will 
serve  eastern  Pennsylvania,  southern  New  Jersey, 
Delaware,  Maryland,  Virginia,  northern  North  Caro- 
lina, and  the  District  of  Columbia,  all  of  which  were 
formerly  in  the  New  York  branch. 
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International  College  of  Surgeons 

The  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  fourteenth  Annual  As- 
sembly and  Convocation  in  Atlantic  City,  New  Jer- 
sey, November  7-12.  The  program  will  include  scien- 
tific sessions  on  subjects  in  the  fields  of  general 
surgery;  eye,  ear,  nose  and  throat  surgery;  gyne- 
cology and  obstetrics;  urology;  and  orthopedic,  thor- 
acic, plastic  and  neurological  surgery,  as  well  as 
special  surgical  clinics  held  in  Philadelphia  hospitals 
on  November  7. 

All  doctors  of  medicine  interested  in  surgery  and 
its  advancement  are  invited  to  attend,  and  can  ob- 
tain a  program  upon  request  to  Arnold  S.  Jackson, 
M.D.,  Secretary,  Jackson  Clinic,  IVIadison  4,  Wiscon- 
sin. For  hotel  reservations,  write  E.  D.  Parrish,  Had- 
don  Hall,  Atlantic  City,  New  Jersey. 


News  Notes  from  the  Office  of  the 
Surgeon  General  of  the  Army 

Army  Begins  Joint  Staffing  of  Naval  Hospitals 

Joint  staffing  of  four  Naval  hospitals  with  Army 
medical  personnel  at  St.  Alban's  Hospital,  Long  Is- 
land, New  York;  Corona  and  Long  Beach  Hospitals, 
California;  and  Portsmouth  Hospital,  Portsmouth, 
Virginia,  was  announced  recently  by  Major  General 
R.  W.  Bliss,  the  Surgeon  General  of  the  Army. 

The  joint  staffing  of  military  hospitals  was  recom- 
mendecl  by  the  Hawley  Board  in  January  of  this 
year  in  order  to  economize  to  the  fullest  extent  pos- 
sible on  physicians  and  other  scarce  professional 
personnel  and  to  reduce  the  number  of  hospitals. 
Under  the  plan,  hospitals  of  the  respective  services 
allocate  a  certain  number  of  beds  for  patients  from 
other  services.  A  total  of  825  beds  has  thus  been 
made  available  in  these  four  hospitals  for  Army  and 
Air  Force  patients. 

In  a  similar  joint  staffing  procedure,  the  Navy 
recently  assigned  personnel  for  duty  at  the  Army's 
Tripler  General  Hospital  at  Honolulu,  Hawaii,  where 
all  Naval  patients  in  the  Islands  are  now  hospital- 
ized. 

Army  Selects  486  New  Doctors  for  Intern  Training 

A  total  of  486  medical  school  graduates  and  senior 
medical  students  have  been  selected  for  the  Military 
Intern  and  Civilian  Intern  Programs,  and  began 
their  internships  and  training  July  1,  it  was  an- 
nounced by  Major  General  R.  W.  Bliss,  Surgeon  Gen- 
eral of  the  Army. 


A  movie  to  show  «omen  the  basic  facts  about 
breast  cancer,  including  a  simple  technique  for  peri- 
odic self-inspection  of  the  bi-easts,  will  be  produced 
with  a  National  Cancer  Institute  grant  to  the  Amer- 
ican Cancer  Society. 

Intended  for  women's  clubs  and  organizations,  the 
film  is  to  be  a  joint  production  of  the  National  Can- 
cer Institute  and  the  American  Cancer  Society.  An 
animated  color  film  designed  for  small  projectors, 
it  will  run  for  ten  minutes,  and  is  part  of  a  public 
information  campaign  that  will  include  pamphlets 
and  other  explanatory  materials. 


examinations  for  appointment  in  the 
Medical  Corps  of  the  U.  S.  Navy 

The  Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment, has  announced  that  examination  for  the 
selection  of  candidates  for  appointment  to  the  grade 
of  lieutenant  (junior  grade)  in  the  Medical  Corps  of 
the  U.  S.  Navy  will  be  conducted  at  all  United  States 
Naval  Hospitals  during  the  period  September  12  to 
16,  inclusive. 

Graduates  of  approved  medical  schools  in  the 
United  States  or  Canada  who  have  completed  intern 
training  in  accredited  hospitals  or  who  will  complete 
such  training  within  four  months  of  the  date  of  the 
examination  and  who  are  physically  and  in  other  re- 
spects qualified,  may  be  examined  for  appointment 
as  Lt.  (jg)  in  the  Medical  Corps  of  the  Navy.  Can- 
didates must  be  less  than  32  years  of  age  at  the  time 
of  appointment. 

Candidates  will  be  required  to  appear  before 
boards  of  medical  examiners  and  supervisory  Naval 
examining  boards  at  the  Naval  Hospital  nearest 
their  place  of  residence  to  demonstrate  their  physi- 
cal and  professional  qualifications  for  appointment. 
Following  approval  by  the  President  of  the  United 
States  and  confirmation  by  the  Senate,  selected  can- 
didates will  be  issued  appointment  and  orders  as- 
signing them  to  duty  in  a  Naval  medical  facility  for 
active  Naval  service. 

A  lieutenant  (junior  grade)  in  the  Medical  Corps 
of  the  U.  S.  Navy  receives  compensation  at  the  fol- 
lowing rate  per  annum: 

*Ail<fr<l    RciilnJ  Silhfiijilriirr 

lUtsi-  Vini  Ct'iHjfCn.  Alloiranrc  Allnirtinrr        Tutfll 
AVitli 

Di'peiHli'iils         ■?2liin.n(i     $i3(iii.oii       Sii(iii.(in  .?,'ill.(iii       S.'iiiii.iio 
Withcmt 

Dt'licTidoiits        sitno.iin     ?i2on.n(i      S72ii.no  $2.-..i.,in      $1.^.1. .'in 

'Tlie  added  compensation  of  .?in(i.nn  per  month  «;u  .lutlior- 
ized  for  payment  to  medical  and  dental  officers  of  tlic 
Naval  service  by  Public  Law  .in.!— 80th  Congress  approved 
Augurt  :.,  ini7. 

Detailed  information  as  to  form  and  procedure  of 
application  may  be  obtained  from  the  offices  of 
Naval  Officer  Procurement  or  from  the  Bureau  of 
Medicine  and  Surgery,  Navy  Department,  Washing- 
ton 2.5,  D.  C.  (Attn.  Code-3424). 


Surprisingly   Low   Protein   Intake   of 
Pregnant  Women 

Six  separate  investigations*  on  the  protein  intake 
of  pregnant  women  are  in  striking  agreement  con- 
cerning the  low  percentage  of  patients  obtaining  an 
amount  which  is  regarded  as  an  adequate  daily  pro- 
tein intake.  As  a  criterion,  these  investigators  used 
protein  intakes  of  80  or  85  Gm.  daily.  The  percent- 
age of  patients  obtaining  at  least  these  amounts 
was  lov,',  ranging  from  7  to  37  per  cent.  The  use  of 
Mead's  concentrated  protein  foods,  Protenum  and 
Casec,  greatly  simplifies  the  problem  of  encouraging 
an  optimum  intake  of  protein  during  pregnancy. 
Both  of  these  preparations,  consisting  of  protein  of 
high  biologic  value,  are  palatable  and  can  be  incor- 
porated in  a  number  of  attractive  recipes. 

For  literature  on  Protenum  and  Casec,  wa-ite  Mead 
Johnson  &  Company,  Evansville  21,  Indiana. 
*  Bibliographj'  on   request. 


Sodium-Free  Salt  Substitute  Again  Available 

Rlanufacture  and  marketing  of  Neocurtasal  has 
been  resumed  by  Winthrop-Stearns  Inc.,  according 
to  announcement  by  Dr.  Theodore  G.  Klumpp,  presi- 
dent, who  said  it  is  the  first  sodium-free  salt  sub- 
stitute to  regain  national  distribution. 
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Chapel  Hill 

We  are  gathered  together  this  evening  at 
the  annual  banquet  time  of  the  State  Society 
to  pay  tribute  to  the  most  precious  thing  that 
can  come  to  a  human  being,  "a  thought."  The 
mainspring  for  human  activity,  the  power 
which  primes  the  intellectual  gun  is  a 
thought.  No  course  of  action  can  develop 
without  a  thought,  which  should  carry  with 
it  consideration  of  a  related  and  judicious 
nature.  There  are  at  least  two  kinds  of 
thoughts — good  thoughts  and  bad  thoughts. 
The  latter  order  of  thoughtf  ulness  may  pros- 
per for  a  period,  but  sooner  or  later  it  fails 
to  relate  itself  to  situations  and  circum- 
stances as  truth  in  a  helpful,  constructive 
fashion,  and  it  perishes.  It  is  the  fly  in  the 
ointment  of  things  hoped  for.  Its  transitory 
existence  resulted  in  discord  and  ugliness. 
It  died.  Good  thoughts,  as  a  result  of  their 
innate  quality  of  goodness,  take  on  an  ele- 
ment of  immortality.  They  may  find  initial 
or  even  prolonged  difficulty  in  establishing 
their  helpful  relatedness  to  human  activity, 
but  they  stand  during  this  period  of  trial  as 
goodness,  as  they  strive  for  a  helpful  related- 
ness until  the  day  comes  when  their  environ- 
ment— physical,  spiritual,  or  both — becomes 
so  constituted,  likely  through  their  influence, 
that  their  purposefulness  is  released  for  ad- 
vancement in  human  affairs.  They  never 
perish. 

One  hundred  and  fifty  years  ago  a  few 
individuals  as  physicians — Richard  Fenner, 
Nathaniel  Loomis,  John  Claiborne,  Calvin 
Jones,  William  B.  Hill,  Cargill  Massenburg, 
Sterling  Wheaton,  James  Webb,  James  John 
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Pasteur,  and  Jason  Hand — associated  them- 
selves with  the  good  thought  of  establishing 
the  North  Carolina  Medical  Society.  The 
first  meeting  of  the  Society  was  held  De- 
cember 17,  1799,  in  Raleigh,  North  Carolina. 
The  charter  of  the  Society  was  granted  by 
the  Legislature  of  North  Carolina  on  De- 
cember 23,  1799.  This  act  of  incorporation 
is  to  be  found  in  the  Laws  of  North  Carolina, 
1799,  Chapter  XXXVII.  From  this  origin 
annual  meetings  were  held  under  the  aus- 
pices of  the  above  indicated  officers  for  a 
number  of  years,  and  following  this  period 
there  occurs  a  lapse  in  the  continuity  of  this 
effort  for  which  there  is  no  explanation.  The 
activities  of  the  Society  may  have  tempo- 
rarily lapsed,  or  the  records  of  it  may  have 
been  misplaced  or  destroyed.  However,  the 
interesting  observation  to  make  is  the  fact 
that  such  organized  effort  for  medical  educa- 
tion and  medical  ])ractice  was  good,  and  as 
goodness  in  its  relatedness  it  has  survived 
until  the  present  time,  when  the  Medical  So- 
ciety of  this  state  is  certainly  one  of  the 
strongest,  most  thoughtful,  and  most  con- 
servative in  its  progressiveness  in  our  Union 
of  States.  The  Society  has  flourished,  and 
through  the  establishment  of  county  and  dis- 
trict medical  societies  it  has  insinuated  this 
personality  of  helpfulness  into  such  subsidi- 
ary areas  as  medical  thought  and  by  so  doing 
has  strengthened  the  composite  organization 
as  a  whole. 

It  becomes  my  happy  fortune,  acting  as 
spokesman  for  your  Sesquicentennial  Com- 
mittee— the  other  members  being  Drs.  Don- 
nell  B.  Cobb  and  Paul  H.  Ringer — to  present 
to  you  the  speakers  of  the  evening.  Two  in- 
dividuals have  been  chosen  by  your  commit- 
tee to  bring  greetings  to  the  Society  on  its 
one  hundred  and  fiftieth  birthday.  The  first 
speaker,  Dr.  Hubert  A.  Royster  of  Raleigh, 
was  chosen  to  represent  the  State  Society  as 
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a  state  organization,  and  the  second  speaker, 
Dr.  Hugh  J.  Morgan,  was  chosen  to  repre- 
sent state  medical  organizations  in  a  national 
sense  and  to  bring  to  the  Society  reasons  for 
and  against  certain  transitions  which  are  in 
the  process  of  developing  in  medicine  as  a 
whole  in  this  country. 

Nearly  fifty  years  ago  it  became  my  good 
fortune  to  become  associated  with  Dr. 
Hubert  A.  Royster  as  an  assistant.  When  I 
first  came  to  know  him,  he  had  one  of  the 
two  most  outstanding  general  practices  of 
medicine  in  the  city  of  Raleigh,  North  Caro- 
lina. That  princely  gentleman  and  eminent 
healer.  Dr.  Hubert  Haywood,  Sr.,  of  Raleigh, 
exercised  his  influence  as  eminent  practi- 
tioner at  the  same  time  that  Dr.  Royster  as- 
sumed his  significant  position  in  the  profes- 
sion in  this  city.  Dr.  Royster,  an  honor  grad- 
uate of  Wake  Forest  College  and  of  the  I\Ied- 
ical  School  of  the  University  of  Pennsylvania, 
was  associated  with  his  father.  Dr.  W.  I. 
Royster,  who  was  likely  the  most  brilliant 
intellect,  the  most  forward  looking  physician, 
and  the  greatest  student  of  medicine  that 
your  speaker  has  ever  known.  It  was  with 
"such  a  background  that  the  young  Royster 
commenced  his  general  practice  in  Raleigh, 
and  with  his  sense  and  through  his  charm 
and  personality  and  high  ideals  forged  ahead 
as  a  leader  in  medicine  in  the  state  in  gen- 
eral. 

At  this  period  of  state  medicine  there  was 
no  separation  between  the  surgeon  and  the 
general  practitioner.  There  were  no  special- 
ists except  those  who  stood  for  a  specialized 
understanding  of  diseases  of  the  eye,  ear, 
nose  and  throat,  and  such  specialists  within 
the   state  were  few   and  far  between.   Dr. 
Royster  felt  the  need  of  specialized  surgical 
understanding,  so  that  soon  after  my  asso- 
ciation with  him  he  gave  up  a  highly  lucra- 
tive general  practice  in  order  that  he  might 
follow  the  light  of  his  ideal  and  do  surgery 
alone  at  a  high  level  of  applied   excellence. 
This   was   a    difficult    decision,   for   at   this 
period  in  our  medical  life  in  the  state,  sur- 
gery was  usually   done  at  home  and  more 
rarel_\-  in  a  hospital.  Operations  were  done  of 
necessity  and  not  of  choice,  and  were  often 
delayed  so  long  that  an  unhappy  outcome 
was  inevitable.  This  idealist  for  the  advance- 
ment of  surgery  not  only  had  to  forsake  the 
ease  which  had  come  to  him  through  general 
practice,  but  had  to  overcome  through  his 
dexterity  as  surgeon  in  homes,  in  towns,  and 
in  the  countrv,  and  more  rarely  in  the  hos- 


pital, a  justified  prejudice  against  surgical 
intervention.  Dr.  Royster  did  this  by  day 
and  by  night,  and  to  him  and  to  Dr.  J.  W. 
Long  of  Greensboro  are  due  the  credit  and 
the  appreciation  of  the  physicians  of  this 
Society  for  having  stepped  out  against  ter- 
rific odds  and  developed  surgery  as  a 
specialized  entity.  This  is  Dr.  Royster's 
great  contribution,  which  gives  us  the  oppor- 
tunity tonight  of  honoring  him  in  the  high- 
est fashion  within  the  gift  of  this  organiza- 
tion. 

To  say  more  would  be  to  mar  the  principle 
which  underlies  that  which  I  have  said.  All 
possible  honors  of  a  local  and  of  a  general 
character  in  surgical  circles  within  this 
country  have  come  to  Dr.  Royster.  They  have 
come  as  a  result  of  the  goodness  of  his  pur- 
pose and  the  thoroughness  with  which  he 
accompli.shed  his  ideal.  It  is  my  privilege 
to  present  to  you  Hubert  Ashley  Royster, 
surgeon. 


A  CENTURY  AND  A  HALF  OF 
MEDICINE  IN  NORTH  CAROLINA 

Hubert  Ashley  Royster.  M.D.,ScD.  (Hon.) 
Raleigh 

"The  present  is  in  every  age  merely  the 
shifting  point  at  which  past  and  future  meet 
and  we  can  have  no  ciuarrel  with  either." 
In  these  words  of  Havelock  Ellis  there  is 
contained  the  germ  of  an  inspiration  which 
should  find  lodgement  and  growth  in  the 
consciousness  of  all  who  are  deeply  con- 
cerned with  life.  They  express  the  true  con- 
ception of  what  men  call  vision.  This  means 
literally  seeing  backward,  seeing  now,  and 
seeing  forward,  and  then  harmonizing  the 
relations  of  each  objective.  Just  as  in  ocular 
vision  one  does  not  actually  see  with  the  eye 
but  rather  with  the  brain,  so  in  the  larger 
realm  vision  depends  on  the  higher  faculties 
of  intelligence,  discernment,  and  understand- 
ing. We  are  justified,  therefore,  in  recalling, 
at  certain  intervals  and  on  special  occasions, 
the  events  of  bygone  days,  which  may  forti- 
fy the  present  and  enliven  the  future. 

Such  reflections  pervade  the  spirit  of  what 
I  may  say  in  response  to  the  courteous  invi- 
tation of  your  committee.  At  this  sesquicen- 
tennial  celebration  of  North  Carolina  medi- 
cine I  am  happy  to  join  you  in  the  felicita- 
tions of  the  hour.  Necessarily  my  narrative 
must  be  brief.    ^ly  account  has  been  bor- 
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rowed  from  previous  sources,  to  which  I  am 
all  but  wholly  indebted.  "I  have  gathered  a 
posie  of  other  men's  flowers,  and  nothing  but 
the  thread  that  binds  them  is  mine  own." 

The  No)-th  Carolina  Medical  Society 
In  the  closing  days  of  the  eighteenth  cen- 
tury the  first  medical  organization  in  North 
Carolina  had  its  birth.  The  Raleigh  Register 
of  November  12,  1799,  contained  the  follow- 
ing item :  "It  is  contemplated  by  several 
Gentlemen  of  the  Faculty,  in  the  State,  to 
form  themselves  into  a  Medical  Society,  and 
that  they  intend  to  convene  for  that  purpose 
in  this  city  sometime  in  the  month  of  De- 
cember." The  same  newspaper  records  the 
succeeding  events.  "On  the  17th  of  December 
1799  The  Medical  Society  met  this  day,  when 
Dr.  Hand  was  appointed  to  the  Chair,  and 
the  Society  proceeded  to  business."  The 
Legislature  was  in  session  at  the  time  and 
the  North  Carolina  Medical  Society,  under 
that  official  name,  was  legally  incorporated 
on  December  23,  1799. 

Editorially  the  Raleigh  Register  said: 
"Such  a  Society  could  be  made  extremely  useful 
...  by  the  discussion  of  medical  subjects,  which 
would  awaken  the  spirit  of  inquiry;  .  .  .  by  giving 
sanction  to  the  medical  skill  and  ability  of  candi- 
dates for  practice;  by  establishing  among  the  Fac- 
ulty a  friendly  intercourse;  by  enabling  the  com- 
munity to  distinguish  the  true  Physician  from  the 
ignorant  pretender;  and  by  discountenancing  and 
possibly  suppressing  the  fatal  and  criminal  practice 
of  Quacks  and  Empyrics." 

No  higher  purposes  or  nobler  aspirations 
for  a  medical  organization  could  be  con- 
ceived or  expressed,  even  by  physicians 
themselves. 

A  list  of  the  first  officers  of  the  Society 
was  published  December  24,  1799.  Let  us 
call  the  names  of  these,  our  earliesf  prede- 
cessors, and  keep  them  forever  in  remem- 
brance :  Richard  Fenner,  president ;  Na- 
thaniel Loomis  and  John  Claiborne,  vice 
presidents ;  Sterling  Wheaton,  James  \Vebb, 
James  John  Pasteur  and  Jason  Hand,  cen- 
sors ;  Calvin  Jones,  corresponding  secretary ; 
William  B.  Hill,  recording  secretary ;  Car- 
gill  Massenburg,  treasurer. 

With  one  exception  these  officers  were 
re-elected  annually  during  the  five  years  of 
the  Society's  existence.  It  would  be  a  duty 
of  devotion  and  of  personal  interest  to  tell 
here  the  story  of  the  officials  who  founded 
and  led  this  original  Society,  and  to  trace 
their  later  lives,  but  the  exigencies  of  the 
moment  forbid.  Suffice  it  to  say  that  they 
were  men  of  mark,  prominent  in  their  pro- 
fession  and    leaders   in    their    communities, 


carrying  on  successfully  to  the  end.  They 
were  gentlemen  and  scholars,  versed  in  his- 
tory, literature,  and  the  other  arts.  A  sep- 
arate study  of  their  individual  careers  might 
profitably  be  written. 

Picture,  if  you  will,  the  scenes  of  that  day, 
the  signs  of  those  times :  Our  country  was 
in  its  swaddling  clothes ;  John  Adams  was 
President  of  the  United  States ;  the  Consti- 
ttition  was  in  the  tenth  year  of  its  adoption; 
the  population  of  North  Carolina  was  478,- 
103 ;  the  City  of  Raleigh  was  seven  years 
old.  In  the  medical  world  of  that  time,  and 
just  afterward,  lived  Broussais,  Jenner,  Bell, 
Waterhouse,  Rush,  Louis,  Majendie,  Bichat, 
Warren,  and  others  equally  well  known. 

The  ending  of  the  eighteenth  and  the  be- 
ginning of  the  nineteenth  century  repre- 
sented the  golden  age  of  medicine.  During 
that  period  "a  strong  idealistic  undertone 
prevailed ;  and  any  learned  occupation  caused 
the  scholar  to  be  held  in  higher  esteem." 
Fifty  years  ago  Roswell  Park'"  wrote :  "Med- 
icine was  then  regarded  as  a  conscientious 
vocation  and  not  as  a  mere  business  or  trade ; 
indeed,  general  scientific  knowledge  more 
widely  prevailed  among  the  better  class  of 
the  pi'ofession,  and  there  was  much  less  of 
that  one-sided,  narrow  education  that  ob- 
tains today"  (1899).  Moreover,  the  profes- 
sion was  not  overcrowded ;  there  were 
neither  too  few  nor  too  many  doctors;  their 
position  in  the  community  was  on  a  higher 
plane;  their  social  relations  with  their  pa- 
tients were  more  intimate;  in  short,  there 
existed  then,  as  of  a  later,  but  not  more 
recent,  date,  "that  now  extinct  species,  the 
family  physician."'" 

Our  forefathers  in  the  profession  were 
the  medical  ambassadors  of  their  era.  They 
embodied  the  charactet-,  the  learning,  the 
dignity,  which  belonged  to  their  day.  Living 
as  they  did  at  the  junction  of  two  centuries, 
they  combined  within  themselves  high  con- 
ceptions of  the  past  with  hopeful  aims  for 
the  future. 

And  what  of  their  achievements?  The  So- 
ciety received  recognition  from  at  least  one 
leading  medical  journal  in  the  country,  ex- 
pressing interest  in  its  "zeal  and  enterprise," 
and  trusting  it  would  prove  of  the  "first 
respectability  and  usefulness."  At  the  initial 
session  a  prize  was  offered  for  the  best  essay 
on  a  medical  subject.  The  state  was  divided 
into  medical  districts,  and  frequent  regional 
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meetings  -were  urged;  applicants  for  mem- 
bership were  required  to  pass  successful 
examinations  before  the  Board  of  Censors; 
contract  practice  was  condemned;  excellent 
papers  on  scientific  subjects  were  read  from 
time  to  time;  a  striking  feature  was  the  es- 
tablishment of  a  "botanical  garden  and 
library,"  including  a  "museum  of  artificial 
and  natural  curiosities"  which  twenty  years 
later  were  turned  over  to  the  University  of 
North  Carolina.  The  address  of  the  presi- 
dent at  the  second  session  was  entitled:  "A 
Cursory  Narrative  of  the  Progress  of  the 
Science  of  Medicine  from  the  Earliest  Ages." 

The  Society  assembled  annually  in  regu- 
lar session  through  1804.  At  that  meeting 
"it  was  resolved  to  hold  the  next  one  in 
Chapel  Hill,  July  5,  1805.  No  record  of  this 
or  any  further  meeting  has  been  found."'-' 
From  that  date  the  North  Carolina  Medical 
Society,  as  an  organized  body,  was  no  more. 
All  that  is  known  of  its  history  has  been  de- 
rived from  the  files  of  the  Raleigh  Register, 
a  few  scattered  references  in  other  news- 
papers, and  the  medical  journals  of  that  day. 
Apparently  no  official  proceedings  were  pub- 
lished; certainly  none  were  preserved  for 
posterity. 

But  the  spirit  of  the  Founders  still  lives; 
their  influence  and  their  example  yet  re- 
main. Indeed,  there  was  left  a  living  link 
between  the  old  and  the  new.  It  was  in  the 
person  of  Dr.  James  Webb,  the  sole  survivor 
of  the  earlier  Society,  who  at  the  age  of  75 
became  an  honorary  member  of  the  later 
organization.  Fortunately  for  all  of  us.  Dr. 
Webb  had  been  the  preceptor  of  Dr.  Edmund 
Strudwick.  He  was  to  become  the  promoter, 
leader,  counselor,  and  guide  of  the  renewed 
Society,  whose  centennial  we  observe  to- 
night. Both  Webb  and  Strudwick  were  born 
in  Orange  County  and  lived  in  Hillsboro. 
Their  intimate  relation  as  preceptor  and 
pupil  is  one  of  the  treasured  traditions  of 
that  quaint  old  town. 

The  Medical  Society  of  the  State  of 
North  Ca)vli)ia 
Fifty  years  following  the  birth  of  the 
original  society  came  the  second  period  of 
organized  medicine  in  North  Carolina.  "On 
January  27,  1849  certain  physicians  who 
were  members  of  the  Legislature,  together 
with  several  other  physicians,  met  in  the 
clerk's  room  of  the  Senate  Chamber  and, 
after  conferring,  issued  a  call  for  a  State 
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Medical  Convention."  That  convention  was 
held  in  Raleigh  on  April  16,  1849,  with 
twenty-five  physicians  in  attendance,  repre- 
senting eight  counties.  It  was  declared  that 
"the  name  and  title  of  this  Society  shall  be 
The  Medical  Society  of  the  State  of  North 
Carolina,"  a  considerable  enlargement  of  the 
former  designation ;  and  so  it  continues 
today. 

"An  address  to  the  Physicians  of  North 
Carolina"   had   been   sent   out,   noting   that 

"hopes  of  those  who  issued  this  publication  were 
disappointed  when  that  day  brought  ...  a  delegation 
incompetent  in  numbers  but  not  in  spirit  .  .  .  This 
mortifying  circumstance  influenced  .  .  .  some  of  the 
most  elevated  and  liberal  minds  amongst  us  against 
the  assumption  of  the  name  and  authority  of  a  State 
Convention  .  .  .  Every  educated  physician  in  the 
State  acknowledges  with  the  deepest  regret  that 
under  .  .  .  corrupt  influences  our  honorable  profes- 
sion has  been  injured  in  its  standing,  our  titles  are 
assumed  and  our  privileges  claimed  by  charlatans 
.  .  .  Will  you,  then,  join  us  .  .  .  come  out  in  organized 
bodies  .  .  .  and  unite,"  so  that  "the  hue  of  science 
once  more  [may]  shine  on  vour  tarnished  escutch- 
eon." 

The  call  was  signed  by  Drs.  J.  B.  Jone.s,  W. 
H.  McKee,  N.  J.  Pittman,  J.  A.  McRae,  and 
R.  B.  Haywood. 

The  chairman  of  this  Medical  Convention 
was  Dr.  Frederic  J.  Hill  of  Brunswick 
County,  an  eminent  physician,  well  advanced 
in  years  and  feeble  in  health.  He  would  have 
been  chosen  as  the  first  president,  but  asked 
that  his  name  be  not  presented  and  suggested 
Dr.  Edmund  Strudwick,  who  had  previously 
moved  to  make  Dr.  Hill  president. 

From  the  very  beginning  the  rejuvenated 
Society  gave  evidence  of  its  virility.  Even 
at  this  preliminary  stage  it  named  delegates 
to  the  American  Medical  Association,  sug- 
gested constitutions  for  county  societies,  de- 
barred patentees  and  endorsers  of  secret 
remedies.  At  the  time  of  the  first  annual 
communication,  April  3,  1850,  the  die  was 
cast  and  the  Society's  choices  were  wise, 
setting  its  seal  upon  a  fortunate  future. 

It  has  been  said  that  "an  institution  is 
the  lengthened  shadow  of  one  man."  Abun- 
dant support  of  this  assertion  is  seen  in  the 
selection  of  the  first  president  of  this  our 
honored  and  honorable  Society,  which  has 
preserved  its  continuous  existence  for  these 
hundred  years.  That  first  president  was 
Edmund  Strudwick,  who,  elected  unanimous- 
ly at  the  age  of  47,  pointed  the  path  for  all 
to  follow.  In  1851  he  was  elected  to  succeed 
himself,  as  were  all  the  presidents  up  to  and 
including  the  year  1861. 

The  roster  of  officers  for  1850  and  1851 
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reads  as  follows :  president,  Edmund  Strud- 
wick,  of  Orange:  vice  presidents,  Fabius  J. 
Haywood  and  Chai'les  E.  Johnson,  both  of 
Wake,  James  E.  Williamson  of  Caswell,  and 
William  G.  Thomas  of  Edgecombe,  later  of 
New  Hanover;  secretary,  William  H.  McKee; 
and  treasurer,  William  G.  Hill,  both  of  Wake. 
These,  also,  should  dwell  forever  in  our 
hearts  and  minds ;  for  they  and  their  imme- 
diate successors  were  worthy  of  all  accept- 
ance. There  are  those  of  us  now  living  who 
were  born  during  their  later  lives,  who  were 
permitted  to  know  some  of  them  as  senior 
colleagues  and  who  at  least  remember  hear- 
ing of  their  deeds  and  sayings  from  our  own 
fathers.  For  them  a  few  of  us  still  feel  rever- 
ence, that  ever  vanishing  quality  which  be- 
stows so  much  both  upon  those  who  give  it 
and  those  who  receive  it. 

In  an  address  Strudwick  commented : 
"During  the  brief  existence  of  our  Society, 
it  has,  I  think,  accomplished  much  good  .  .  . 
There  is  a  perfume  of  kindness  in  our  inter- 
course which  indicates  a  higher  tone  of 
morality  in  the  profession  .  .  .  For  believe 
me,  whether  we  contribute  our  rightful  share 
to  this  great  work  or  not,  its  growth  is  in- 
evitable." 

Those  men  of  '49  and  their  followers  were 
coming  out  of  a  period  characterized  by  the 
highest  development  of  the  art  of  medicine, 
as  seen  in  their  perfection  of  clinical  obser- 
vation and  practical  therapeutics ;  they  were 
going  into  the  earliest  stages  of  the  modern 
science  of  medicine,  leading  to  knowledge  of 
the  bacterial  origin  of  disease,  the  physio- 
logic principles  of  diagnosis,  and  the  begin- 
ning of  antiseptic  surgery.  It  was  the  day 
of  the  terminating  Mexican  War,  the  gold 
rush  in  California  and  railway  expansion 
throughout  the  nation.  The  great  doctors 
over  the  world  of  that  era,  and  the  immedi- 
ately succeeding  years,  were  Virchow,  Bill- 
roth, Trousseau,  Pasteur,  Lister,  Wood. 
Sims,  Flint,  and  Gross.  We  may  be  sure 
that  our  fathers  in  medicine  drank  deep 
from  the  springs  of  learning  afforded  by 
such  talent;  for  there  are  recorded  reports 
of  experiences  gained  from  them,  both  at 
home  and  abroad.  Of  the  charter  members 
and  the  earliest  elected  Fellows  of  the  So- 
ciety not  less  than  twenty  pursued  their 
studies  in  Europe,  and  a  larger  number 
sought  further  postgraduate  instruction  in 
our  own  country. 

Thirty-two  years  ago,  in  "reviewing  the 
work  and  men  of  the  early  periods  of  our 


history,"  J.  W.  Long'-'  found  "many  things 
worthy  of  our  consideration.  The  vision  of 
those  early  fathers  is  quite  as  clear  and  far- 
sighted  as  our  own.  If  we  have  gone  further 
in  scientific  development,  it  is  simply  be- 
cause we  have  stood  upon  the  shoulders  of 
the  dead  past  and  profited  by  the  wisdom 
and  experience  of  our  progenitors.  Prac- 
tically everything  that  we  stand  for  today 
was  inaugurated  and  practised  by  them." 

Here  are  some  of  the  things  which  they 
fathered,  and  which  are  now  favored 
throughout  the  medical  world ;  The  value 
of  a  period  of  precollegiate  study  under  a 
preceptor,  corresponding  to  the  so-called 
premedical  courses  of  today;  insistence  on 
the  supreme  test  of  fitness  to  practise  medi- 
cine by  examination  before  an  authoritative 
board;  the  importance  of  internships  and 
postgraduate  study;  the  wisdom  of  perform- 
ing autopsies,  establishing  laboratories,  and 
doing  original  research ;  the  tremendous  gain 
to  be  derived  from  organized  medicine,  as 
shown  by  their  advocacy  of  regional  meet- 
ings in  counties  and  districts,  and  the  ethi- 
cal publication  of  their  proceedings. 

These,  our  examplars,  "not  only  stood  for 
all  that  was  good,  but  they  set  their  faces 
.  .  .  against  all  that  was  evil ;  against  quacks," 
imposters  and  advertisers.  As  Long  re- 
marks :  "To  say  of  these  pioneers  that  many 
of  their  theories  and  practices  have  been 
proven  to  be  erroneous  is  only  to  anticipate 
what  posterity  shall  say  of  us  .  .  .  They  lived 
up  to  the  best  lights,  the  most  advanced 
science  of  their  day.  If  we  are  in  any  sense 
better  than  our  fathers  were,  it  is  only  be- 
cause 'a  living  dog  is  better  than  a  dead 
lion.'  " 

How  prophetic  was  this  distinguished 
former  colleague  of  ours,  when  in  1917  he 
declared :  "It  is  an  interesting  thought  .  .  . 
that  v.e  knew  the  men  who  founded  The 
;\Iedical  Society  of  the  State  of  North  Caro- 
lina in  1849  and  are  tonight  looking  into  the 
faces  of  those  who  will  celebrate  its  centen- 
nial in  1949.  Let  us  make  history  of  which 
they  need  not  be  ashamed."  My  plea  is  that, 
laying  hold  of  Long's  message,  we  may  not 
only  make  history  but  write  it;  and  that 
when  the  year  2049  rolls  around  some  future 
historian  may  have  been  permitted  to  as- 
semble and  record  the  medical  annals  of 
North  Carolina  for  its  sester-centennial. 

If  the  pristine  leaders  of  The  Medical  So- 
ciety of  the  State  of  North  Carolina  had  done 
no  other  "things  worthy  of  our  considera- 
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tion,"  they  could  indeed  have  reason  to  be 
pi-oud  of  their  three  offspring,  legitimate 
children  born  of  their  ideals  and  efforts. 
One  had  to  do  with  ]n-otection  of  the  public, 
one  with  propagation  of  the  truth,  and  one 
with  prevention  of  disease.  The  three  estab- 
lishments were:  The  Board  of  Medical  Ex- 
aminers, made  legal  in  1859;  The  North 
Carolina  Medical  Journal,  attaining  a 
stable  existence  in  1869;  and  The  State 
Board  of  Health,  permanently  constituted  in 
1879.  These  periodic  years,  along  with  the 
starting  of  the  Society  itself  in  1849,  might 
be  called  the  notable  decades  in  our  medical 
life;  and  these  abiding  institutions,  famed 
for  their  early  founding,  have  accomplished 
so  much  and  are  so  well  conducted  as  to  need 
no  further  denomination. 

The  Onvard  Course  of  Medicine 
All  honor,  then,  to  these  medical  ancestors 
of  ours,  be  their  vintage  of  1799,  1849.  or 
both.  Our  sublime  obligation  is  to  ask  our- 
selves whether  or  not  the  spirit  of  these  men 
of  one  hundred  and  fifty  years  and  one  hun- 
dred years  ago  is  spent ;  or  whether  it  shall 
continue  in  even  greater  measure.  We  need 
not  forget  the  giants  of  the  olden  days  in 
order  to  acclaim  those  of  more  recent  years, 
who  yet  live  and  carry  the  torch. 

None  of  us  can  fail  to  be  stirred  by  the 
farewell  words  of  the  immortal  Strudwick: 
"Neither  the  apathy  of  friends,  the  cold  neg- 
lect and  deep  injustice  of  legislation,  nor 
pampered  quackery  and  empiricism  can  stay 
its  onward  course.  True  medical  science 
will,  like  the  majestic  oak,  with.stand  the 
shock  and  storm  of  every  opposition.  It  has 
been  beautifully  'compared  to  a  star,  whose 
light,  though  now  and  then  obscured  by  a 
passing  cloud'  will  shine  on  forever  and  ever 
in  the  firmament  of  heaven." 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


Personal  hygiene. — People  are  slowly  beginning  to 
recognize  this  changing  orientation  of  psychiatry  as 
a  branch  of  medicine  that  has  to  do  with  mental  hy- 
giene and  troubling  personality  problems  as  well  as 
with  the  more  obvious  and  crippling  mental  dis- 
oi-ders.  The  time  is  approaching  when  people  may 
come  in  for  periodic  psychiatric  check-ups  as  well  as 
for  periodic  physical  check-ups.  There  is  no  reason 
why  the  general  practitioner  should  not  be  in  the 
best  position  to  do  both,  and  help  to  avert  future 
difficulties  by  spotting  unsuspected  emotional  trends 
which  might  be  forerunners  of  disaster  if  not 
checked.  The  dovetailing  of  these  factors  into  a  com- 
prehensive tj-pe  of  approach  to  the  apparently  well 
patient  may  ultimately  prove  to  be  the  most  val- 
uable -jervice  medicine  has  to  offer  people  who  wish 
to  remain  well  both  physically  and  emotionally. — 
Melvin  W.  Thorner:  Psychiatry  in  General  Practice, 
Philadelphia,  M\  B.  Saunders  Company,  1948,  p.  4i:;4. 


SIR  WILLIAM  OSLER 

Mrs.  J.  C.  Trent,  EdUo,- 

Durham 

VI 

OSLER'S  ETHICAL  STANDARDS 

It  is  trite  to  say  that  the  reputation  of  a 
profession  depends  upon  the  behavior  of  the 
individuals  who  comprise  it.  Usually  the 
standards,  prestige,  and  cultural  significance 
of  a  in'ofession  are  considered  to  be  in- 
tangibles, and  little  worth  weighing.  Never- 
theless, they  can  be  readily  appraised  with 
reference  to  those  professional  leaders  who 
set  the  goals  for  conduct,  and  establish  the 
norms  of  the  profession. 

IMedical  ethics  are  frequently  confused 
with  medical  etiquette.  There  is  wide  public 
feeling  that  medical  ethics  are  merely  a  cloak 
behind  which  influential  members  of  the 
profession  may  influence  professional  poli- 
tics, or  obtain  professional  advantage.  The 
development  of  medical  ethics,  however,  has 
been  a  profound  factor  in  promoting  medical 
standards.  From  the  earliest  times  the  moral 
character  and  general  cultural  behavior  of 
the  leaders  in  medicine  have  set  a  high  ex- 
ample by  which  all  members  of  the  profes- 
sion have  been  judged.  Physicians  have  al- 
ways tended  to  regulate  their  own  profes- 
sional conduct  in  accordance  with  clear  and 
well  expressed  ideals.  From  Hippocrates  in 
the  fifth  century  B.C..  through  Galen  in  the 
second  century  A.D..  Pare  in  the  sixteenth 
century,  Sydenham  in  the  seventeenth  cen- 
tury, and  Percival  in  the  eighteenth  century, 
to  Lister  in  the  nineteenth  century,  individ- 
ual physicians  have  promoted  standards  of 
professional  conduct  by  example  and  preceut 
which  have  contributed  significantly  to  the 
ethical  concepts  of  our  culture.  To  this  great 
group  Sir  William  Osier  fittingly  belongs. 

Osier's   Cvlfural   Influences 

For  most  people  of  today  Osier  is  the 
epitome  of  the  great  physician.  He  was  pro- 
fessionally incomparable  as  a  diagnostician ; 
he  was  refreshingly  influential  in  promoting 
high  standards  of  medical  education  and  re- 
search ;  he  was  a  cultured  gentleman  of  broad 
intellectual  and  artistic  interest ;  he  was  a 
great  civic  leader  on  an  internatiunal  stage ; 
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he  was  an  extraordinarily  gifted  biographer 
and  bibliographer,  appreciating  fully  the 
wisdom  and  comfort  to  be  derived  from  solid 
men  and  solid  books ;  and  above  all  he  was 
a  richly  human  personage,  who  inspired 
thousands  to  strive  for  the  best  in  the  way 
of  promoting  health  and  happiness  among 
peoples  everywhere. 

This  broad  cultural  significance  on  the 
part  of  Osier  has  great  but  intangible  ethical 
aspects.  Osier  was  far  more  interested  in 
basic  moral  questions  than  in  mere  matters 
of  etiquette.  He  was,  of  course,  punctilious  in 
his  professional  relations,  but  he  was  wise 
and  big  enough  to  see  behind  the  visage  of 
etiquette  and  to  appreciate  the  essential 
character  of  a  man  and  his  behavior. 

Osier  left  no  direct  writings  on  medical 
ethics.  He  was  not  a  formal  philosopher.  His 
influence  was  great,  however,  by  precept  and 
example.  His  was  a  continual  exhortation  to 
the  richer,  better  life.  Osier  himself  lived 
richly  and  fully.  He  had  a  finely  developed 
sense  of  the  value  of  individuals  and  of  their 
efforts,  and  he  was  continually  praising 
those  who  had  done  good  work,  and  encour- 
aging them  to  go  on  and  do  more. 

Many  of  Osier's  pupils  have  testified  to 
the  great  significance  of  his  inspiration  in 
their  own  careers.  Many  of  them,  in  carrying 
forward  the  torch  he  passed  to  them,  have 
further  stimulated  others  with  his  rich  ex- 
ample. Osier  had  a  keen  sense  of  humor. 
Furthermore,  he  could  laugh  heartily  at  him- 
self. This  is  what  endeared  him  to  all  who 
knew  him. 

Osier's  witty  remarks  enlivened  many  an 
otherwise  dull  session,  and  his  letters,  post- 
cards, and  writings  sparkle  with  his  flashing 
comments  on  the  subject  of  interest.  Osier 
was  interested  in  everything!  His  historical 
writings  and  his  "lay  sermons"  testify  to  the 
breadth  of  his  cultural  activities  and  his 
imaginative  concern  with  all  the  important 
problems  of  his  time. 

The  Ethical  Influence  of  Oslei-'s  Writings 

The  general  morals  of  medicine  have  been 
regulated  since  antiquity,  on  the  one  hand  by 
society,  and  on  the  other  hand  by  physicians 
themselves.  The  social  regulations  of  medi- 
cine have  been  expressed  legally,  and  have 
generally  taken  the  form  of  regulations  for 
the  right  to  practice  medicine,  with  qualifi- 
cations established  by  examination.  The  reg- 
ulation of  the  morals  of  doctors  by  doctors 
themselves  has  been  established  largely  by 


precept,  example,  and  continued  exhortation. 

The  most  influential  document  in  medical 
ethics  is,  of  course,  the  Hippocratic  Oath. 
This  has  been  thoroughly  studied  by  W.  H. 
S.  Jones  and  Ludwig  Edelstein'".  In  a  formal 
way,  the  nineteenth  and  twentieth  century 
codes  of  ethics  have  probably  been  as  influ- 
ential as  the  Hippocratic  Oath.  These  codes, 
adopted  by  medical  societies,  and  deriving 
authority  from  their  power  of  discipline,  are 
developed  from  the  1804  Code  of  Ethics  pro- 
posed by  Thomas  Percival  (1756-1804)'-'.  It 
is  characteristic  of  Osier  that  he  paid  little 
attention  to  formal  pronouncements,  formal 
regulations,  or  formal  injunctions.  While 
he  had  a  great  natural  dignity,  his  was  the 
influence  of  encouragement  and  exhortation, 
rather  than  the  attempt  at  control  by  author- 
ity. In  this  respect  Osier  belonged  to  the 
great  company  of  brilliant  medical  leaders 
including  Pare,  Sydenham,  Lister,  Paget, 
and  Welch. 

Osier's  principles  and  standards  of  moral 
conduct  were  implied,  rather  than  directly 
stated.  They  were  implied  not  only  in  his 
conduct,  but  even  more  pertinently  in  his 
conversation,  correspondence,  and  formal 
writing.  His  high  standards  of  ethical  be- 
havior are  apparent  not  only  in  connection 
with  his  professional  and  technical  writings, 
but  more  explicitly  and  particularly  in  his 
historical  and  popular  writings.  Osier's  most 
influential  ethical  writing  carries  a  strong 
religious  overtone. 

Osier  himself  appreciated  the  inspirational 
character  of  many  of  his  general  writings. 
In  1905  he  published  many  of  his  best  gen- 
eral essays  to  that  date  under  the  title 
Aequanimitas'-".  This  important  volume  has 
been  reprinted  many  times,  and  is  still  a 
popular  gift  for  medical  students.  In  this 
same  year  Osier's  pupil  C.  M.  B.  Camac  made 
a  special  collection  of  Counsels  and  Ideals 
FROM  THE  Writings  of  William  Osler*^', 
which  went  through  many  editions  and  is 
still  highly  prized. 

An  outstanding  example  of  Osier's  keen 
appreciation  of  the  significant  factors  in  pro- 
fessional etiquette  and  practice  is  illustrated 

1.  (a)  Jones.  W.  H.  S.:  The  Doctor's  Oath:  An  Essay  in  tlie 
Histon'  of  Medicine.  London.  Cambridiie  University  Press. 
1924;  (b)  Edelstein,  L. :  The  Hippocratic  Oatli:  Text, 
Translation  and  Interpretation,  Bull.  Hist.  Med.  (supp.  1), 
pp.   1-64,  1943. 

2.  Leake,  C.  D. :  Percival's  Medical  Ethics,  Baltimore,  Wil- 
liams  and   Wilkins,    192T. 

3.  Osier.  W.:  Aequanimitas-  With  Other  Addresses  to  Medi- 
cal Students.  Nurses,  and  Practitioners  of  Medicine,  Phila- 
delphia,   Blakiston,    1905. 

J.  Camac.  C.  M.  B. :  Counsels  and  Ideals  from  the  Writings 
of  William   Osier,   Boston,   Houghton    Mifflin.    1905. 


400 


NORTH   CAROLINA   MEDICAL  JOURNAL 


August,  1949 


in  his  farewell  address  to  the  medical  pro- 
fession of  the  United  States  when  he  went 
to  Oxford  to  assume  the  Regius  Chair  of 
Physics.  This  address,  "Unity,  Peace  and 
Concord,"  was  widely  printed  and  quoted. 
Osier's  more  general  ethical  standards  are 
indicated  in  his  inspiring  essay,  "Man's  Re- 
demption of  Man."'""  Another  one  of  Osier's 
splendid  general  ethical  discussions  which  is 
still  widely  circulated  is  "A  Way  of  Life."''" 
This  remains  one  of  the  finest  lay  sermons 
ever  delivered  by  a  physician. 

In  checking  through  Osier's  tremendous 
list  of  writings,  one  cannot  fail  to  be  im- 
pressed by  the  large  number  which  express 
not  only  a  broad,  cultural  and  historic  in- 
terest, but  also  a  keen  appreciation  of  the 
importance  of  ethical  matters.  Each  of  his 
historical  and  biographical  sketches  carried 
a  moral.  He  was  wise  enough  not  to  spoil  it 
by  overemphasis  or  direct  preaching. 

Osier's  Alter  Ego 

Osier  was  intensely  human.  He  had  an 
enormous  drive.  Everything  he  did  was  well 
and  intensely  done.  Of  course,  there  were 
plenty  of  inconsistencies  in  it  all.  As  an  ex- 
tremely popular  and  well  known  figure,  he 
found  it  difficult  to  relax,  or  to  find  a  place 
where  he  could  be  alone,  and  be  himself.  It 
was  necessary  for  him  to  live  up  to  his  dig- 
nity in  public,  and  it  was  difficult  for  him 
ever  to  escape  the  public  which  knew  and 
loved  him  so  well. 

When  he  travelled,  he  frequently  used  a 
pseudonym  in  order  to  avoid  unnecessary 
publicity  or  bother.  He  probably  used  many 
different  names,  but  the  one  most  frequently 
associated  with  him  is  Egerton  Yorrick 
Davis.  It  would  be  a  delightful  study  for 
some  Osier  fan  to  investigate  the  life  and 
career  of  Edgerton  Yorrick  Davis,  and  to 
compile  a  bibliography  of  his  writings. 

Those  who  knew  Osier  well  appreciate  the 
fun  he  had  in  writing  letters  to  newspapers 
and  professional  magazines  under  pseudo- 
nyms. He  did  many  a  keen  bit  of  leg  pulling 
by  this  device.  Alany  of  these  writings  are 
gems.  Osier  himself  confesses  that  "I  never 
could  understand  about  Egerton  Yorrick 
Davis."'"'  Osier's  accompanying  demon 
helped  him  in  all  sorts  of  practical  jokes,  but 

J.    Osier.    W. :    Mnn's    Redemption    of    Man,    A    Lay    Sennon. 

Neiv  York,   P.   B.   Hoeber.    1913;    also   American   Magazine 

71:2-l6-2o2,    1910. 
0.    Osier.  W.:  A  Way  of  Life:  An  Address  lo  Vale  Students. 

New  York.  P.  B.  Hoeber,  1914. 
7.    Cushing,   H..   Sir  William   Osier.   Oxford   University  Press, 

1925,   r.    1,   p.    240. 


usually  got  him  into  trouble  also.  Fortunate- 
ly, Osier  was  always  big  enough  in  character, 
stature,  and  reputation  to  be  able  to  laugh 
off  whatever  trouble  he  might  get  into. 

Osier  was  not  even  above  playing  the 
double  alter  ego.  Dr.  Miley  Wesson  notes 
Osier's  contribution  to  Peyronie's  disease,  in 
a  letter  to  the  editor  of  the  Bosto)i  Medical 
and  Surgical  Journal  signed  "J.  W.  W.  Jr.," 
and  his  later  letter,  calling  attention  to  the 
earlier  one,  this  time  signed  "E.  T.  D.,  Jr."'*' 

P.sychologically  Osier's  alter  ego  must  have 
been  a  great  relief  for  him.  Nevertheless,  it 
raises  rather  delicate  problems  of  an  ethical 
nature.  Would  Osier  recommend  an  alter  ego 
for  all  professional  leaders?  There  is  always 
the  temptation  to  scandalous  doings  under 
these  circumstances,  and  only  in  a  person  of 
the  highest  integrity  and  devotion  to  stand- 
ards could  it  be  carried  through  with  good 
humored  acknowledgment.  Osier  had  the 
supreme  genius  of  being  able  to  laugh  at  him- 
self. 

L' Envoi 

William  Osier  was  one  of  the  most  vivid 
leaders  in  medicine.  His  technical  and  pro- 
fessional skill  was  balanced  by  a  high  devo- 
tion to  the  best  principles  of  human  conduct. 
He  lived  richly  and  well.  In  his  personal  life 
he  set  a  great  example  to  vigorous  living, 
and  in  his  writings  he  continually  exhort^^d 
to  the  better  life. 

Chauncey  D.  Leake,  M.D. 
Executive  Vice-Pi-esident 
University  of  Texas  Medical 
Branch,  Galveston 


Wesson,    M.    B. 
(March).  1943. 


Peyronie's    Disease,    J.    Lrol.    4U:3J0-35C 


American  Academy  of  Neurology 

The  American  Academy  of  Neurology  held  its 
first  national  scientific  meeting  at  French  Lick 
Springs,  Indiana,  June  1-3.  Almost  300  attended  the 
sessions,  during  which  some  38  scientific  papers 
were  presented. 

The  American  Academy  of  Neurology  was  founded 
two  years  ago  in  response  to  a  growing  need  for  a 
national  organization  to  foster  the  progress  of  clin- 
ical neurology.  Growth  of  this  relatively  young  or- 
ganization has  been  rapid,  and  it  now  has  over  700 
members.  Current  officers  of  the  Academy  are:  Dr. 
A.  B.  Baker,  president;  Dr.  Pearco  Bailey,  vice  presi- 
dent; and  Dr.  Joe  R.  Brown,  secretary-treasurer. 

All  communications  should  be  addressed  to  Dr.  Joe 
R.  Brown,  Secretary,  American  Academy  of  Neu- 
rology, Mayo  Clinic,  Rochester,  Minnesota. 
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MR.  HOOVER  MISREPRESENTED 

The  Committee  for  the  Nation's  Health 
is  one  of  the  most  active  organizations  lobby- 
ing for  the  passage  of  a  compulsory  health 
in.'iurance  bill.  It  was  organized  by  Michael 
Davis,  Ph.D.,  and  has  for  its  chairman  Dr. 
Channing  Frothingham.  A  steady  stream  of 
propaganda  issues  from  its  Washington  of- 
fice. The  following  quotations  from  a  bulle- 
tin dated  August  1  serve  to  indicate  the  in- 
tellectual dishonesty  of  this  outfit. 

"Congress  is  about  to  vote  on  the  proposal  to 
establish  a  U.  S.  Department  of  Welfare — that  is. 
to  give  the  existing  Federal  Security  Agency  the 
full  status  of  a  Federal  department.  This  is  proposed 
by  President  Truman  on  the  recommendation  of  the 
Hoover  Commission,  and  has  long  been  needed.  Mr. 
Hoover  has  personally  advocated  it. 

"The  American  Medical  Association  is  all-out  to 
kill  this  measure.  Its  $3,500,000  lobby  has  thrown 
its  full  weight  into  this  issue.  Reason:  Oscar  E\\'ing, 


head  of  Federal  Security  Agency,  is  the  chief  admin- 
istration spokesman  in  favor  of  national  health  in- 
surance .  . 

"It  is  up  to  us— up  to  YOU— to  do  everything 
possible  to  prevent  an  AMA  victory  in  this  first 
round." 

The  statement  that  the  Hoover  Commis- 
sion and  Mr.  Hoover  personally  advocated 
such  a  three  legged  monstrosity  as  the  De- 
partment of  Welfare  directly  contradicts  the 
recommendations  of  the  Hoover  Commission. 
The  Task  Force  Report  on  Federal  Medical 
Services  (Supplement  to  Appendix  0)  points 
out  the  advantages  of  an  independent  health 
agency,  entirely  separated  from  the  Federal 
Security  Agency,  which  "should  be  headed 
by  a  professional  career  director  general. 
Under  the  new  plan  he  should  report  directly 
to  the  President,  and  should,  in  the  nonmili- 
tary  Federal  medical  organization,  be  the 
highest  ranking  physician  in  the  Govern- 
ment. The  supreme  medical  importance  of 
the  position  of  the  Director  General  should 
command,  irrespective  of  all  other  considera- 
tions, the  ablest  medical  and  health  adminis- 
trator whose  services  can  be  obtained  by  the 
Government." 

Mr.  Hoover  deserves  the  heartfelt  thanks 
of  the  entire  country  for  the  tireless  and  un- 
selfish devotion  with  which  he  carried 
through  his  monumental  task.  It  would  be 
a  calamity  if  much  of  what  he  has  accom- 
plished should  be  undone  to  further  the  over- 
weening ambition  of  Mr.  Oscar  Ewing  to  be 
a  cabinet  officer  and  to  have  more  power 
than  any  man  in  Washington,  with  the  pos- 
sible exception  of  the  President.  Do  not  be 
misled  into  thinking  that  the  Reorganization 
Plan  No.  1  is  a  step  in  carrying  out  the 
Hoover  Commission  recommendations.  On 
the  contrary,  it  would  do  much  to  further 
the  ambitions  of  Ewing,  Falk,  and  Company. 
Let  every  doctor  who  reads  this  editorial 
heed  the  first  paragraph  in  the  Frothingham 
Committee's  bulletin :  "This  is  an  urgent  ap- 
peal for  immediate  action.  We  ask  you  to 
send  letters  and  telegrams  to  your  Senators 
and  Congressman  today  to  meet  a  sudden 
emergency." 

^•:         i}:         * 

Editor's  Note:  Since  this  editorial  was  put  into 
type,  the  Senate,  by  the  decisive  majority  of  (50  to 
32,  voted  against  Reorganization  Plan  No.  1. 
Twenty-three  Democrats  joined  with  thirty-seven 
Republicans  to  defeat  the  plan.  Jlany  of  our  readers 
will  regret  that  both  the  senators  from  North 
Carolina  voted  in  favor  of  it. 
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DR.  MORRIS  FISHBEIN 

A  profound  truth  is  contained  in  the  Old 
Testament  story  of  the  scapegoat,  which  was 
blamed  for  all  the  sins  of  the  congregation 
and  punished  by  being  sent  out  into  the  wil- 
derness. One  of  the  strongest  traits  of  human 
nature  is  the  desire  to  find  someone  to  blame 
for  anything  that  goes  wrong. 

For  many  years  Morris  Fishbein's  name 
has  been  synonymous,  in  the  eyes  of  the  pub- 
lic—and of  many  doctors— with  the  Ameri- 
can Medical  Association.  Those  who  are 
most  anxious  to  discredit  the  medical  pro- 
fession have  seized  every  opportunity  to 
create  the  impression  that  he  ruled  the 
A.M. A.  with  an  iron  hand,  and  that  the  mem- 
bers of  the  Board  of  Trustees  and  of  the 
Hou.se  of  Delegates  were  his  puppets.  It  is 
natural,  therefore,  that  those  who  sought  a 
scapegoat  to  blame  for  the  A.M.A.'s  poor 
public  relations  should  select  him. 

It  is  true  that  Dr.  Fishbein  is  impetuous, 
that  he  is  sarcastic,  and  that  he  is  not  always 
diplomatic.  With  all  his  faults,  however,  no 
one  who  really  knows  him  would  ever  ques- 
tion his  intellectual  honesty,  his  courage,  or 
his  loyalty  to  his  friends,  to  the  American 
Medical  Association,  and  to  his  country.  The 
Connecticut  State  Medical  JournaV'  has  well 
said : 

"It  .'ieems  easy  for  some  to  forget  all  that  Morris 
Fishbein  has  done  for  organized  medicine  in  the 
United  States.  During  his  36  years  at  headquarters 
by  his  own  brilliant  talents  .as  an  editor  he  has 
developed  the  Journal  of  the  AMA  into  the  greatest 
medical  publication  in  the  world.  It  is  impossible  to 
measure  the  support  gained  for  this  Journal  through 
his  personal  contacts  and  friendships.  His  labors 
have  not  been  confined  to  one  journal  but  as  editor 
of  Hygpia  and  of  all  the  special  journals  published 
by  the  AMA  Dr.  Fishbein  has  shown  a  capacity 
for  work  almost  without  limitations.  His  popularity 
as  a  speaker  before  professional  and  lay  groups  has 
been  nothing  short  of  miraculous  and  his  ability  to 
write  and  edit  volumes  of  books  has  marked  him 
as  a  keen  student  of  the  written  as  well  as  the 
spoken  word.  He  has  come  to  be  considered  an 
authority  on  medical  writing.  This  renown  in  the  lit- 
erary field  has  not  been  confined  to  our  owm  country 
for  only  last  summer  Morris  Fishbein  was  chosen  to 
head  up  the  new  international  association  of  medical 
editors. 

•'Change  we  must  have  for  that  is  the  law  of 
nature.  The  demand  for  his  retirement  may  be  as- 
cribed to  his  faculty  of  vituperative  return  of  blow 
for  blow  in  combat  when  the  chips  are  down.  Those 
who  kiiow  the  real  Morris  Fishbein  can  see  beyond 
this  aggressive  loyalty  and  can  appreciate  the  talent 
of  a  genius.  Organized  medicine  will  soi-ely  miss  his 
literary  skills  when  the  day  arrives  for  him  to  turn 
over  his  pen  to  a  successor." 

1.    Man    Soon    Forgets,    Editorial,    Connecticut    M.    J.    13:052- 
653    (July)   1949. 


CHIROPRACTORS  IN  THE  VETERANS 
ADMINISTRATION? 

Senator  Claude  Pepper  of  Florida  has 
been  one  of  the  most  vociferous  champions 
of  tax  supported,  politically  controlled  medi- 
cine. It  is  therefore  only  fair  to  assume  that 
he  has  given  considerable  thought  to  the 
standards  of  medical  practice  which  should 
be  required  under  such  a  scheme. 

It  is  noteworthy,  therefore,  that  on  June 
8  Mr.  Pepper  introduced  in  the  Senate  a  bill 
(S.  2025)  "To  authorize  the  appointment  of 
doctors  of  chiropractic  in  the  Department  of 
Medicine  and  Surgery  of  the  Veterans'  Ad- 
ministration." The  bill  was  referred  to  the 
Committee  on  Labor  and  Public  Welfare. 

This  evidence  that  Senator  Pepper  recog- 
nizes chiropractors  as  the  professional  equals 
of  medical  men  should  give  physicians  and 
the  public  an  idea  of  what  medical  practice 
would  be  like  if  it  were  controlled  by  poli- 
ticians of  his  ilk. 


MRS.   -JOSIAII   TRENT   HONORED 

Those  who  have  noted  how  capably  Mrs. 
Josiah  Trent  has  conducted  the  "Thumbnail 
Sketches"  in  the  North  Carolina  Medical 
Journal  will  not  be  surprised  at  a  recent 
announcement  released  by  Dr.  George  Rosen, 
editor  of  the  Journal  of  the  History  of  Medi- 
cine and  Allied  Sciences.  The  announcement 
states  that  three  new  members  have  been 
added  to  the  Board  of  Editors  of  that  ,iour- 
nal,  and  that  Mrs.  Trent  is  one  of  the  three. 
The  others  are  Miss  Genevieve  Miller,  acting 
editor  of  the  Bulletin  of  the  History  of  Medi- 
cine, and  Dr.  Lloyd  Stevenson,  author  of  a 
biography  of  Sir  Frederick  Banting. 

"Each  of  them  comes  to  the  Journal  with  qualities 
of  mind  and  abilities  that  will  be  of  inestimable 
value  to  the  publication. 

"Mrs.  Trent,  who  is  taking  the  place  of  her  hus- 
band, the  late  Dr.  Josiah  C.  Trent,  shares  in  unusual 
degree  the  interests  and  enthusiasms  that  were  his. 
In  addition,  she  brings  to  the  Journal  a  fine  back- 
ground in  literature  and  history,  and  will  contribute 
greatly  to  further  its  underlying  purpose." 

The  North  Carolina  IMedical  Journal 
congratulates  both  Mrs.  Trent  and  the 
Joiniial  of  the  History  of  Medicine  and 
Allied  Sciences. 


August,   1949 


COMMITTEES  AND  ORGANIZATIONS 


403 


Committees  and  Or^aiaizatioes 


1. 


10. 


9. 
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NORTH    CAROLINA    STATE    BOARD    OF 
MEDICAL   EXAMINERS 

(iuesfions  Asked  in  the  .Tune,  1949,  Examination 

ANATOMY,  HISTOLOGY  and  EMBRYOLOGY 
M.   A.   Pittman,   M.D. 

Give  course  of  internal  and  external  saplienous 

veins.  Illustrate  by  drawing. 

Give  structures  from  without  inward  that  would 

lie    involved    in    the   repair   of   umbilical    hernia 

(transverse  incision). 

Give  origin,  distribution,  and  function  of  phrenic 

nerve. 

Locate  the  following: 

A.  Olecranon  process 

B.  Coracoid  process 

C.  Os  ealcis 

D.  Calcaneus 

E.  Intercondyloid   eminence 

F.  Semilunar  cartilage 

G.  Incisura   angularis 
H.  Hypothenar  eminence 
I.    Speech  center  in  a  left-handed  person 
J.   Thyroidea  ima 

Is  it  always  present  ? 
Describe   the   clavicle,   giving   ai'ticulations   and 
muscle  attachments. 

Give  the  origin,  insertion,  and  function  of  the 
psoas  major  muscle. 

Describe  circulatorv  changes  in  the  infant  at 
birth. 

(A)  Define    serous    membrane    and    give    three 
examples. 

(B)  Define   mucous   membrane    and    give   three 
examples. 

(C)  What   is   the   largest    serous   membrane    in 
the  body? 

(A)  What   is   the   length   of   an   embryo   at   3 
months  ?    At  5  months  ?    At  7  months  ? 

(B)  Name  the  three  germ  layers. 

(C)  Name    two    structures    derived    from    each 
layer. 

(A)  Where  is  yellow  bone  marrow  found? 

(B)  Where  is  red  bone  marrow  found? 

(C)  Describe  the  development  of  red  blood  cells. 

CHEMISTRY   AND    PHYSIOLOGY 
P.  G.  Parker,  M.D. 

Define:  (a)  normal  solution,  (b)  molar  solution, 
Cc)   valence. 

Describe  the  derivation  of  the  term  "ph",  and 
explain  what  it  means. 

To  what  extent  does  the  absence  of  bile  from  the 
intestinal  tract  influence  digestion  and  absorp- 
tion? 

Discuss  the  composition  and  nutritional  value 
of  milk. 

Symptoms  of  poisoning  from  sulfadiazine.  Out- 
line your  management  of  a  severe  case  of  poi- 
soning by  this  drug. 

What  is  the  relation  of  chromatin,  chromosomes 
and  genes  ? 

Discuss  blood  groups.  Give  method  of  typing 
blood. 

Describe  the  mechanisms  of  storage  and  release 
of  energy  by  the  tissues  of  the  body. 
Discuss  the  regeneration  of  nerves. 

(a)  Describe  the  regulation  of  the  body  temp- 
erature. 

(b)  In  what  ways  may  fever  be  produced? 


BACTERIOLOGY  AND  PATHOLOGY 
Ivan  Procter,  M.D. 

Bacteriology 

1.  (a)   Name    three   members     of    the    Clostridium 

group  of  organisms. 

(b)  Name  the  disease  for  which  each  is  respon- 
sible. 

(c)  List  two  characteristics  of  the  respective 
species  by  means  of  which  they  may  be 
identified  in  the  laboratory. 

2.  (a)   Name  two  methods  available  for  skin  test- 

ing when  tuberculosis  is  suspected. 
(h)   What  is  the   significance  of  a  positive  skin 
test? 

3.  (a)   Describe  the  morphologic  and  cultural  char- 

acteristics   of    the     organism     that    causes 
whooping  cough, 
(b)   Outline   a   method   of   specific   protection   in 
this  infection. 

4.  Name  two  important  diseases  caused  by  bacteria 
and  two  caused  by  viruses  in  which  active  im- 
munization is  of  value  as  a  prophylactic  measure. 

5.  Name  three  bacterial  diseases  that  may  be  ade- 
quately treated  by:  (a)  sulfonamides,  (b)  peni- 
cillivi,   (c)    streptomycin. 

Pathology 

1.  Define:  (a)  hemosiderin,  (b)  infarct,  (c)  silico- 
sis,  (d)   carcinoma. 

2.  What  is  the  gross  and  microscopic  pathology  in 
acute  hemorrhagic  pancreatitis  ?  What  is  the 
etiology  ? 

3.  Name  four  lesions  of  the  uterine  cervix.  Give  the 
gross  and  microscopic  findings  you  would  expect 
in  each. 

4.  What  are  the  microscopic  findings  in:  (a)  chronic 
pulmonary  tuberculosis,   (b)   Boeck's  sarcoid? 

.5.  Describe  the  essential  differences  in  varieties  of 
carcinoma  of  the  breast. 

MEDICINE   AND  THERAPEUTICS 
M.   D.    Bonner,   M.D. 

(Answer  any  five  questions.) 

1.  Discuss  the  prognosis  and  treatment  of  infectious 
(viral)  hepatitis. 

2.  A  male,  35  years  of  age,  is  brought  to  the  emer- 
gency ward  in  coma.  List  clinical  and  laboratory 
observations  that  would  aid  you  in  ascertaining 
the  cause  of  the  patient's  comatose  state.  Indi- 
cate briefly  the  treatment  of  the  coma  due  to 
each  of  these  causes. 

3.  Discuss  the  differential  diagnosis  of  broncho- 
genic carcinoma. 

4.  Discuss  the  diagnosis  and  treatment  of  miliary 
tuberculosis. 

.5.  List  in  the  order  of  frequency  the  causes  of 
hematemesis.  Give  the  immediate  management 
of  a  massive  hematemesis  in  a  female  patient 
35  years  old. 

G.  Enumerate  precautions  necessary  in  giving  blood 
transfusions  to:  (a)  a  postpartum  woman,  (b) 
a  newborn  infant.  Discuss  the  symptoms  and 
sequelae  of  a  transfusion  reaction. 

OBSTETRICS  AND  GYNECOLOGY 
Thomas   Leslie  Lee,   M.D. 

Obstetrics 

1.  Describe  the  development  of  the  fetal  mem- 
branes. 

2.  (a)   Name    four    causes    of    postpartum    hemor- 

ihage  and  give  the  treatment  of  each, 
(b)    Name  the  two  most  frequent  causes  of  hem- 
orrhage in  the  last  trimester  of  pregnancy. 
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3.  (a)   What  are  the  contraindications  to  cesarean 

section? 
(b)   Name  three  types  of  cesarean  section. 

4.  Name  the  factors  concerned  witli  the  progress 
of  labor. 

5.  Name  four  conditions  which  must  exist  before 
forceps  can  be  applied  safely. 

Gynecology 

1.  (a)   Name    the     supporting     structures     of    the 

uterus, 
(b)   Describe      briefly      Mackenrodt's      ligament. 
What  does  it  contain  ?   Give  their  relation. 

2.  Describe  your  treatment  of  benign  uterine  bleed- 
ing in  an  unmarried  girl  16  years  of  age. 

P>.    Name  the  symptoms  of  endometriosis. 
4.     (a)   Give  the  signs  and  symptoms  and  treatment 
of  carcinoma  of  the  cervix,  stage  1. 
(b)   What  is  a  Wertheim  operation?  Wlien  is  it 
indicated? 
.f).    Give  the  differential  diagnosis  of  acute  appendi- 
citis and  acute  salpingitis. 

SURGERY 
R.  B.  McKnight,  M.D. 

NOTE:   Please  make  your  discussions  brief  and  to 
the  point.  No  operative  technique. 

1.  A  "9  year  old  white  woman  underwent  cholecys- 
tectomy nine  months  previously.  Pathologic  re- 
port was  chronic  cholecystitis  with  several  small 
stones.  For  about  six  months  she  did  well.  Now 
she  comes  to  vour  office  complaining  of  nausea 
and  some  indigestion  and  rather  severe  unner 
right  ciuadrant  pains  which  are  somewhat  inter- 
mittent, but  constantly  present  in  some  degree. 
She  does  not  appear  jaundiced.  She  has  not  lost 
weight.  Outline  your  procedure  of  study  and  dis- 
cuss the  diagnostic  possibilities. 

2.  A  man  rushes  to  your  office  stating  that  he  has 
a  young  boy  with  a  broken  leg,  whom  he  picked 
up"  some  blocks  down  the  street,  out  in  his  auto- 
mobile. You  go  to  the  car  and  find  a  sixteen  venr 
old  boy  reclining  on  the  rear  seat,  groaning  with 
pain  and  sweating  profusely.  A  auick  glance 
shov.-s  definite  angulation  of  the  right  femur  in 
the  region  of  the  middle  third.  The  leg  is  definite- 
Iv  rotated.  Outline  your  procedure. 

3.  During  your  internship  a  (i.5  year  old  man  is  re- 
turned to  the  ward  from  surgery  where  he  had 
a  thjToidectomy  for  a  large  non-toxic  nodular 
goiter.  You  see  him  as  he  is  put  to  bed  and  his 
condition  is  excellent.  When  yon  visit  him  an 
hour  later,  he  has  reacted  normally,  his  voice  is 
clear,  breathins:  regular  and  he  has  no  com- 
plaints other  than  moderate  pain  in  the  opera- 
tive field.  Two  hours  later  a  nurse  calls  -^'ou 
frantically  saying  that  he  has  suddenly  gon°  bad 
and  is  apparently  dving.  You  find  him  verv  cva- 
notie,  respiration  labored,  pulse  fair,  and  an  in- 
tenselv  worried  and  anxious  expression  on  his 
face.  It  is  obvious  that  he  is  in  a  serious  and 
immediately  critical  condition.  Outline  the  possi- 
bilities here  and  describe  your  treatment. 

4.  A  22  year  old  man  is  brought  into  the  hosoital 
about  half  an  hour  following  an  automobile 
accident  in  which  he  had  a  head-on  collision, 
jamming  the  steering  wheel  against  his  u-ouer 
abdomen.  He  is  in  moderate  shock,  conscious, 
respiration  26,  pulse  58,  blood  pressure  110  sys- 
tolic, 76  diastolic,  temperature  normal.  The  abdo- 
men is  a  little  distended  and  there  is  moderate 
rigidity  and  pain  across  the  upper  aspect,  where 
there  is  a  bruised  area,  LTrinalysis  is  negative. 
Blood  count  shows:  hemoglobin  90  per  cent,  red 
blood  cells  5,000,000,  white  blood  cells  16.000.  You 
elect  to  treat  him  expectantly,  and  a  mild  seda- 
tive and  plasma  infusion  are  given.  In  about  eight 


hours  he  is  in  severe  pain  and  the  abdomen  is 
distended  and  quite  rigid,  especially  in  the  upper 
right  quadi'ant.  He  also  complains  of  some  pain 
in  the  right  scapular  region.  You  cannot  be  sure 
of  a  fluid  wave  because  of  the  rigidity.  The  blood 
picture  has  not  materially  changed.  Temperature 
is  99.4,  pulse  70.  and  blood  pressure  the  same. 
The  urine  now  contains  a  trace  of  albumin  and 
is  positive  for  sugar.  Discuss  the  diagnosis  and 
outline  your  treatment. 

A  14  year  old  girl  is  brought  in  suffering  with 
severe  bums  from  flaming  gasoline.  Examination 
reveals  first  and  second  degree  burns  of  the  left 
face,  head,  anterior  and  lateral  chest  and  entire 
arm,  and  also  of  the  abdomen,  pubis,  and  left 
thigh.  You  estimate  that  between  a  third  and  a 
fourth  of  the  skin  area  is  involved.  She  is  scream- 
ing with  pain  and  fright,  but  soon  becomes  quiet. 
Outline  the  care  of  this  case  in  its  entirety. 


PHARMACOLOGY,  PEDIATRICS, 
PUBLIC  HEALTH 
Charles  W.  Armstrong,  M.D. 


AND 


Pharmacology 

What  is  insulin  used  for  other  than  the  treat- 
ment of  diabetes  ? 

What   is   the   present   status   of   streptomycin    in 
the  treatment  of  tuberculosis? 
What  do  the  usual  run  of  headache  powders  con- 
tain? Are  there  any  dangers  connected  with  tlieir 
usage  ?  What  are  they  ? 

Pediatrics 

German    measles    is    relatively    unimportant    in 

voung  children.  Is  this  true  in  the  case  of  adults? 

Why? 

What  signs  and  symptoms  would  suggest  a  milk 

allergy  in  a  10  day  old  child?  How  could  you  ar- 

riv3    at    a    definite    diagnosis?    How   would    you 

handle  the  case? 

An  8  month  old  child  has  a  history  of  cough  and 

vomiting  of  ten  days'  duration.  There  are  50,000 

white  blood  cells,  with  a  lymphocytosis.  Give  the 

probable  diagnosis  and  treatment. 

Public   Health 

What  is  a  Wood's  light,  and  for  what  is  it  use- 
ful ?  How  is  it  used  ? 

List  all  tests  used  in  insuring  a  safe  milk  supply 
(a)  on  the  farm,  (h)  at  the  milk  plant,  (c)  lab- 
oratory tests,  (dl   others. 

What  is  the  fastest  and  most  economical  method 
of  typhus  control  ? 


American  Cancer  Society 

Appointment  of  C.  Frank  Kramer,  Jr.  as  National 
Campaign  Director  for  the  American  Cancer  Society- 
was  announced  recently  by  Meffoi'd  R.  Runyon,  exec- 
utive vice  president  of  the  Society.  Kramer's  duties 
will  include  the  plaiming  and  organization  of  the 
annual  cancer  drive  for  funds  through  the  Society's 
sixty-one  divisions,  covering  the  United  States  and 
its  territories. 


Federal  Security  Agency 

Appointment  of  an  advisory  group  of  nationally 
known  physicians  and  medical  scientists,  as  the  first 
step  in  an  intensified  nation-wide  research  program 
to  find  practical  ways  for  combatting  rheumatic 
diseases,  was  anriounced  recently  by  Federal  Secur- 
ity Ad?ninistrator  Oscar  R.  Ewing.  The  group  will 
be  headed  by  Doctor  Philip  Hench  of  the  Mayo 
Clinic,  Rochester,  Minnesota. 
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PRESIDENT'S  MESSAGE 
Physicians  and  the  Courts 

As  reported  by  the  Associated  Press  on 
July  8,  1949,  Judge  H.  Hoyle  Sink  imposed  a 
fine  upon  a  young  Negro  physician  who  had 
failed  to  answer  a  subpoena  to  appear  as  a 
witness  in  Superior  Court.  No  one  can  ques- 
tion the  legality  nor  the  propriety  of  Judge 
Sink's  action.  His  accompanying  remark, 
"The  court  knows  from  personal  experience 
that  a  number  of  doctors  have  no  regard  for 
the  processes  of  the  law,"  is  a  serious  indict- 
ment and  should  stimulate  some  mature 
thinking. 

There  is  no  doubt  that  physicians  have  a 
strong  aversion  to  appearing  as  witnesses 
and  this  feeling  often  influences  their  court- 
room manner.  It  is  also  true  that  attorneys 
and  other  officers  of  the  court  generally 
consider  the  medical  profession  to  be  unco- 
operative in  legal  proceedings. 

Since  doctors  are  average  human  beings 
and  smce  they  do  have  as  great  a  regard  for 
the  processes  of  the  law  as  any  comparable 
group,  it  is  well  to  search  for  the  cause  of 
the  unhappy  relations  between  the  medical 
profession  and  the  courts. 

Many  legal  proceedings  involve  three 
groups  of  people.  First,  there  are  the  lawyers 
and  other  court  personnel  who  carry  on  their 
work  within  the  court,  just  as  do  doctors 
within  hospitals,  and  who  expect  to  spend 
their  time  there.  Second,  there  are  the  lay 
witnesses  who  may  be  so  involved  once  or 
twice  in  a  lifetime  and  who  do  not  feel  un- 
duly imposed  upon.  Third,  there  are  the  ex- 
pert witnesses,  more  often  physicians,  who 
may  be  called  into  court  several  times  in  the 
same  week,  certainly  many  times  in  any 
year,  with  the  loss  of  hours  of  their  time. 

During  the  week  following  the  incident  in 
Judge  Sink's  court,  I  was  subpoenaed  in 
three  cases.  I  did  not  testify  in  any  one  of 
them,  but  they  resulted  in  my  inability  to 
make  any  definite  appointments  for  one 
week,  loss  of  a  fifty  mile  consultation  trip, 
an  unforeseen  half  day's  absence  from  my 
office  upon  one  hour's  notice,  serious  incon- 
venience to  dozens  of  patients  who  were 
really  ill,  and  the  better  part  of  two  days 
spent  sitting  idly  in  a  courtroom.  This  may 
be  regarded  as  a  fairly  typical  experience. 

Usually  the  expert  witness  goes  into  court 


with  a  consciousness  that  the  proceedings 
are  being  carried  on  with  little  thought  of 
his  convenience  and,  what  is  much  more  im- 
portant, without  regard  for  the  welfare  of 
the  patients  whom  he  serves.  Superimposed 
upon  this  is  the  knowledge  that  he  is  entirely 
defenseless  and  is  even  denied  the  right  to 
voice  his  resentment. 

It  is  deplorable  that  medico-legal  relations 
are  such  that  the  majority  of  competent 
physicians  do  not  knowingly  accept  legal 
cases  of  any  sort  and  the  courts  and  the  liti- 
gants are  denied  the  guidance  of  the  best 
medical  opinion.  Fines  and  imprisonment 
cannot  be  used  to  force  medical  cooperation 
so  long  as  this  vestige  of  constitutional 
liberty  remains. 

If  the  courts  of  North  Carolina  were  to 
break  with  tradition  enough  to  accord  to  the 
expert  witness  the  considerations  which  his 
attainments  bring  him  in  other  walks  of  life, 
he  would  prove  himself  to  be  a  sympathetic 
and  dependable  ally.  It  is  even  suggested 
that  his  testimony  could  be  taken  by  appoint- 
ment as  reasonably  as  an  officer  of  the  court 
expects  his  doctor  to  see  him  at  a  designated 
time. 

It  is  to  be  desired  that  North  Carolina 
physicians  will  better  adapt  themselves  to 
circumstances  and  do  all  within  their  power 
to  cooperate  with  the  courts.  Let  us  remem- 
ber that  medicine  needs  every  friend  it  can 
muster. 

The  fact  remains,  however,  that  only  a 
reformation  of  our  judiciary  system  can 
make  the  physician  a  willing  assistant  in 
legal  matters. 

G.  W.  Murphy,  M.D, 


North  Carolina  Division  of  the 
American  Heart  Association 

On  Sentember  8  aiirl  9  in  Winston-Sfllem  will  be 
I'^ld  tbp  first  sfieiitifir  meeting:  "f  the  Nortb  Caro- 
I'na  Division  of  the  American  Heart  Association. 
There  will  be  clinics,  round-table  discussions,  formal 
-''■ientific  papers,  and  clinicopathologic  conferences. 
Tho  nrogvam  will  include  the  newest  developments 
in  heart  and  circulatory  diseases  from  the  medical, 
physiologic,  pathologic,  roentgen,  and  surgical  as- 
pects. The  meetings  ■will  be  open  to  all  practitioners, 
interns,  and  technicians  of  Noi-th  Carolina  and  sur- 
rounding states. 

Nationally  recognized  specialists  will  present  the 
nrograrii,  which  is  sponsored  by  the  North  Carolina 
Heart  Association  under  the  direction  of  the  Win- 
ston-Salem and  Forsyth  County  Heart  Association. 

No  registration  fee  will  be  required,  but  hotel 
reservations  should  be  made  early  through  the  Win- 
ston-Saicm  Chamber  of  Commerce,  Reservations 
Committee. 

The  scientific  program  is  as  follows: 
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9:30  a.m 
9:45  a.m 

10:10  a.m 
10:40  a.m 


11:20  a.m 


2:00  p.m 


THURSDAY,  SEPTEMBER  8 

Hotel   Robert   E.   Lee 

9:30  A.M. 

. Welcome  by  the  Honorable  ^larshall  C. 

Kurfees,  Mayor  of  the  City  of  Winston- 
Salem. 

—Why  Does  the  Heart  Fail?— James  V. 
Warren.  M.D.,  Atlanta,  Professor  of 
Physiolog-y,  Emory  University  School  of 
Medicine. 

—The  Use  of  Digitalis  in  Heart  Failure — 
Harold  Fell,  M.D.,  Cleveland.  Associate 
Clinical  Professor  of  iNIedicine,  Western 
Reserve  University:  Director,  Cardio- 
vascular Service,  i\Iount  Sinai  Hospital. 

—Postoperative  Heart  Failure:  The  Lower 
Nephron  Svndrome  and  The  Mechanisins 
of  Sodium  and  Water  Retention— Arthur 
J  Merrell,  M.D.,  Atlanta,  Assistant  Pro- 
fessor of  Medicine  and  Instructor  in 
Cardiology,  Emory  University  School  oi 
Medicine. 

—The  Use  of  Diuretics  in  Heait  Failure- 
George  Burch,  M.D.,  New  Orleans,  Pro- 
fessor of  Medicine.  Tulane  University  ot 
Louisiana,  and  Head  of  Division  of  Med- 
icine of  Tulane  Unit.  Chanty  Hospital. 

—Acute  Rheumatic  Fever:  Diagnosis,  Re- 
cent \dvances,  iNIanagement  —  Howard 
B  Sprague,  M.D.,  Boston,  Instructor  in 
Medicine  Graduate  Courses,  Harvard 
Universitv;  Chief  of  Medical  Staff, 
House  of  the  Good  Samaritan:  presi- 
dent-elect of  the  American  Heart  Asso- 
ciation. 

_Clinic  —  Rheumatic  Heart  Disease  — 
Howard  Fell,  M.D.,  Cleveland. 

Peripheral     Vascular     Disease     of     the 

Lungs— Robert  P.  Barden.  :^I.D.,  Ph:la- 
delphia 

Diseases    of    the    Peripheral    Veins — J. 

Ross  Veal,  M.D.,  F.A.C.S.,  Washington, 
D.C.,  Associate  Professor  of  Surgery, 
Georgetown  University,  and  president 
of  the  Washington  Heart  Association. 

FRIDAY,    SEPTEMBER    9 
Amphitheatre,   Bowman   Gray   School   of   Medicine 

of  AVake  Forest  College 
9:30ani.— Clinic— Syphilitic  Heart  Disease— George 
Burch,  M.D.,  New  Orleans. 
10-15  a.m. — Discussion  of  X-Ray  Studies  in  Syphilis 
of  the   Aorta — Robert   P.   Barden.   M.D., 
Philadelphia. 
10:30a.m.     Management    of    the    Heart    in    Major 
Surgery — Howard    B.    Sprague,    M.D., 
Boston. 
11:30  a.m. — Clinicopathologic   Conference 

Arthur   J.    Merrell.    :M.D.,    Atlanta, 

clinician 
James  V.   Warren,   M.D.,   Atlanta, 

physiologist 
Howard    T.    Karsner,    M.D..    Director   of 
Pathology,    Bureau    of    ;\Iedicine    and 
Surgery,  Navy  Department.  Washing- 
ton, D.C.,  pathologist. 
2:00i).ni. — Racent    Advances    in    Coronary    Artery 
Disease — Howard    B.    Sprague,    M.D.. 
Boston. 
2:30  p.m.. — Lay    and     Professional     Conference     on 
Heart   Disease   in   Relation   to   Industry. 
The  Professions,  Business,  Farming,  and 
Rehabilitation  Problems. 


3:30  p.m. — Clinicopathologic    Conference 

George    Burch,    M.D.,    New    Orleans, 

clinician 
Howard   T.   Karsner,   M.D.,   Washington, 

D.  C,  pathologist. 


2:. 30  p.m 
3:40  pin, 

4:10  p.m 


Duke  Symposium 


The  Twelfth  Annual  Sjnnposium  of  the  Duke 
Medical  School  will  be  held  at  Durham  on  Thursday, 
Friday,  and  Saturday,  October  13,  14  and  15.  The 
general  subject  will  be  "Basis  of  Disease."  Among 
the  guest  speakers  will  be  Drs.  Stanlev  Bradlev  of 
New' York  City,  D.  E.  Clark  of  Chicago,"  John  Dingle 
of  Cleveland,  Robert  Elman  of  St.  Louis,  Paul 
Klempoi  er  of  New  York,  Joseph  Lilienthal,  Jr.  of 
Baltimore,  C.  N.  H.  Long  of  New  Haven,  William 
Parsons  of  Charlottesville,  Hans  Selye  of  Montreal, 
and  Roliert  Wilkins  of  Boston. 


New  Hanover  County  Medical  Symposium 

Among  the  North  Carolina  physicians  taking  part 
in  the  New  Hanover  County  Medical  Symposium, 
held  at  Wrightsville  Beach  on  August  19.  were  Drs. 
Arthur  H.  London  of  Durham,  J.  S.  Brewer  of  Rose- 
boro,  and  C.  F.  Strosnider  of  Goldsboro.  each  of 
whom  presided  over  one  of  the  scientific  sessions. 
Drs.  W.  C.  Davison,  Robert  N.  Creadick,  Guy  L. 
Odom,  and  Isaac  E.  Harris,  Jr.  of  Durham,  Drs. 
James  F.  Donnelly  and  George  T.  Harrell.  Jr.,  of 
Winston-Salem,  Dr.  Amos  N.  Johnson  of  Garland, 
Dr.  George  F.  Parker  of  Asheville,  Dr.  William  F. 
Hollister  of  Pinehurst.  and  Dr.  Paul  W.  Sanger  of 
Charlotte  all  discussed  papers. 


State  Board  of  Medical  Examiners 

The  North  Carolina  State  Board  of  IMedical  Ex- 
aminers will  hold  its  next  meeting  at  the  Grove 
Park  Inn,  Asheville,  on  Monday,  October  17,  the 
board  to  convene  at  10  a.m.  At  this  time  applicants 
will  be  interviewed  for  licensure  by  endorsement  of 
credentials. 


News  Notes  from  the  State  Bo.\rd 
OF  Health 

1949   Health  Legislation 
Senate   Bills 

.  SB  96  defines  a  premature  baby  as  one  weigh- 
ing less  than  S^i  pounds  at  birth  and  requires 
that  each  such  baby  be  reported  to  the  local 
health  officer  in  24  hours;  the  bill  is  designed 
to  facilitate  the  State  Board  of  Health  program 
for  saving  such  babies. 

:.  SB  110  provides  for  the  enforcement  of  rules 
and  regulations  of  district  health  departments 
and  places  these  departments  on  the  same  basis 
with  county  departments  with  respect  to  making 
and  enforcing  health  regulations. 

1.  SB  111  provides  that  certified  copies  of  birth 
ceitificates  be  issued  in  card  form,  omitting 
names  of  parents  except  when  specifically  re- 
quested. 

:.  SB  112  provides  that  birth  and  death  certificates 
follow  the  forms  used  by  the  National  Office 
of  Votal  Statistics  and  permits  amendments  by 
th?  State  Registrar. 

i.  SB  147  extends  injunctive  powers  to  local  health 
officers  and  the  State  Board  of  Health,  in  re- 
voking the  licenses  of  cosmetologists  who  per- 
sist in  violating  sanitary  regulations. 

1.  SB  167  establishes  a  single  Board  of  Health 
and  County  Health  Department  in  Guilford 
County  in  the  place  of  three  which  have  existed 
— namelv,  Guilford  County,  Greensboro,  aurl 
High  Point. 
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7.  SB  297  is  designed  to  permit  bioadei-  participa- 
tion in  cancer  clinics  by  practicing  pliysicians, 
by  modifying  requirements  regarding  Board 
Diplomates. 

8.  SB  320  regulates  tlie  distribution  of  milk  and 
cream  brought  to  North  Carolina  from  other 
states  and  places  enforcement  with  the  State 
Department  of  Agriculture. 

House  Bills 

1.  HB  33 — Public  health  appropriations: 

1949-1950  —  $1,939,386 

1950-1951  —     1,937,581 
Appropriations  for  the  coming  biennium  include 
an   increase   over   those   for   the    biennium   now 
drawing  to  a  close,  which  were: 

1947-1948  —  $862,264 

1948-1949  —  860,904 
The  $800,000  in  new  money  voted  for  eaclr 
year  of  the  coming  biennium  will  be  used  for 
local  health  work,  which  for  this  biennium  was 
allowed  only  $350,000  a  year.  This  amount  has 
beon  increased  during  the  next  biennium  to 
$1,150,000  a  year. 

2.  HB  203  provides  new'  type  certified  birth  certi- 
ficates for  adopted  children,  omitting  the  names 
of  their  real  parents  and  giving  names  of 
adopted  parents. 

3.  HB  236  requires  that  copies  of  birth  and  death 
certificates  of  non-residents  be  sent  to  the 
counties  of  their  residence. 

4.  HB  411  requires  the  reporting  of  cancer  to  local 
health  officers  within  five  days  after  diagnosis 
or  within  five  days  after  reasonable  evidence 
that  one  has  cancer. 

5.  HB  457  changes  the  method  of  paying  local 
vital  statistics  registrars,  counties  paying  all 
fees,  cities  being  relieved  of  further  financial 
responsibility. 

6.  HB  602  further  strengthens  and  clarifies  the  law 
placing  the  sale  of  barbiturates  and  certain 
other  hypnotics  and  pain  relieving  drugs  under 
medical  stipervision. 

7.  HB  623  provides  for  the  improved  care  of 
chronic  alcoholics  and  carries  an  appropriation 
of  $150,000  a  year  for  the  coming  biennium. 

8.  HB  686,  which  was  given  an  unfavorable  com- 
mittee report  and  did  not  reach  the  floor,  would 
have  permitted  osteopatlis  to  administer  drugs 
for  the  relief  of  pain. 

9.  HB  807  amends  the  law  licensing  chiropractors, 
as  to  meetings  of  the  Board  of  Examiners,  but 
a  clause  permitting  chiropractors  to  issue  death 
certificates  was  stricken  from  tlie  bill. 

10.  HB  835  provides  for  the  appointment  by  the 
Governor  of  a  commission  to  consider  ways  and 
means  for  improving  the  status  of  the  mentally 
handicapped. 

11.  HB  1064  allows  counties  participating  in  a  dis- 
trict health  department  to  elect  voluntarily  to 
participate  in  local  government  employees'  re- 
tirement systems  to  the  extent  of  the  amount 
of  salaries  paid  employees  of  such  district  by 
the  county. 

In  addition  to  the  legislation  set  forth  above,  the 
General  Assembly  made  an  appropriation  of  $600,000 
for  the  erection  and  equipment  of  a  new  State  Board 
of  Health  building  in  Raleigh. 

The  Edgecombe-Nash  Counties  Medical  Society 
has  adopted  a  resolution  approving  the  establish- 
ment and  operation  of  a  major  cancer  center  at 
Rocky  Mount,  according  to  a  report  submitted  by 
Dr.  Ivan  M.  Procter,  director  of  the  State  Board  of 
Health's  Division  of  Cancer  Control. 

Dr.  Procter  submitted  statistics  for  each  of  the 
state  cancer  centers.  The  .lune  report  shows  a  total 
of    839    detection    examinees    divided    as    follows: 


Wilkes,  114;  New  Hanover,  124;  Buncombe,  160; 
Forsyth,  145;  Durham-Orange,  173;  Lenoir,  123. 
Nineteen  cancers  were  detected  during  June,  divided 
as  follows:  skin,  6;  mouth,  2;  breast,  3;  genitalia, 
7;  other,  1.  Thirty-seven  examinations  showed  in- 
conclusive cancer,  while  two  arrested  cancers  were 
found. 


News  Notes  from  the  Bowman   Gray 

School  of  Medicine  of  Wake 

Forest  College 

Recent  changes  in  the  school  faculty  include  four 
promotions  and  three  appointments  to  the  staff. 
Dr.  C.  Hampton  Mauzy,  former  assistant  professor. 
is  now  associate  professor  in  the  Department  of 
Obstetrics  and  Gynecology.  Dr.  James  F.  Donnelly, 
formerly  an  instructor,  is  now  assistant  jirofessor 
in  the  same  department. 

Dr.  David  Cayer,  former  assistant  professor  of 
internal  medicine,  has  been  promoted  to  an  asso- 
ciate professorship.  Miss  Grace  E.  Eraser,  who  came 
to  the  school  as  chief  psychiatric  social  worker,  now 
has  the  title  of  assistant  professor  of  clinical  psy- 
chiatric social  service. 

Dr.  George  W.  James,  graduate  of  the  University 
of  Tennessee  College  of  Medicine,  has  been  named 
an  assistant  in  clinical  medicine.  He  was  formerly 
assistant  instructor  in  the  Department  of  Derma- 
tology and  Syphilology  at  the  University  of  Penn- 
sylvania School  of  Medicine. 

Dr.  Richard  T.  Myers  of  Winston-Salem  has  been 
named  an  instructor  in  surgery,  the  appointment  to 
become  effective  January  1,  1950.  He  is  a  graduate 
of  the  University  of  Pennsylvania  School  of  Medi- 
cine and  has  recently  completed  an  appointment  as 
resident  in  surgery  at  the  Baptist  Hospital. 

Dr.  Eva  Ruth  Balken,  who  has  been  appointed  an 
associate  in  clinical  psychology,  has  been  serving  as 
psychoanalyst  with  offices  at  Graylyn  for  some  time. 
She  received  her  Ph.D.  degree  from  the  University 
of  Chicago  and  spent  two  years  in  London  working 
with  Dr.  Carl  Spearman  of  the  University  of  London 
and  Miss  Anna  Freud,  daughter  of  Sigmund  Freud. 


Edgecombe-Nash  Counties  Medical 
Society 

The  Edgecombe-Nash  Counties  Medical  Society 
held  its  July  meeting  in  Rocky  Mount  on  July  13, 
1949.  The  speaker  was  Dr.  Wingate  Johnson  of 
Winston-Salem,  and  his  subject  was  "Pancreatitis." 

News  Notes 

Dr.  Bayard  Carter  of  Durham  was  one  of  the 
guest  speakers  at  the  eighty-second  annual  meeting 
of  the  West  Virginia  State  Medical  Association,  held 
at  White  Sulphur  Springs,  August  4-6.  His  subject 
was  "Carcinoma  of  the  Cervix  Uteri." 

Dr.  Beverly  N.  Jones,  Jr.,  has  announced  the 
opening-  of  offices  for  the  practice  of  internal  medi- 
cine in  the  O'Hanlon  Building,  Winston-Salem. 

Dr.  Edward  S.  King,  formerly  professor  of  bac- 
teriology at  the  Bowman  Gray  School  of  Medicine, 
has  announced  the  opening  of  offices  for  the  prac- 
tice   of    pediatrics    in    the    Professional     Building, 

Shelby. 

Dr.  E.  Cotter  Murray,  formerly  secretary-treas- 
urer of  the  Halifax  County  Medical  Society,  has  gone 
to  the  Veterans  Administration  Hospital  in  Moun- 
tain Heme,  Tennessee.  Dr.  T.  J.  Tayloe  is  the  new 
secretary-treasurer. 
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Dr.  W.  Howard  Wilson  of  Raleigh  has  announced 
the  association  of  Dr.  Grayson  S.  Waldrop,  whose 
practice  will  be  limited  to  obstetrics. 


Veterans  Administration 

Salisbury,  North  Carolina,  has  been  announced  as 
the  site  for  the  1000-bed  V-A  neuropsychiatric  hos- 
pital to  be  constructed  in  North  Carolina. 

The  hospital  is  expected  to  cost  in  the  neighbor- 
hood of  $17,000,000.  V-A  already  owns  the  land, 
having  acquired  411  acres  in  the  northwest  part  of 
Salisbuiy  in  March,  1945. 

The  Salisbury  site  which  was  chosen  was  said  by 
the  Administrator  not  to  have  been  quite  as  good  as 
some  others  from  the  standpoint  of  the  association 
with  medical  schools.  But  the  fact  that  the  City  of 
Salisbnry  already  had  spent  $304,000  and  the  U.  S. 
Government  had  spent  $1,030,000  on  the  site  in 
Salisbury  more  than  outweighed  this  consideration, 
and  it  was  determined  to  use  the  site  which  was 
originally  selected  for  a  hospital  and  abandoned 
when  the  Veterans  Administration  construction 
program  was  cut  back  the  first  of  the  year. 


American  College  of  Chest  Physicians 

The  fourth  annual  postgraduate  course  in  Recent 
Advances  in  Diseases  of  the  Chest,  sponsored  by  the 
Council  on  Postgraduate  Medical  Education  and  the 
Illinois  Chapter  of  the  American  College  of  Chest 
Physicians,  will  be  held  at  the  St.  Clair  Hotel  in 
Chicago,  September  19  through  23.  The  registration 
fee  is  $50.  Applications  should  be  addressed  to  the 
American  College  of  Chest  Physicians,  500  North 
Dearborn  Street.  Chicago,  10,  Illinois. 


News  Notes  from  the  American  Medical 
Association 

Application  blanks  for  space  in  the  Scientific  E.\- 
hibit  at  the  Washington  Session,  December  (3  to  9, 
1949,  are  now  available.  The  meeting  is  intended 
primarily  for  physicians  in  general  practice  and  will 
consist  of  clinical  presentations  accompanied  by  ex- 
hibits of  practical  interest.  Tlie  Scientific  E.xhibit 
will  inckuie  many  exhibits  with  active  demonstra- 
tions. 

Application  blanks  may  be  obtained  from  the 
Director,  Scientific  Exhibit,  American  Medical  As- 
sociation, 535  N.  Dearborn  Street,  Chicago  10, 
Illinois. 


National  Gastroenterological 
Association 

The  National  Gastroenterological  Association  will 
hold  its  Fourteenth  Scientific  Session  at  the  Somer- 
set in  Boston,  Massachusetts,  on  October  24-2(i,  1949. 

Among  the  outstanding  speakers  to  present  papers 
at  the  Convention  are  Di's.  Owen  H.  Wangensteen, 
Frank  Lahey,  William  B.  Castle,  George  Crile,  Jr., 
Maxwell  Finland,  J.  M.  T.  Finney,  Jr.,  and  Lord 
Alfred  Webb-Johnson,  president  of  the  Royal  Col- 
lege of  Surgeons,  London,  England,  who  will  be  a 
guest  of  honor  at  the  banquet  to  be  held  on  Tuesday 
evening,  October  25,  1949. 

Immediately  following  the  convention,  on  October 
27-29,  the  Association  is  sponsoring  a  course  in  gas- 
trointestinal surgery  at  the  Boston  City  Hospital. 

Further  information  concerning  the  program  and 
details  of  the  course  may  be  obtained  by  ^^Titing  to 
the  Secretary,  National  Gastroenterological  Associa- 
tion, 1819  Broadway,  New  York  23,  N.  Y. 


Westbrook  Sanatorium 
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RICHMOND,    VIRGINIA 

For  the  Treatment  of  NERVOUS  and  MENTAL  DIS- 
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STAFF:  Jas.  K.  Hall,  Dcpt.  (or  Men         Paul  V.  Anderson,  Dept.  lor  Women 

ASSOCIATES:  Ernest    H.    Alderman,    M.D..    Rex    Blankinshlp.    M.D.,    John   R. 

Saunders.   M.D..  Thos.   F.  Coates,  Jr.,  MJ). 
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Secretary-Treasurer,  Roscoe  D.  McMillan,  M.  D.,  Red  Springs 
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356 
525 
550 
445 
653 
611 
671 
701 


President 


Joseph  Graliam 

H.T.Bahnson 

T.  D.Haigh 

W.  T.  Ennett 

G,  G.  Thomas 

R.H.  Lewis 

W.T.  Cheatliam... 

J.  W.  McNeill 

W.  H.H.Cobb..-. 

J.H.Tucker..- 

R.L.Payne. 

P.  L.  Murphy 

Francis  Duffy. 

L.  J.  Picot 

George  W.  Long 

Julian  M.  Baker 

Robert  S.  Y'oung 

A.W.Knox 

H.  B.  Weaver 

David  T.  Tayloe 

E.  C.  Register 

Samuel  D.  Booth 

J.  Howell  Way 

J.  F.  Highsmitb 

J.  A.  Burrougljst 

E.  J.  Wood 

C.  -\1.  Van  Poole.... 

A.  A.  Kent 

J.  P.  Munroe 

J.  M.  Parrott 

L.  B.  McBrayer 

M.H.Fletcher 

Charles  O'H. 

Laughingliuuse 

I.  W.Faisoii 

Cyrus  Thompson 

C.  V.  Reynolds 

T.  E.  Anderson 

H.  A.Royster 

J.  W.  Long .--. 

J.  V.  McGougan . 

.Albert  Anderson 

Wm.deB.MacNider 

John  Q.  Myers 

John  T.  Burrus 

Thurman  D.  Kitehin 
L.  A.  Crowell 


\'ice  Presidents 


H.  T,  Bahnson,  L.  J.  Picot,  J.  L.  McMillan, 
W.  W.  Faison 

G.  G.  Smith,  J.  L.  Nicholson,  C.  M.  Van 
Poole,  H.  B.  Ferguson 

W.  T  Ennett,  J.  A.  Dunn,  T.  E.  Anderson 

W.  J,  Jones,  S.  W.  Stevenson,  G.  W.  Long 

R.  L.  Payne,  Jr.,  Richard  Dillard,  S.  D. 
Booth ___ 

S.  W.  Battle,  J.  L.  Nichobon,  W.  H.  Lilly 

T.  S.  Burbank,  J.  W.  Long,  W.  H.  H.  Cobb, 
W.  D.  Ililhard ; :    ;    ;. 

W.  C.  GaUoway,  H.  H.  Harris,  J.  M.  Had- 
ley.  Thomas  Hill ; 

J.  A.  Hodges,  R.  W.  Tate,  WUlis  Alston, 
M.  H.Fletcher 

J.  Howell  Way.  W.  H.  Harrell,  0.  McMul- 
lan,  C.  .A.  Misenheimer 

S,  D.  Booth.  J.  P.  Munroe,  J.  A.  Bur- 
roughs, J   E.  Grimsley 

J.  C.  Walton,  A.  A.  Kent,  M.  R.  Adams, 
B.L.Long 

E.  C.  Register.  A.  T.  Cotton,  J.  H.  B. 
Knipht,  F.  H.  Russell 

I.  W.  Faison,  J.  W.  White,  H.  H.  Dodson, 
W.  C.  Brownson 

C.  M.  Van  Pooie,  James  M.  Parrott, 
T.  B.  Williams,  W.  D.  HiUiard. 

M.  H.  Fletcher,  0.  A.  Julian,  D.  A.  Stan- 
ton, E.  M.  Summerell _ 

A.  G.  Carr,  E.  D.  Di.xon-Carroll,  I.  M.  Tay- 
lor. J.  M.  Parrott 

E.  G.  Moore.  C.  A.  Julian,  W.  W.  Mc- 
Kenzie,  J.  L.  Nicholson 

John  Hey  Williams,  John  C.  Rodman.  S.  F. 
Pfohl 

C.  A.  Julian,  John  T.  Burrus,  I.  W.  Faison 

L.  B.  M.Brayer,  W.  H.  Cobb,  Jr..  W.  0. 

Spencer 

C.  M    Strong,  J.  E.  McLaughlin,  W.  F. 

Hargrove 

J-  E.  Stokes,  J.  A.  Turner,  W.  H.  Dixon 

C.  M.  Van  Poole,  D.  A.  Garrison,  D.  0. 
Dees. 

E.  J.  Woo;L  John  Q.  Myers,  L.  D.  Wharton 

J.  V.  McGougan.  W.  E.  Warren.  L.  N. 
Glenn 

J.  P.  Monroe.  W.  P.  Horton.  J.  G.  Murphy 

F.  R.  Harris,  E.  S.  Bullock,  L.  B.  Morse. 

E.  T.  Dickinson.  J.  T.  J.  Battle,  D.  E. 
Sevier 

J.  J.  Phillips.  C.  W.  Moseley,  S.  M.  Crow- 


J.  L.  Nicholson.  L.  N.  Glenn,  W.  H.  Hardi- 
son 

D.  J.  Hill,  J.  L.  Spruill.  J.  H.  Shuford...- 

Wm.  deB.  MacNider.  Jos.  B.  Greene.  Ben 

F.Koyal 

J.  W.  Halford,  T.  W.  Davis.  A.  McN. 
Blair 

H.  D.  Walker.  F.  Stanley  Whitaker.  Thos. 
I.  Fox 

C.  S.  Lawrence.  W.  H.  Ward.  J.  M.  Man- 
ning  


W.  T.  Parrott,  B,  C.  Nalle,  J.  R.  Mc- 
Cracken 

F.  M.  Hanes.  T.  C.  Johnson.  B.  L.  Long.. 

J.  L.  Spruill.:  Eugene  B    Glenn.  D.  A. 
Garrison 

W.  L.  Dunn,  A.  E.  Bell.  K.  G.  Averitt..- 


J.  P.  Matheson,  W.  W.  Dawson,  H.  H. 

Baas 

J.  W.  Carroll,  A.  Y.  Linville.  C.  H.  Cocke.. 

G.  H.  Macon,   R.  F.  Leinbach,  W.  R. 

Griffin 

W.  L.  Dunn.t  Asheville,  D.  T.  Tayloe.  Jr., 

Washington,  W.  D.  James.  Hamlet 

W.  B.  Murphy.  \Vm.  E.  Warren.  N.  B. 

Adams 


Secretary 


J.  M.  Baker. 
J.M.Baker. 


J.  M.  Baker. 


J.  .M.Hays 

J.M.Hays 


J.M.Hays 

R.  D.  Jcwett 

R.  D.  Jewett 

R.  D.  Jewett 

R.D.  Jewett 

R.  D.  Jewett 

R.  D.  Jewett 

Geo.  W.  Presley. - 
Geo.  W'.  Presley.. 
Geo.  \Y.  Presley-. 
Geo.  W'.  Presley.. 
J.  Howell  Way... 


J.  Howell  Way... 
J.  Howell  Way... 


J-  Howell  Way.... 

David  A.  Stanton. 
David  A.  Stanton. 


David  .A.  Stanton. 
David  .A.  Slanon  . 


David  A.  Stanton- , 
David  A  Stanton-  - 


John  A.  Ferrell-.. 

John  A.  Ferrell.-. 
John  X.  Ferrell.-. 

Belli-  K.  Hays 

Benj.  K.  Hays 

Benj.  K.  Hays 


See.-Treas 
Benj.  K.  Hays 


Benj.  K.  Hays. 
Beni.  K.  Hays- 


Treasurer 


R.  L.  Payne,  Jr.. 

R.  L.  Payne.  Jr.. 
CM.  Van  Poole 

C.  M.  Van  Poole 


C.  .\l.  Van  Poole 
C.  .\1.  Van  Poole 


M,  \'an  Poole. 

P.Perry 

P.Perry 

P.Perry 

P.Perry 

P.  Perry 

P.  Perry 

T.  Sikes 

T.  Sikea 

T.  Sikes 

T.  Sikes 

T.  Sikes 


T.  Sikes. 
T.  Sikes. 


G.  T.  Sikes. 


H.  McK.  Tucker.. 
H.McK.  Tucker. 


H.  McK.  Tucker. 
H.  D.Walker.... 


H.  D.  Walker.. 
H.D.Walker.. 

H.D.Walker.. 

H.D.Walker.. 
H.  D.Walker.. 
W.  M.  Jones... 
W.M.Jones... 
W.  .M.  Jones.-. 


Acting  Sec.-Treas 
L.  B,  McBrayer 


L.  B.  McBrayer.. 
L.  B.  McBrayer.. 


Sec.-Treaa. 


L.  B.  McBrayer. 
L.  B.  McBrayer. 


L.  B.  McBrayer.. 
L.B.  McBrayer.. 


L.  B.  McBrayer.. 
L.B.  McBrayer., 


L.  B.  McBrayer- 
L.  B.  McBrayer- 
L.  B.  McBrayer. 


438 


452 
306 


414 

422 


431 

447 

454 

436 

452 

406 

437 

489 

482 

515 

546 

530 

1.033 
1.175 


1.067 
1. 080 


950 
1.133 

,228 
,221 
,228 
,271 
.087 

.306 
.497 
.491 


1.604 
1.657 


1.663 
1.691 


1.738 
1.666 
1,711 


=  1 


9 
10 


10 
10 
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Date 


78 
79 
80 
81 
82 

83 
84 
85 
80 
87 
88 
89 
90 
91 

92 
93 
94 
95 


1931 
1932 
1933 
1934 
1935 

1936 
1937 
1938 
1939 
1940 
1941 
1942 
1943 
1944 
1945 

1946 
1947 
194S 
1949 


Place  of  Meeting 


Durham 

Winston-Salem-. 

Raleigh 

Pinehurst 

Pioehurat 


Aaheville -- 

Winston-Salem 

Pinehurst 

Cruise  to  Bermuda  . 

Pinehurst 

Pinehurst 

Charlotte 

Raleigh 

Pinehurst 


President 


President-Elect 


No  meeting  because 
of  O.D.T.  restrictions 


Pinehurst 

Virginia  Beach.  Va.. 

Pinehurst 

Pinehurst 


714 
740 
714 
728 
706 

583 
767 
802 
319 
835 
766 
710 
736 
760 


889 
444 
920 
998 


Vice  Presidents 


J.  G.  Murphy 

M.  L.  Stevens 

Jno.  B.Wright... 
I.  H.  Manning... 
P.  P.  McCain.... 


Paul  H.  Ringer...... 

C.  F.  Slrosnider 

Wingate  M.  Johnson. 

J.  Buren  Sidbury 

William  Allan 

Hubert  B.  Haywood. 

F.Webb  Griffith 

Donnell  B.Cobb.... 
James  W.  Vernon 

PaulF.  Whitalier.... 

Oren  Moore 

Wm.  M.  Coppridgc. 
Franlt  A  Sliarpe(2). 
James  F.  Robertson 


M.  L.Stevens 

Jno.  B.Wright.... 

I.  H.  Manning 

P.  P.  McCain 

Paul  H  Ringer.... 


C.  F.  Strosnider.. 

Wingate  M.Johnson 

J.  Buren  Sidbury.. 

William  Allan 

Hubert  B.  Haywood 

F.  Webb  Griffith 

Donuel  B.  Cobb 

James  W.  Vernon 

Paul  F.  Whitaker 


C.  A.  Julian,  Greensboro 

J.  W.  Davis,  Statesville 

C.  W.  Banner,  Greensboro 

W.  W.  Sawyer,  Elizabeth  City. 
J.  R.McCracken.  Waynesville... 


Sec.-Treas. 


Oren  Moore  . 


Frank  A.  Sharpe. 

James  F.  Robertson 

G.  Wfstbrook  Murphy.. 


W.  G.  Suiter,  Weldon 
R.  L.  Felta,  Durham 

H.  D.  Walker,  Elizabeth  City, 
J.  F.  McKay,  Buie's  Creek 
William  Allan,  Charlotte. . . 

J,  K.  Pepper,  Winston-Salem 
E.  S.  BuUuck,  Wilmington. 

C.  A.  Woodward,  Wilson 
Jno.  F.  Brownsberger,  Fletcher 

R.  B.  McKnight,  Charlotte 
J.  F.  Abel,  Wavnesville 

C  B.  Williams,  Elizabeth  City 
M.D.Hill,  Raleigh 

F.  Webb  Griffith,  AsbeviUe 
Frank  C.  Smith.  Charlotte... 

D.  W.  Holt,  Greensboro 
T.  0.  Kerns,  Durham 

Thos.  DeL.  Sparrow,  Charlotte 
T.  L.  Carter,  Gatesville 


Geor([e  S.  Coleman,  Raleigh 
Julian  Moore,  Asheville 

Fred  C.IHubbard,  North  Wilkesboro 
Ge'oree  L.Tarrmcton,  Burlington. 

Wm.'H.  Smith;  Goldsboro 

Zack  D.  Owens,  Ehzabeth  City. . 
Wm.  H.  Smith,  Goldsborot 

Zack  D.  Owens,  Ehzabeth  City. 
G.  E.  Bell.  Wilson 

J.  B.  Bullitt,  Chapel  Hill 

V.  K.  Hart,  Charlotte 

J.  G.  Raby,  Tarboro 

Joseph  J.  Combs,  Raleigh 
-'»Uoscph  A.  Elliott.  Charlotte.-.. 


L.  B.  McBrayer.. 

L.  B.  McBrayer.. 
L.  B.  McBrayer. 


L.B.  McBrayer.. 


L.  B.  McBrayer 

L.B.  McBrayer 

L.  B.  McBrayer 

T.  W.  M.I.ong 

T.  W.  M.  Long  ... 

T.  W.  M,  Long 

T.  W.  M.  Long  (1) 
I.H.  Manning 


Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 

Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 
Roscoe  D.  McMillan 


559 
1,363 

,563 

1,619 
1,462 
1,603 
1,715 
1,605 
1,661 
1,700 
1,837 
1,919 
1,982 

1,811 
1,939 
2,191 

2.298 


i-S 


ws 


Rosroc  D.  MiMillan    2.3I.S 


Hi 


166 
181 


215 
235 
253 


8 

313 

7 

311 

7 

300 

8 

350 

S 

361 

8 

363 

7 

383 

G 

-97 

7 

407 

8 

404 

5 

405 

tDied  during  bis  term  of  office;  succeeded  by  E.  J.  Wood,  first  vice  president.        JDied  during  term  of  office,        (1)  Died  during  term  of  office;  succeeded  by  I.  H. 
(2)  Died  during  term  of  office:  succeeded  by  James  F.  Robertson,  president-elect. 


Manning. 


STATUS  OF  SOCIETY  MEMBERSHIP  BY  COUNTIES  FOR  YEARS  1930-1949 


COUNTY 


Alamance-Caswell  . 

Alexander  1 

Alleghany  2 

Anson 

Ashe  3. 

Ashe-Watauga 

Avery  4 — - 

Beaufort.. 

Bertie 

Bladen 

Brunswick 

Buncombe 

Burke 

Cabarrus... 

Caldwell. 


1930 


6 
6 

""b 

18 
7 
8 
2 
113 
17 
23 
15 


1931 


2 
112 
17 
20 
14 


1932 


32 


4 

4 

"1' 
15 
7 
8 
2 
105 
17 
20 
12 


1933 


1934 


5 
13 
9 
6 
2 
107 
12 
14 
12 


1935 


30 


1936 


1937 


1938 


27 


1939 


103 
17 
11 
16 


1940 


111 
18 
12 
18 


1941 


108 
22 
15 
17 


1942 


1943 


115 
23 
28 
20 


1944 


1945 


1946 


38 


121 


1947 


124 
24 
29 
16 


145 
32 
40 
21 


39 


162 
36 
41 
21 


1949 


154 
33 
40 
20 


Camden  5.. 

Carteret.. 

Caswell  6... 

Catawba 

Chatham 

Cherokee -.- 

Cbowan-Perquimanfl,. 

Clay? 

Cleveland 

Columbus 

Craven- 

Cumberland 

Currituck  8 

DareS 

Davidson 

Davi69 

Ehiplin 

Durham-Orange 

Edgecombe-Nash 

Forsyth 

Franklin 

Gaston 

Gates 

Graham. 

Granville 

Greene 

Guilford 

Halifax.... 

Harnett 

Haywood. 

HenderBoo  . 

Hartford 

Hoke 

Hyde 

Iredell-Alexander 

Jackion  10... 


12 


23 
15 
13 
26 
1 

"16" 
5 
9 
67 
10 
70 
10 
36 
2 


13 
5 
124 
16 
14 
14 
19 
5 
14 
1 
SS 


13 

5 

124 

15 

13 

12 

14 

5 

14 

1 

38 


12 
5 

lis 

14 
15 
13 
12 

5 
12 

1 
39 

7 


10 

6 
102 
15 
14 
20 
17 

7 
13 

1 
38 

4 


109 
25 
16 
22 
14 
5 
11 


24 


18 
4 
4 

104 
31 


13 
7 
101 
23 
12 
21 
17 
7 
10 


2 
110 
39 
82 

3 
36 

2 


29 


4 
119 
48 
93 


30 


108 
23 
12 
21 
13 
3 
7 


14 
5 
110 
24 
16 
21 
10 
1 
10 


31 


10 
127 
40 
92 
3 
41 
1 


115 
21 
18 
19 
7 
« 
10 


12 
128 
37 
115 
4 

48 
3 


29 


30 


7 
135 
48 
122 
5 
44 
3 


14 

7 
127 
26 
18 
21 
17 


133 
26 
19 
20 
17 


11 
139 
54 
123 
4 
43 
3 


135 
25 
19 
20 
17 


29 


6 

138 

52 

129 

2 

18 

3 


13 

6 
134 
25 
19 
19 
17 
2 
10 


9 
133 
45 
126 
4 
28 
3 


14 

6 
129 
22 
17 
16 
20 


'." 


13 

152 

57 

129 

4 

42 

3 


13 
4 
151 
23 
16 
21 
21 
6 
10 


28 


11 

154 

55 

135 

5 

48 

3 

2 

13 

6 

15S 

23 

19 

21 

23 

6 

9 


32 


151 

59 

152 

5 

53 

3 

1 

12 
4 
166 
23 
19 
20 
23 
7 
11 
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COUNTY 


cksoQ-Swain . 

bnston 

nea 


noir 

ncoln 

aeon-Clay 

adiaoo 

artiD  II 

artin-Washington- Tyrrell . 

Dowell 

eckleoburg 

itehell  12 

itcbell-Avery  13 

tchell-Watauga  14 

itohell-Yaucey 

QDtgomery  15 

lOre 

sh   16 .__. 

!w  Hanover 

irtbampton 

filow _ _. 

ange  17 

mlico 

gquotank-Camden-Curri- 

ick-Dare._  

3quotank-Camden-Dare  8 

ider 

•quimana  IS. 

raon 


1930     1931      1932     1933      1934      1935       1936      1937      193S     1939      1940      1941      1942      1943      1944     1945       1946      1947      1948      1949 


12 
128 


10 
124 


10 
117 


10 

n 

104 


10 

10 

108 


12 

13 

116 

2 


10 

10 

116 

3 


12 

B 

125 

3 


13 

10 

119 

2 


25 


13 

12 

119 

3 


11 

13 

130 

3 


15 

14 

138 

4 


14 

12 

131 


18 

13 

142 


22 


16 
13 
150 


17 

15 

161 


18 

14 

175 


11 

27 


17 

14 

184 


16 
33 

15 


17 
12 
l93 


13 
26 


58 
4 
12 


4 
16 


Ik  

ndolph  - . 
nhmoud. 


ckingham 

wan-Davie 

therford 

mpson 

)tland 

,nly  15 

inly-Montgomery  _ 

ikea . 

ry  19 

■ry- Yadkin 

ain  10 - 

insyivania 

rrell  20 

ion 

ace 

ke 


29 
5 
19 
15 
47 
31 
47 
24 
14 
13 


aliington -Tyrrell  11  . 

tauga  21 . 

tauga-Ashe  22 

yne.. 

kea  2 

kea-Alleghany. 

son 

Ikin  19 

icey.. 


rren. 


100 
2 


14 

11 

110 

6 


14 
12 

IDS 
5 


14 

12 

114 

6 


Totals 1,694 


1,600 


1,559    1,363    1,563 


30 


38 


1,619 


IS 
35 


1,462 


1,503 


1,715 


1,605 


1,661 


1,694 


1,919 


1,982 


1,811 


1,939 


2.191 


2,298 


2,31S 


(1)  See  Iredell-Alexander.  (2)  See  Wilkes-Alleg:hany.  (3)  See  Watauga-Ashe  and  Ashe-Watauga.  (4)  See  Mitchell-Avery. 
(5)  See  Pasquctank-Camden-Dare  and  Pasquotank-Caniden-Currituck-Dare.  (6)  See  Alamance-Caswell,  (7)  See  Macon-Clay.  (8) 
See  Pasquotank-Camden-Currituck-Dare.  (9)  See  Rowan-Davie.  (10)  See  Jackson-Swain.  (11)  See  Martin-Washington-Tyrrell. 
(12)  See  Mitchell-Avery,  Mitchell-Watauga,  and  Mitchell-Y'ancey.  (13)  See  Avery  and  Mitchell.  (14)  See  Mitchell,  Watauga-Ashe, 
and  Ashe-Watauga.  (15)  See  Stanly-Montgomery.  (16)  See  Eilgecombe-Nash.  (17)  See  Durham-Orange.  (18)  See  Chowan- 
Perquimans.  (19)  See  Surry-Y'adkin.  (20)  See  Washington-Tyrrell  and  Martin-Washin^ton-Tyrrell.  (21)  See  Mitchell-Watauga, 
Watauga-Ashe,    and   Ashe-Watauga.    (22)    See    Ashe-Watauga. 

ROSTER  OF  MEMBERS  NORTH  CAROLINA   STATE  BOARD  OF  HEALTH 
FROM    ORGANIZATION   IN    1877   TO    1949 


Name 


S.  S.  Satchwell,  M.D.,  President 

Thomas  F.  Wood.   M.D.,   Secretary 

Joseph  Graham.  M.D 

Charles  Duffy,  Jr.,  M.D 

Peter  E.  Hines,  M.D 

George  A.  Foote,  M.D 

S.  S.   Satchwell,  M.D.,  President 

Thomas  F.  Wood,  M.D.,  Secretary 

Charles  J.  O'Hagan,  M.D.,  President- 
George  A.  Foote,  M.D 

Marcellus  Whitehead,  M.D _ 

R.  L.  Payne,  M.D 

H.  G.  Woodfin,  M.D 

A.  R.  Ledeux,  Chemist 

William  Cain,  Civil  Engineer 

R.  L.  Payne,  M.D 

M.  Whitehead,  M.D.,  President 


.-1  ddress 


Rocky  Point- 
Wilmington... 

Charlotte 

New  Bern 

Raleigh 

Warrenton 

Rocky  Point.. 
Wilmington..., 

Greenville 

WaiTenton 

Salisbury 

Lexington , 

Franklin 

Chapel  Hill.... 

Charlotte 

Lexington 

Salisbury 


Appointed  Tty 


State 

State 

State 

State 

State 

State 

State 

State 

State 

State 

State 

State 

Gov. 

Gov. 

Gov. 

State 

State 


Society 

Society 

Society 

Society 

Society 

Society 

Society 

Society 

Society 

Society 

Society 

Society 

Z.  B.  Vance. 
Z.  B.  Vance.. 
Z.  B.  Vance.. 

Society 

Society 


1877  to 

1878 

1877  to 

1878 

1877  to 

1878 

1877  to 

1878 

1877  to 

1878 

1877  to 

1878 

1878  to 

1884 

1878  to 

1884 

1878  to 

1882 

1878  to 

1882 

1878  to 

1880 

1878  to 

1880 

1878  to 

1880 

1878  to 

1880 

1878  to 

1880 

1881  to 

1887 

1881  to 

1884 
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S.  H.  Lyle.  M.D 

William  Cain,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  W.  Jones,  M.D.,  President 

John  McDonald,   M.D 

S.  H.  Lyle,  M.D 

W.  G.  Simmons,  Chemist 

Arthur  Winslow,   Civil  Engineer 

R.  H.  Lewis,  M.D 

Thomas  F.  Wood,  M.D.,   Secretary... 

William  D.  Hilliard,  M.D 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons.  Chemist 

J.  H.  Tucker,  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  H.  Tucker,  M.D 

F.  P.  Venable,  Ph.D.,   Chemist 

J.  L.  Ludlow,  Civil  Engineer 

J.  A.  Hodges.  M.D ". 

J.  M.  Baker,  M.D 

J.  H.  Tucker,  M.D 

F.  P.  Venable,  Ph.D..  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

Thomas  F.  Wood,  M.D..  Secretarvt-. 
George  G.  Thomas,  M.D.,  President.. 

S.  Westray  Battle.  M.D 

W.  H.  Harrell,  M.D 

John  Whitehead,  M.D 

W.  H.  G.  Lucas 

F.  P.  Venable,  Ph.D..  Chemiot 

John  C.  Chase.  Civil  Engineer 

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Beall,  M.D 

W.  J.  Lumsden.  BI.D 

John   Whitehead.   M.D 

W.  H.  Harrell.  M.D 

W.  P.  Beall,  M.D 

R.  H.  Lewis.  M.D..   Secretary 

F.  P.  Venable,  Ph.D..  Chemist 

John  C.  Chase.  Civil  Engineer 

Charles  J.  O'Hasan.  M.D 

John   D.   Spicer,   M.D. 

J.  L.  Nicholson.  M.D 

R.  H.  Lewis.  M.D..  Secretary 

A.  W.   Shaffer.   Civil   Engineer 

Charles  J.  O'Hagan.  M.D 

J.  L.  Nicholson.  M.D 

Albert  Anderson,  M.D 

George  G.  Thomas,  M.D.,  President... 

S.  Westray  Battle,  M.D 

H.  W.  Lewis,  M.D 

H.  H.  Dodson.  M.D 

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Ivey.  M.D 

Gcoi'ge  G.  Thomas.  M.D.,  President.... 

Francis  Duffy.  M.D.. 

J.  L.  Ludlow.  Civil  Engineer 

S.  Westray  Battle.  M.D 

H.  W.  Lewis.  M.D 

W.  H.  WhiteTnead.  M.D 

J.  L.  Nicholson.   M.D 

J.  L.   Ludlow.   Civil   Engineer 

J.  Howell  Way.  M.D.....t 

W.  0.  Snencer.  M.D 

George  G.  Thomas.  M.D..  President... 

Thomas  E.  Anderson,  M.D 

R.  H.  Lewis.  M.D 

E.  C.  Register.  M.D 

David  T.  Tayloe,  M.D 


A  ddress 


Franklin 

Charlotte 

Wake  Forest 

Wake  Forest 

Washin,gton 

Fi-anklin 

Wake  Forest 

Raleigh 

Raleigh 

Wilmington 

Asheville 

Raleigh 

Wake  Forest 

Henderson 

Raleigh 

Winston 

Raleigh 

Wake  Forest 

Henderson 

Winston 

Henderson 

Chapel  Hill 

Winston 

Fayetteville 

Tarboro 

Henderson 

Chapel  Hill 

Winston 

Wilmington 

Wilmington , 

Asheville 

Williamston 

Salisbury 

White  Hall 

Chapel  Hill 

Wilmington 

Raleigh 

Greensboro 

Elizabeth  City.. 

Salisbury 

Williamston 

Greensboro 

Raleigh 

C-hapel  Hill 

Wilmington 

Greenville 

Goldsboro 

Riehlands 

Raleigh 

Raleigh 

Greenville 

Riehlands 

Wilson 

Wilmington 

Asheville 

■Jackson 

Milton 

Raleigh 

Lenoir 

Wilmington , 

New  Bern 

Winston 

A.sheville 

Jackson 

Rocky  Mount.... 

Riehlands 

Winston 

WajTiesville 

Winston 

Wilmington 

■-^tatpsville 

"Raleigh 

Charlotte 

Washington 


Appointed  by 


Gov.  T.  J.   Jarvis 

Gov.  T.  J.   Jarvis 

Gov.   T.  J.   Jarvis 

State  Society 

State  Society 

Gov.   T.  J.  Jarvis 

Gov.   T.  J.  Jarvis 

Gov.   T.  J.  Jarvis 

State  Board  of  Health.. 

State  Society 

State  Society _... 

Gov.  A.   M.   Scales 

Gov.  A.   M.   Scales 

Gov.  A.   M.   Scales 

State  Society 

State  Society 

Gov.  A.   M.   Scales 

Gov.  A.  M.  Scales 

Gov.   A.   M.   Scales 

Gov.   A.   M.   Scales 

Gov.  D.  G.  Fowle 

Gov.  D.   G.  Fowle 

Gov.  D.   G.  Fowle 

State  Society 

State  Society 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

State  Society 

State  Board  of  Health.. 

State  Society 

State  Society 

State  Board  of  Health. 

Gov.  Elias  Carr 

Gov.  Elias  Carr. 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

State  Society 

State  Society 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell     

Gov.  D.  L.  Russell . 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  C.  B.  Avcock 

Gov.  R.  B.   Glenn 

Gov.  R.  B.   Glenn 

State  Society 

State  Society 

Gov.  R.   B.   Glenn 

Gov.  R.  B.   Glenn 

State  Society.- 


1881 

to 

1883 

1881 

to 

1883 

1881 

to 

1883 

1883 

to 

1889 

1883 

to 

1889 

1883 

to 

1885 

1883 

to 

1885 

1884 

to 

1886 

1884 

to 

1886 

1885 

to 

1887 

1885 

to 

1891 

1885 

to 

1891 

1885 

to 

1887 

1885 

to 

1887 

1887 

to 

1888 

1887 

to 

1888 

1887 

to 

1889 

1887 

to 

1889 

1888 

to 

1891 

1888 

to 

1891 

1888 

to 

1891 

1889 

to 

1893 

1889 

to 

1892 

1889 

to 

1893 

1891 

to 

1893 

1891 

to 

1893 

1891 

to 

1892 

1892 

to 

1897 

1891 

to 

1895 

1892 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1893 

to 

1895 

1894 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1895 

to 

1897 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1897 

to 

1899 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1899 

to 

1901 

1901 

to 

1907 

1901 

to 

1907 

1901 

to 

1907 

1901 

to 

1905 

1901 

to 

1905 

1901 

to 

1905 

1901 

to 

1907 

1901 

to 

1907 

1901 

to 

1905 

1901 

to 

1905 

1903 

to 

1909 

1905 

to 

1911 

1905 

to 

1911 

1905 

to 

1911 

1907 

to 

1913 

1907 

to 

1913 

1907 

to 

1909 

1907 

to 

1913 

t  Died   in   IS92,   leavins:  a   five-year  unexpired  term,   which  was   tilled   by   the   Board. 


August,  1940 
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Na7ne 


James  A.  Burroughs,   M.D.i 

J.  E.  Ashcraft,  M.D 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

W.  0.  Spencer,  M.D 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D 

R.  H.  Lewis,  M.D 

Edw.  J.  Wood,  M.D 

A.  A.  Kent,  M.D. 2 

Cyrus  Thompson,  M.D 

Fletcher  R.  Harris,  M.D 

J.  L.  Ludlow,  Civil  Engineei- 

J.  Howell  Way,  M.D.,  President 

E.  C.  Register,  M.D.i 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D 

Fletcher  R.  Harris,  M.D.3 

A.  J.  Crowell,  M.D 

Chas.  E.  Waddell,  C.E.* 

Cyrus  Thompson,  M.D 

R.  H.  Lewis,  M.D 

E.  J.  Tucker,  D.D.S 

J.  Howell  Way,  M.D.,  President 

A.  J.  Crowell,  M.D 

James  P.  Stowe,  Ph.G 

D.  A.  Stanton,  M.D 

Thomas  E.  Anderson,  M.D 

Charles  O'H.  Laughinghouse,  M.D. 5.. 
Cyrus  Thompson,  M.D.^^ 

D.  A.  Stanton,  M.D 

R.  H.  Lewis,  M.D.i 

Jno.  B.  Wright,  M.D.e 

E.  J.  Tucker,  D.D.S.o 

W.  S.  Rankin,  M.D.* 

L.  E.  McDaniel,   M.D 

Chas  C.  Orr,  M.D 

Thomas  E.  Anderson,  M.D.^ 

L.  E.  McDaniel,  M.D.s 

James  P.  Stowe,  Ph.G.s 

A.  J.  Crowell,  M.D.e 

J.  M.  Parrott,  M.D.6 

Chas.  C.  Orr,  M.D.8 

Parrott,  M.D.5 

Reynolds,  M.D 

Evans,  M.D 

S.  D.  Craig,  M.D 

John  T.  BuiTus,  M.D 

J.  N.  Johnson,  D.D.S 

J.  A.  Goode,  Ph.G 

H.  L.  Large,  M.D 

H.  G.  Baity,  C.E 

Grady  G.  Dixon,  M.D.t 

Grady  G.  Dixon,  M.D.^ 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

J.  N.  Johnson,  D.D.S 

Hubert  B.  Haywood,  M.D 

Jonies  P.  Stowe,  Ph.G 

Grady  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 

H.  Lee  Large,  M.D 

H.  G.  Baity,  C.E. 

J.  N.  Johnson,  D.D.S 

Hubert  B.  Haywood,  M.D 

James  P.  Stowe,  Ph.G 

S.  D.  Craig,  M.D 

W.  T.  Rainey,  M.D 

Grady  G.  Dixon.  M.D 

J.  LaBruce  Ward,  M.D 

H.  Lee  Large,  M.D 


J.  M. 
C.  V. 
L.  B. 


Address 


Asheville 

.vlonroe 

vVinston-Salem... 

rt'aynesville 

vVinston-Salem... 

Statesville 

jreenville 

tialeigh 

vVilmmgton 

Lenoir 

Jacksonville 

Henderson 

Winston-Salem... 

VVaynesville 

Charlotte 

Statesville 

Greenville 

Henderson 

Charlotte 

Asheville _.... 

Jacksonville 

Kaleigh 

Roxboro 

vVaynesville 

Charlotte 

Charlotte 

High  Point 

Statesville 

Greenville 

Jacksonville 

High  Point 

Raleigh 

Raleigh 

Roxboro 

Charlotte 

Jackson 

Asheville 

Statesville 

Jackson 

Charlotte 

Charlotte 

Kinston 

Asheville 

Kinston 

Asheville 

Windsor 

Winston-Salem- 

High  Point 

Goldsboro 

Asheville 

Rocky  Mount 

Chapel  Hill 

Ayden 

Ayden 

Winston-Salem.. 

Fayetteville 

Goldsboro 

Raleigh 

Charlotte 

Ayden 

Asheville 

Rocky  Mount 

Chapel  Hill 

Goldsboro 

Raleigh 

Charlotte , 

Winston-Salem- 

Fayetteville , 

Ayden 

Asheville 

Rocky  Mount.... 


Ai)pointed  bij 


itate  Society 

otate  Board  of  Health.. 

uov.  W.  W.  Kitchin 

jOV.  W.  W.  Kitchin 

jOV.  W.  W.  Kitchin 

State  Society 

State  Society 

Jrov.  Locke  Craig 

Gov.  Locke  Craig 

State  Society 

State  Society 

State  Board  of  Health... 

Gov.  Locke  Craig 

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

State  Society 

State  Society 

State  Society 

Gov.  T.  W.  Bickett 

Gov.   C.   Morrison 

State  Society 

Gov.  T.   W.   Bickett 

W.   Bickett 

Morrison 

Morrison 

Morrison 

Board  of  Health.. 

Society 


T. 
C. 
C. 
C. 


Gov. 

Gov. 

Gov. 

Gov. 

State 

State 

State  Society. 

State  Society 

State  Society 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

Gov.  A.  W.  McLean 

State  Board  of  Health 
State  Board  of  Health 
Gov.   A.   W.   McLean.... 

State  Society 

State  Society 

Gov.  A.  W.  McLean 

Gov.  0.  Max  Gardner.. 
State  Board  of  Health 
Gov.  0.  Max  Gardner.. 

State  Society 

State  Society 

State  Society. 
State  Society. 
Gov.  0.  Max 

O.  Max 

0.  Max 

0.  Max 

O.  Max 


Gardner 

Gardner 

Gardner 

Gardner 

Gardner — 
Society.. 


Term 


Gov. 
Gov. 
Gov. 
Gov. 
Ex.  Com.  State 

State  Society 

State  Society 

State  Society 

Gov.  J.  C.  B.  Ehringhaus. 
Gov.  J.  C.  B.  Ehringhaus 
Gov.  J.  C.  B.  Ehringhaus. 

State  Society 

State  Society 

Gov.  J.  C.  B.  Ehringhaus. 
Gov.  J.  C.  B.  Ehringhaus 

Gov.  Clyde  R.  Hoey ..- 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society 

State  Society 

State  Society 

State  Society 

Gov.  Clyde  R.  Hoey 


1909 

1909 

1911 

1911 

1911 

1911 

1913 

191.3 

1913 

1913 

1913 

1915 

1917 

1917 

1917 

1917 

1919 

1919 

1921 

1919 

1919 

1923 

1923 

1923 

1923 

1923 

1923 

1923 

1925 

1925 

1925 

1926 

1925 

1926 

1927 

1927 

1929 

1929 

1927 

1929 

1930 

1929 

1931 

1931 

1931 

1931 

1931 

1931 

1931 

1931 

1931 

1931 

1931 

1932 

1933 

1933 

1933 

1933 

1933 

1935 

1935 

1935 

1935 

1937 

1937 

1937 

1937 

1937 

1939 

1939 

1939 


to  1913 
to  1913 
to  1917 
to  1917 
to  1917 
to  1917 
to  1919 
to  1919 
to  1915 
to  1919 
to  1919 
to  1921 
to  1923 
to  1923 
to  1923 
to  1923 
to  1923 
to  1923 
to  1923 
to  1925 
to  1925 
to  1925 
to  1929 
to  1929 
to  1927 
to  1925 
to  1929 
to  1926 
to  1931 
to  1931 
to  1931 
to  1931 
to  1931 
to  1927 
to  1929 
to  1929 
to  1935 
to  1935 
to  1933 
to  1935 
to  1931 
to  1935 
to  1935 
to  1935 
to  1933 
to  1933 
to  1933 
to  1933 
to  1933 
to  1933 
to  1935 
to  1935 
to  1932 
to  1935 
to  1937 
to  1937 
to  1937 
to  1937 
to  1937 
to  1939 
to  1939 
to  1939 
to  1939 
to  1941 
to  1941 
to  1941 
to  1941 
to  1941 
to  1943 
to  1943 
to  1943 


1  Died   leaving  unexpired   term. 

2  Resigned   to  become   member  of   General    A«:serably. 

3  Resigned    to   become   Health    Officer   Vance   County. 

4  Resigned. 

5  Resigned  to  become  Secretary  of  State  Board  of  HealUi. 


G  Term  terminated  on  account  of  the  reorganization  of  the 
State  Board  of  Health  by  General  Assembly. 

7  To  fill  vacancy  caused  by  resignation  of  Dr.  J.  M. 
Parrott. 


4ir, 
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Name 


Address 


Appointed  by 


Term 


H.  G.  Baity,  Sc.D 

C.  C.  Fordjiam,  Jr.,  Ph.G.s.... 

S.  D.  Craig,  M.D 

W.  T.  Rp-iney,  M.D 

Hubert  B.  Haywood,  M.D 

J.  N.  Johnson,  D.D.S ,.... 

James  O.  Nolan,  M.D 

Grady  G.  Dixon,  M.D 

J.  LaBruce  Ward,  M.D 

H.  Lee  Large,  M.D 

Larry  L  Bloore,  Jr 

S.  D.  Craig,  M.D.,  Pres 

W.  T.  Rainev,  M.D 

Hubert  B.  Haywood,  M.D 

James   0.  Nolan,   M.D 

Paul  Jones,  D.D.S." 

Jasper  C.  Jackson,  Ph.G.i"... 
Grady  G.  Dixon,  M.D.,  Pres.. 

H.   Lee   Large,   M.D 

J.  LaBruce  Ward,  M.D 

Hubert  B.  Haywood,  M.D 

Mrs.  James  B.  Hunt 

A.  C.  Current,  D.D.S 

John  R.  Bender,  M.D 

Benjamin  J.  Lawrence,  M.D.. 


Chapel  Hill 

Greensboro 

Winston-Salem. - 

Fayetteville 

Raleigh 

Goldsboro 

Kannapolis 

Ayden 

Asheville 

Rocky  Mount 

Wilson.... 

Winston-Salem.. 

Fayetteville 

Raleigh..  

Kannapolis 

Farmville 

Lumberton 

Ayden 

Rocky  Mount 

Asheville 

Raleigh 

Lucama 

Gastonia 

Winston-Salem.. 
Raleigh 


Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society 

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

State  Society 

Gov.  R.  Gregg  Cherry 

State  Society 

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

State    Society 

State   Society 


1939  to 

1940  to 

1941  to 
1941  to 
1941  to 
1941  to 
1941  to 
194.3  to 
1943  to 
1943  to 
1943  to 
1945  to 
1945  to 
1945  to 
1945  to 
1916  to 
1945  to 
1947  to 
1947  to 
1947  to 
1949  to 
1949  to 
1949  to 
1949  to 
1949  to 


1943 

1943 

1945 

1945 

1945 

1945 

1945 

1947 

1947 

1947 

1947 

1949 

1949 

1949 

1949 

1949 

1947 

1951 

1951 

1951 

1953 

1953 

1953 

1953 

1953 


8  To    fill     vacancy    caused     by     the    death    of    James    1*. 
Stowe,  Ph.O. 

9  To  fill  vacancy  caused  by  resignation  of  J.  N.  Jolinson, 
D.D.S. 

ROSTER  OF  MEMBERS  OF  THE  VARIOUS 
BOARDS    OF    MEDICAL    EXAMINERS    OF 
THE  STATE  OF  NORTH  CAROLINA 


10  To  fill 
Jr. 


vacancy  caused  by  resignation  of  Larry  I.  Moore. 


FIRST  BOARD 

James   H.  Dickson,  Wilmington 1859-1866 

Charles  E.  Johnson,  Raleigh 1859-1866 

Caleb   Winslow,   Hertford _ 1859-1866 

Otis  F.  Hanson,  Towmsville 1859-1866 

William  H.  McKee,  Raleigh 1859-1866 

Christopher   Happoldt,   Morganton 1859-1866 

J.  Graham  Tull,  New  Bern 1859-1866 

Samuel  T.  Iredell,  Secretary 1859-1866 

SECOND  BOARD 

N.  J.  Pivtman,  Tarboro - 1866-1872 

E.  Burke  Haywood,  Raleigh 1866-1872 

R.  H.  Winborne,  Edenton 1866-1872 

S.  S.  Satchwell,  Rocky  Point 1866-1872 

J.  J.   Summerell,   Salisbury 1866-1872 

R.  B.  Hay^vood,  Raleigh 1866-1872 

M.    Whitehead,    Salisbury _ 1866-1872 

J.   F.   Shaflfner,   Salem 1866-1872 

William   Little,   Secretary 1866-1872 

Thomas  F.  Wood,  Secretary,  Wilmington....l867-1872 

THIRD  BOARD 

Charles  J.  O'Hagan,   Greenville 1872-1878 

W.  A.  B.  Norcom,  Edenton 1872-1878 

C.   Tate   Murphy,   Clinton 1872-1878 

George   A.   Foote,   Warrenton 1872-1878 

J.  W.  Jones,  Tarboro 1872-1878 

R.  L.  Payne,  Lexington 1872-1878 

Charles  Duffy,  Jr.,  Secretary,  New  Bera.... 1872-1878 

FOURTH  BOARD 

Peter  E.  Hines,  Raleigh 1878-1884 

Thomas   D.   Haigh,   Fayetteville 1878-1884 

George  L.  Kirbv,  Goldsboro 1878-1884 

Thomas   F.   Wood,   Wilmington -. 1878-1884 

Joseph   Graham,   Charlotte 1878-1884 

Robert   I.   Hicks.   Williamstoni 1878-1880 

Richard  H.  Lewis,  Raleigh^ 1880-1884 

Henry  T.  Bahnson,  Secretary,  Salem 1878-1884 

1  Resigned  before  expiration   of  term. 

2  Elected  for  une.tpired  term  of  Dr.  Hicks. 


FIFTH  BOARD 

William  R.  Wood,  Scotland  Neck 1884-1890 

Augustus   W.  Knox,   Raleigh 1884-1890 

Francis  Duffy,  New  Bern _ 1884-1890 

Patrick   L.   Murphy,   Morganton 1884-1890 

Willis  Alston,  Littleton 1884-1890 

J.  A.  Reagan,  Weaverville 1884-1890 

W.  J.  H.  Bellamy,  Secretarj',  Wilmington..l884-1890 

SIXTH  AND   SEVENTH  BOARDS^ 

R.  L.  Payne,  Jr.,  Lexington 1890-1892 

George  W.  Purefoy,  Asheville ....1890-1892 

George  G.  Thomas,  Wilmington , 1890-1894 

Robert  S.  Young,  Concord 1890-1894 

\/illiam  H.  Whitehead,  Rocky  Mount 1890-1896 

George   W.   Long,   Graham 1890-1896 

L.  J.  Picot,  Secretary,  Littleton 1890-1896 

Julian  M.  Baker,  Tarboro 1892-1898 

H.   B.   Weaver,   Secretary,   Asheville 1892-1898 

J.   M.   Hays,   Greensboro* 1894-1897 

Kemp  P.  Battle,  Jr.,  Raleighs 1897-1900 

Thomas  S.  Burbank,  Wilmingtoni 1894-1898 

Richard  H.  Whitehead.  Chapel  HilH 1896-1898 

William   H.   H.   Cobb,  GoldsboroS 1898-1900 

J.  Howell  Way,  Secretary,  Waynesville^.... 1898-1902 

David  T.  Tayloe,  Washington _ 1896-1902 

Thomas  E.  Anderson,  Sec,  Statesville 1896-1902 

Albert    Anderson,    WilsonS 1898-1902 

Edward  C.   Register,   Charlotte^ 1898-1902 

Thomas   S.   McMullan,   HertfordS 1900-1902 

John  C.  Waltons 1900-1902 

.3  In  1890  the  Medical  Society  of  the  State  nf  North 
Carolina  adopted  the  plan  of  electing  members  of  the  Board 
in  such  a  manner  that  the  terms  would  expire  at  different 
intervals  of  two  years.  This  practice  was  followed  for  twelve 
years,  or  until  19(i2,  when  the  plan  was  abandoned;  an 
equivalent  of  two  terms  of  six  years  each.  It  is  evident  that 
the  Society  arranged  to  abandon  the  policy  as  early  as  1S98, 
as  two  members  were  elected  for  short  terms,  and  two  years 
later  two  other  members  were  elected  for  still  shorter  terms. 
It  is  therefore  impossible  to  separate  the  sixth  and  seventh 
Boards,    since    the    membership    was   overlapping. 

4  Died  before  the  expiration   of  his  term. 

5  Elected  to  serve   unexpired   term   of  Dr.   Hays. 

0  Elected   to  serve  the  unexpired   term   of   Dr.  Burbank. 

7  Elected  to  serve  the   unexpired  term   of  Dr.   Whitehead, 

8  Elected  for  short  term  expiring  in  1902. 
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EIGHTH  BOARD 

A.  A.  Kent,  Lenoir 1902-1908 

Charles   O'H.   Laughinghouse,   Greenville....l902-1908 

M.  H.  Fletcher,  Asheville 1902-1908 

James   M.   Parrott,   Kinston 1902-1908 

J.   T.  J.   Battle,   Greensboro 1902-1908 

Frank  H.  Russell,   Wilmington 1902-1908 

George  W.  Pressly,  Secretary,  Gharlottei   1902-1906 
G.  T.  Sikes,  Secretary,  Grissom9 1906-1908 

NINTH  BOARD 

Lewis   B.   McBrayer,   Asheville 1908-1914 

.John    C.    Rodman,    Washington 1908-1914 

William  W.  McKenzie,  Salisbury 1908-1914 

Henry   H.   Dodson,    Greensboro 1908-1914 

John    Bynum,    Winston-Salem 1908-1914 

J.  L.  Nicholson,  Richlands 1908-1914 

Benj.  K.  Hays,  Secretary,  Oxford 1908-1914 

TENTH  BOARD 

Isaac   M.  Taylor,  Morganton 1914-1920 

John  Q.  Myers,  Charlotte 1914-1920 

Jacob   F.   Highsmith,   Fayetteville 1914-1920 

Martin   L.    Stevens,    Asheville 1914-1920 

Charles   T.   Harper,   Wilmington* 1914-1915 

Edwin   G.  Moore,  Elm   Cityio 1915-1920 

John   G.  Blount,  Washingtonii 1914-1920 

Hubert  A.   Royster,   Secretary,   Raleigh 1914-920 

ELEVENTH  BOARD 

Lester  A.  Crowell,  Lincolnton 1920-1926 

William   P.   Holt,   Duke 1920-1926 

J.    Gerald   Murphy,   Wilmington 1920-1926 

Lucius    N.    Glenn,    Gastonia 1920-1926 

Clarence  A.   Shore,  Raleigh _ 1920-1926 

William   M.  Jones,   Greensboro 1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City....l920-1926 

TWELFTH  BOARD 

Paul   H.   Ringer,  Asheville 1926-1932 

W.  Houston  Moore,  Wilmington 1926-1932 

T.  W.  M.  Long,  Roanoke  Rapids 1926-1932 

W.  W.  Dawson.  Grifton^ 1926-1930 

J.   K.   Pepper,   Winston-Salem 1926-1932 

Foy  Roberson,  Durham 1926-1932 

John  W.  McConnell,  Secretary,  Davidson.. ..1926-1932 
David  T.  Tayloe,  Jr.,  Washingtoni- 1930-1932 

THIRTEENTH   BOARD 

Ben  F.  Royal,  Morehead  City 1932-1938 

Benj.  J.  Lawrence,  Secretary,  Raleigh 1932-1938 

F.   Webb   Griffith,   Asheville 1932-1938 

Hamilton  W.  McKay,   Charlotte 1932-1938 

J.   W.   Vernon,   Morganton 1932-1938 

W.  H.   Smith,   Goldsboro 1932-1938 

K.  G.  Averitt,  Cedar  Creek* 1932-1936 

Roscoe  D.  McMillan,  Red   Springs^^ 1936-1938 

FOURTEENTH  BOARD 

Karl    B.   Pace,   Greenville 1938-1944 

William  M.  Coppridge,  Durham 1938-1944 

Frank  A.  Sharpe,  Greensboro 1938-1944 

Lev/is  W.   Elias,   Asheville* 1938-1943 

J.   Street  Brewer,   Roseboro 1938-1944 

W.  D.  James,  Secretarv,  Hamlet 1938-1944 

L.  A.  Crowell,  Jr.,  Lincolnton 1938-1944 

John  LaBruce  Ward,  Ashevillei* 194.3-1944 

9  Elected  to  serve  ttie  unexpired  term  of  Dr.   Pressly. 

10  Elected  to  serve  tlie  unexpired   temi   of   Dr.    H.Trper. 

11  Died   a  few   months   before  the   expiration    of   liis   temi; 
such  a  short  time  that  the  vacancy  was   not  filled. 

12  Elected  to  ser\'e  unexpired  term  of  Dr.  W.  W.  Dawson. 

13  Elected   to   serve   unexpired   term    of   Dr.    Averitt. 

14  Elected  to  serve  unexpired  term   of  Dr.  Elias. 


FIFTEENTH  BOARD 

C.   W.  Armstrong,   Salisbury 1944-1950 

M.  D.  Bonner,  Jamestown 1944-1950 

T.  Leslie  Lee,  Kinston 1944-1950 

Roy  B.   McKnight,  Charlotte 1944-1950 

Paul  G.   Parker,  Erwin 1944-1950 

M.  A.  Pittman,  Wilson 1944-1950 

Ivan  M.  Procter,  Secretary,  Raleigh 1944-1950 


MOORE  COUNTY  MEDICAL  SOCIETY  MEDAL 

In  1927  the  Moore  County  Medical  Society  estab- 
lished a  fund,  the  interest  from  which  is  used  to 
pay  for  a  medal  to  be  given  for  the  best  paper 
read  at  the  State  Society  meeting  each  year.  No 
one  is  eligible  to  receive  this  medal  except  Fellows 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina in  good  standing;  no  invited  guest  is  allowed 
to  compete. 

Each  Section  Chairman  selects  a  committee  of 
three  to  decide  on  the  best  paper  written  in  their 
section.  The  winning  papers  are  then  turned  over 
to  the  State  Committee,  who  select  the  one  to  re- 
ceive the  medal.  The  following  Fellows  have  been 
awarded  this  medal: 

1928 — Paul  Pressly  McCain,  M.D Sanatorium 

"The  Diagnosis  and  Significance  of  Juvenile 

Tuberculosis" 
(FVom  Section  on  Pediatrics) 

1929— A.   B.   Holmes,   M.D Fairmont 

"The  Treatment  of  Uremia" 
(From  Section  on  Chemistry,  Materia  Medica 
and  Therapeutics) 

1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,    M.D Rocky    Mount 

"The    Clinical    Consideration    of    Anaemia    of 

Pregnancy  and   of  Puerperium" 
(From  Section  on  Practice  of  Medicine) 

1931— F.  C.  Smith,  M.D Charlotte 

"Practical    Value    of   Perimetry    in    Intracra- 
nial   Conditions;     Case    Reports"     (tumors, 
vascular     disease,     toxemia,     syphilis     and 
trauma) 
(From  Section  on  Eye,  Ear,  Nose  and  Throat) 

1932— Charles  I.  Allen,  M.D Wadesboro 

"An  Improved  Splint  for  Treating  Fractures 
of   the    Lower    Extremity    Showing    Reduc- 
tion and  Skeletal  Distraction  Attachments" 
(From   Section   on   Surgery) 

1933— H.  L.  Sloan,  M.D Charlotte 

"Some  General  Remarks  about  Cataract  Sur- 
gery, With  Report  of  100  Consecutive  Un- 
complicated Cataract  Operations" 
(From    Section   on   Ophthalmology   and   Oto- 
larjTigology) 

J.  R.  Adams,  M.D Charlotte 

"Hypo-glycaemia  in  Children" 
(From   Section  on  Pediatrics) 

1934— Fred   E.   Motley,   M.D Charlotte 

"Complications    of    Mastoiditis    with    Special 

Reference  to  Septicemia" 
(From    Section    on    Ophthalmology   and    Oto- 
laryngology) 

1935 — Arthur  H.   London,  M.D Durham 

"The   Composition   of  an   Average   Pediatrics 

Practice" 
(From  Section  on  Pediatrics) 
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1936_V.   K.   Hart,   M.D.  Charlotte 

"Etiological  and  Therapeutic  Aspects  of  Bron- 
chiectasis   with     Clinical     Observations    on 
Bronchial  Lavage  by  the   Stitt  Method" 
(From    Section    on    Ophthalmology    and    Oto- 
laryngology) 

No  award  made. 

O.   Hunter   Jones,   M.D Charlotte 

"Pelvic    Architecture    and    Classification   with 

its  Practical   Application" 
(From  Section  on  Gynecology  and  Obstetrics) 

Donnell   B.   Cobb,   M.D Goldsboro 

"Vaginal  Ureterolithotomy" 
(From   Section  on   Surgery) 

C.  R.  Monroe,  M.D.,  C.  D.  Thomas,  M.D.,  and 

C.   L.   Gray,   M.D - Pinehurst 

"Thoracoplasty  and  Apicolysis" 
(From  Section  on  Surgery) 

Walter   R.   Johnson,   M.D Asheville 

"Is    Diverticulitis    of    the    Colon    a    Surgical 

Disease?" 
(From  Section  on  Practice  of  Medicine) 


19.37- 
1938 


193!  1—1 


1940— r 


1941- 


1942— E.  P.  Alyca,   M.D Durliam 

"Castration    for    Carcinoma    of    (he    Prostate 

Gland" 
(From  Section  on  Surgery) 
1943 — No  award  made. 

li)44— D.   F.   Milam,  M.D Chapel   Hill 

"Vitamin  C  Content  of  Some  Nortli   Carolina 

Cooked  Foods" 
(From   Section  on   Pulilic  Healtli   and 
Education) 
194.5 — No  Meeting. 

194(1- E.    C.    Hamblen,    MD .Durham 

"Some  Aspects  of  Sex  Endocrinology  in  Gen- 
eral Practice" 
(From  Section  on   General  Practice  of 
Medicine   and   Surgery) 

l:)47_W.  L.  Thomas,  M.D Durham 

"Some   psychosomatic    Problems   in   Gyne- 
cology" 
(From  Section  on  Gynecology  and  Obstetrics) 

1948 — Felda    Hightower,    M.D Winston-Salem 

"The   Control   of   Electrolyte  and  Water 

Balance  in   Surgical  Patients" 
(From  Section  on  Surgery) 


EXECUTIVE  COMMITTEE  MEETINGS 


SUNDAY    AFTERNOON    SESSION 
May   8,   1949 

The  Executive  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  held  a  regular  meet- 
ing az  the  Hotel  Carolina,  Pinehurst,  on  Sunday, 
May  8,  1949,  at  3  p.m.  President  Robertson  presided. 

The  following  were  present: 

Officers: 

Dr.  James  F.  Robertson,  President 
Dr.  G.  Westbrcok  Murphy,  President-Elect 
Dr.  Joseph  J.  Combs,  First  Vice  President 
Dr.  Joseph  A.  Elliott,  Second  Vice  President 
Dr.  Roscoe  D.  McMillan,  Secretary-Treasurer 
Mr.  James  T.  Barnes,  Executive  Secretary 
Councilors: 

Dr.  Zack  D.  Owens,  First  District* 
Dr.  Donald  B.  Koonce,  Third  District 
Dr.  Newsom  P.  Battle.  Fourth  District 
Dr.  John  N.  Robertson,  Fifth  District 
Dr.  Millard  D.  Hill,  Sixth  District 
Dr.   Elias   S.   Faison,   Seventh  District 
Dr.  James  H.  McNeill,  Eighth  District 
Dr  Irving  E.  Shafer,  Ninth  District 
Dr.   William  A.  Sams,  Tenth  District 

Non- voting: 

Dr.  J.  W.  Rov  Norton,  State  Health  Officer 

Mr.    E.    T.    McKeithen.    North    Carolina    Hospital 

Association 
Mr.  E.  B.  Crawford,  executive  vice  president.  Hos- 
pital Saving  Association 
Mr.  John  H.  Anderson,  attorney.  Medical   Society 

of  the  State  of  North  Carolina 
And  invited  guests. 

Secretary  McMillan,  after  calling  the  roll,  declared 
a  quorum  present. 
^  rresent  at   evening:  se^ion, 

...  A  motion  to  dispense  with  the  reading  of  the 
minutes  of  the  last  meeting  was  seconded  and 
carried. 

President  Robertson:  We  shall  have  a  report  from 
our  attorneys,  Messrs.  Smith,  Leach,  &  Anderson, 
on  the  Prepayment  Medical  Service  Plan. 


Mr.  .rohn  H.  Anderson  (Smith,  Leach,  &  Anderson, 
Raleigh ) :  President  Robertson,  I  have  here  a  letter 
directed  to  you  as  president  to  the  effect  that  we 
have  thoroughly  considered  and  investigated  the 
question  as  to  whether  or  not  there  are  any  legal 
restrictions  or  impediments  to  the  Society's  approv- 
ing the  Prepayment  Medical  Service  Plan  as  recom- 
mended by  the  Committee  of  the  Society,  which  the 
Hospital  Saving  Association  of  North  Carolina  pro- 
poses to  write.  After  stating  in  the  letter  what  the 
plan  generally  proposes  to  do  and  referring  to  it  as 
incorpoiating  a  schedule  of  professional  fees  as  ap- 
proved by  the  Society  and  a  proposed  contract  to  be 
entered  into  between  the  Hospital  Saving  Associa- 
tion and  individual  participating  physicians  and 
either  a  certificate  or  policy,  incorporating  this  plan, 
which  the  Hospital  Saving  Association  proposes  to 
issue  to  the  various  subscribers  whom  it  accepts,  we 
went  on  to  say  that  in  our  opinion  there  is  no  legal 
restrict-on  or  prohibition  against  the  Society's  giving 
its  full  approval  to  the  proposed  plan  and  recom- 
mending that  each  physician  in  North  Carolina  par- 
ticipate in  and  support  such  a  plan  with  Hospital 
Saving  Association,  Inc. 

It  is  our  understanding  that  it  is  not  the  desire 
and  intention  of  the  Society  to  do  anything  which 
would  in  any  way  abridge  or  prejudice  the  individual 
rights  of  any  member  of  this  Society  or  of  any  other 
physician  in  North  Carolina  to  decline  to  enter  into 
this  plan  with  Hospital  Saving  or  with  any  other 
association  or  to  make  whatever  agreement  or  con- 
tract the  individual  physician  desires  of  his  own 
volition  to  make  with  any  group  as  to  terms,  period 
of  time  covered  by  the  contract,  or  any  other  matter. 
I  understand  that,  whatever  official  action  this  So- 
ciety may  take,  the  individual  is  to  be  left  entirely 
free  and  that  there  would  be  no  intimidation,  co- 
ercion, or  official  action  on  the  part  of  the  officials 
of  the  State  Society  to  enforce  any  such  plan  or  on 
the  part  of  any  county  or  local  society  to  do  those 
things.  Such  coercive  tactics,  of  course,  would  be  de- 
plored by  any  of  you.  We  predicate  this  opinion  upon 
the  assumption  that  no  such  action  is  intended  by 
this  Society  or  anybody  connected  with  the  plan  and, 
that  being  the  case,  we  see  no  real  legal  restrictions 
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upon  your  going-  into  a  plan  which  appears  to  be  in 
the  interest  of  the  public  and  a  fine  forward  step  for 
making  available  to  the  citizens  of  the  state,  par- 
ticularly those  in  the  low-income  groups,  more  and 
better  professional  service. 

The  question,  then,  becomes  one  of  drafting  a 
resolution  in  such  form  and  scope  as  you  gentlemen 
would  desire  to  have  adopted  Ijy  the  Executive  Com- 
mittee, with  a  recommendation  that  a  similar  reso- 
lution be-  adopted  by  the  House  of  Delegates. 

Pre.«ident  Robertson:  We  have  had  numerous  re- 
quests from  other  companies,  asking  us  to  give  them 
official  approval  to  sell  this  package  program.  We 
understand  that  anybody  can  come  along  and  sell 
insurance,  and  we  can  show  them  the  rates  and  shall 
be  glad  to  have  them  do  it.  But,  so  far  as  giving 
them  official  approval  is  concerned,  I  should  like  to 
know  what  our  position  should  be  in  that  respect,,. 

Mr.  Anderson:  At  the  present  time  there  -s  only 
one  definite  proposal  before  the  Society — that  of 
tha  Hospital  Saving  Association.  No  other  definite 
proposition  of  that  character  has  been  presented  to 
the  Society,  which  would  therefore  be  left  free  to 
take  such  action  regarding  any  proposal  as  it  deems 
best.  Of  course,  it  is  not  your  intention  by  any  reso- 
lution to  indicate  that  your  action  in  approving  a 
plan  is  to  be  construed  as  disapproving  any  other 
plan. 

On  the  other  hand,  you  could,  if  you  wish,  have 
a  general  provision  in  the  resolution  which  would 
say  that  it  is  recommended  that  the  physician  enter 
into  the  plan  with  Hospital  Saving  Association  and 
such  other  qualified  associations  or  companies  as 
may  hereafter  propose  to  write  such  a  plan,  subject 
to  the  right  of  the  individual  physicians  to  enter 
into  whatever  contract  they  wish  to  make,  on  their 
individual  account,  with  any  association  or  company. 

I  think  that  this  whole  matter  of  antitrust-law 
activities  is  unfortunate  when  you  are  trying  to 
work  out  something  for  the  benefit  of  everybody. 
It  is  unfortunate  that  you  have  to  consider  possible 
legal  restrictions  on  your  actions.  We  have  gone  into 
it  from  the  standpoint  of  not  having  any  action  you 
take  misconstrued  or  misinterpreted  l)y  anybody  who 
would  for  one  reason  or  another  seek  even  the  slight- 
est excuse  for  filing  a  legal  proceeding  against  the 
Society. 

President  Robertson:  We  want  everybody  to  dis- 
cuss this  and  give  us  their  thoughts  on  it,  because 
it  is  important.  Mr.  Anderson  is  here  and  can  clarify 
any  doubtful  questions  for  us,  and  I  have  asked  Mr. 
Crawford  to  be  here  so  he  can  give  us  any  technical 
points  about  the  insurance  part  of  it  that  we  need. 

We  now  refer  to  the  basis  for  determining  full 
coverage,  whether  income  or  what. 

Dr  V.  K.  Hart  (Chairman.  Committee  on  Prepay- 
ment Hospital  and  Medical  Service  Voluntary  In- 
surance): It  is  now  on  the  income  basis,  but  it  is 
to  come  up  this  afternoon  for  discussion  because 
some  of  the  men  want  it  on  a  ward-bed  basis. 

Mr.  E.  B.  Crawford  (Executive  Vice  President, 
Hospital  Saving  Association,  Inc.):  I  think  the  cri- 
terion is  whether  the  income  limits  more  nearly 
equal  your  accommodations.  In  an  industrial  area 
there  is  no  such  problem  as  there  woud  be  in  North 
Carolina,  because  you  have  probably  60  per  cent  of 
your  people  in  the  income  limits  and  .56  per  cent 
ward  beds. 

Dr.  Hart:  Mr.  Chairman,  I  think  it  is  only  fair  to 
present  the  contrary  opinion.  I  represent  the  com- 
mittee. In  the  beginning  the  committee  was  over- 
whelmingly in  favor  of  the  income  limit.  I  have  here 
a  personal  letter  from  Dr.  Howard  H.  Bradshaw  in 
which  he  states  he  believes  this  coverage  should  be 
limited  to  ward  patients.  Dr.  R.  A.  White  said  he 
could  not  be  here  and  wrote  me  a  letter  making  a 
statement   to   the    same    effect.    I    thought    I    would 


present   this   other   side  of  the   question,  because   it 
is  not  unanimous. 

I  think  it  would  be  pertinent  if  Mr.  Cra\vford 
would  comment  further  on  this. 

Mr.  Crawford:  I  do  think  there  is  an  unusual  sit- 
uation in  this  state,  because  we  have  fewer  ward 
beds  than  there  are  people  who  are  going  to  be  cov- 
ered under  the  income  limit.  From  a  practical  stand- 
point I  believe  you  could  do  one  or  the  other,  but 
I  do  ncjt  believe  you  could  do  both. 

Another  problem  is  the  burden  that  will  be  put 
upon  the  hospitals  if  you  insist  upon  ward  accommo- 
dation as  the  criterion.  I  do  not  think  that  in  this 
particular  state  you  can  mix  the  two.  I  do  not  think 
the  Insurance  Department  would  approve  it  that 
way. 

Dr.  Hart:  Simply  to  bring  out  all  sides  of  the 
questioii,  wasn't  it  brought  out  that  three  plans  in 
the  United  States  have  both  criteria? 

Mr.  Crawford:  That  was  ward  and  semi-private 
both.  I  think  you  will  find  in  those  areas  the  number 
of  people  covered  was  less  than  the  accommodations 
available,  so  there  was  no  problem. 

The  President:  Dr.  Westbrook  Murphy,  have  you 
anything  to  say  on  this? 

President-Elect  Murphy:  I  think  in  all  these  things 
we  have  to  be  guided  by  the  experience  of  the  plans 
that  have  been  operating  in  other  states.  I  under- 
stand chat  most  of  the  plans  in  other  states  are  on 
the  income  basis.  I  think  we  would  be  bold  indeed 
to  try  to  chart  a  new  course,  and  I  think  if  the  other 
plans  are  operating  on  that  basis  we  should  adopt 
that,  also. 

Dr.  Hart:  I  should  like  to  ask  a  question,  to  get 
this  clearly  before  us.  Mr.  Crawford  says  this  can 
not  be  written  on  both  income  and  ward  basis.  My 
query  is,  why  not  ? 

Mr.  Crawford:  We  have  a  former  chief  examiner 
of  the  Insurance  Department  in  our  office  now  as 
office  manager.  It  is  his  belief  that  unless  there  are 
about  the  same  number  of  ward  beds  available  as 
there  are  peocle  covered  under  it,  you  would  be  dis- 
criminating. Unless  the  ward  beds  are  equal  in  num- 
ber to,  or  more  than,  the  people  you  are  covering 
under  the  policy,  then  you  are  getting  into  discrim- 
ination. 

Dr.  Murphy:  If  you  included  the  semi-private  beds, 
would  that  be  an  adequate  number? 

Mr.  Crawford:  The  semi-private  beds  are  about 
18  or  20  per  cent.  The  semi-private  and  the  ward 
together  would  certainly  make  it  more  nearly  equal. 

Dr.  Battle:  It  would  be  a  little  over  70  per  cent. 

Mr.  Crawford:  Yes,  sir,  probably  so. 

Dr.  AVilliam  A.  Sams  (Councilor,  Tenth  District): 
I  wish  to  move,  sir,  that  this  Executive  Committee 
recommend  to  the  House  of  Delegates  the  adontion 
of  this  report,  including  the  income  basis  and  the 
limitation   to  ward   and   semi-private  room   service. 

Dr.  Milliard  D.  Hill  (Councilor,  Sixth  District): 
I  second  the  motion. 

.  .  .  The  question  was  put  and  the  motion  was 
carried  unanimously,  the  following  resolution  being 
adopted  for  recommendation  to  the  House  of  Dele- 
gates : 

"RESOLVED  that  the  Executive  Committee  of 
the  Medical  Society  of  the  State  of  North  Carolina 
recommend  to  the  House  of  Delegates  thereof  adop- 
tion of  the  report  of  the  Committee  on  Prepayment 
Hospital  and  Medical  Service  Voluntary  Insurance, 
with  the  provision  that  the  income  of  the  policy- 
holder and  the  type  of  hospital  accommodation 
selected  by  him  shall  be  the  deciding  factors  as  to 
whether  or  not  full  protection  is  given." 

Dr.  Hart:  Mr.  President,  if  I  may  comment  to 
make  it  perfectly  clear,  if  a  ward  bed  or  semi-private 
room  is  not  available  for  an  emergency,  or  if  the 
condition  of  the  patient  is  such  as  to  make  a  private 
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room  essential,  we  do  not  feel  the  patient  should  be 
penalized,  but  that  the  ward-service  rate  should 
"prevail. 

Dr.  Paul  F.  Whitaker  (Member,  Prepayment  Med- 
ical Service  Voluntary  Insurance  Committee):  I  met 
with  representatives  of  the  Charlotte  internists  this 
morning-  along  with  Mr.  Crawford,  of  the  Hospital 
Saving  Association.  I  think  that  they  understand  the 
situation  better.  It  is  my  earnest  hope  that  the  in- 
ternists of  North  Carolina  will  accept  the  fee  sched- 
ule for  low-income  groups  as  worked  out  by  Dr. 
Hart's  committee.  There  is  nothing  in  the  proposed 
fee  schedule  to  prevent  their  charging  an  additional 
fee  for  consultation  or  for  diagnostic  survey.  If  they 
are  called  in  consultation  on  a  surgical  case,  Mr. 
Crawford  has  assured  us  that  they  will  be  recom- 
pensed at  the  rate  of  $4.00  per  day. 

The  President:  We  asked  our  attorneys  to  give 
us  a  resolution,  and  I  think  Mr.  Anderson  has  one. 

Mr.  Anderson:  This  is  the  resolution  we  submit; 

"WHEREAS  after  much  investigation,  study,  and 
counseling  with  various  committees  of  the  Medical 
Society  of  the  State  of  North  Carolina  appointed  to 
devise  and  consider  the  best  plan  and  means  for 
making  available  to  citizens  of  North  Carolina  in 
the  lower  income  groups  greater  and  better  medi- 
cal and  professional  services  on  a  voluntary  prepay- 
ment basis,  the  Hospital  Saving  Association  of 
North  Carolina,  Inc.,  has  proposed  and  adopted  for 
issuance  and  writing  a  new  and  special  plan  for 
prepaid  medical  and  surgical  service  certificates  to 
groups  and  individuals  whose  applications  therefor 
are  approved  and  accepted  by  it;  and 

"WHEREAS,  Hospital  Saving  Association  of 
North  Carolina,  Inc.,  has  presented  said  plan  to  the 
Executive  Committee  of  this  Society  in  the  form  of 
a  sample  copy  of  a  proposed  certificate,  a  copy  of  a 
proposed  agreement  with  said  Association  which  the 
said  Association  proposes  to  execute  with  individual 
physicians  who  desire  to  participate  in  the  plan, 
and  a  schedule  of  professional  fees  for  which  par- 
ticipating physicians  would  agree  to  furnish  profes- 
sional services  to  subscribers  of  such  plan;  and 

"WHEREAS,  said  proposed  plan  as  presented  and 
proposed  for  issuance  by  Hospital  Saving-  Associa- 
tion of  North  Carolina,  Inc.,  has  been  recommended 
by  the  Conimittee  of  the  Society  and  has  been  fully 
considered  and  investigated  by  the  Executive  Com- 
mittee: 

"NOAV,  THEREFORE,  BE  IT  RESOLVED  that 
the  Executive  Committee  recommends  to  the  House 
of  Delegates  that  the  proposed  plan  above  refeiTed 
to,  for  prepaid  medical  service  on  a  voluntary  basis 
as  proposed  to  be  issued  and  wi-itten  by  Hospital 
Saving  Association  of  North  Carolina,  Inc.,  be  ap- 
proved and  that  it  be  recommended  that  each  physi- 
cian in  Noi-th  Carolina  actively  participate  in  and 
support  the  said  proposed  plan  with  Hospital  Sav- 
ing Association  of  North  Carolina,  Inc.,  and  such 
other  qualified  association  or  company  which  may 
hereafter  propose  to  write  such  a  total  plan,  when 
such  participation  is  formally  requested;  provided, 
however,  that  this  approval  and  recommendation  be 
made  without  prejudice  to  the  right  and  privilege 
of  any  individual  member  of  this  Society  or  of  any 
physician  to  act  according  to  his  own  judgment  and 
volition  regarding-  participation  or  nonparticipation 
in  the  plan  wth  Hospital  Saving  Association  or  re- 
garding the  making  of  any  agreement  \\nth  any 
association  or  company,  or  regarding  any  other  plan, 
and  that  this  recommendation  shall  in  no  way  be 
considered  as  any  disapproval  of  any  other  plan  pro- 
posed or  issued  by  any  other  association  or  com- 
pany." 

Then  the  resolution  of  the  House  of  Delegates 
would  follow  the  same  line  as  that. 

President  Robertson:  Is  that  the  one  you  recom- 
mend that  we  adopt  ? 


Mr.  Anderson:  The  wording  of  this  is  that  you 
recommend  that  physicians  enter  into  the  plan  with 
Hospital  Saving  and  such  other  qualified  association 
or  company  which  may  hereafter  propose  to  issue 
such  a  plan 

Dr.  Combs:  Mr.  President,  you  appointed  Dr.  W. 
I\I.  Coppridge,  Dr.  E.  McG.  Hedgpeth,  and  myself 
to  have  a  conference  with  the  Society's  attorneys. 
Mr.  Anderson  has  brought  in  this  resolution,  if  the 
Executive  Committee  wants  to  adopt  it,  for  the  Hos- 
pital Saving  Association.  He  was  not  trying  to  de- 
cide, nor  was  the  conference  committee,  whether  one 
company  or  two  should  sell  it  from  the  beginning. 
But  it  was  his  opinion  that  if  only  one  company, 
Hospital  Saving-  Association,  is  to  sell  this  it  would 
be  better  to  accept  what  has  been  proposed  as  the 
Hospital  Saving  Association's  plan.  Then  if  some 
other  company  petitions,  it  will  have  to  present  a 
plan.  LTntil  that  is  done  you  could  not  act  on  it.  You 
have  to  keep  in  mind  that  the  individual  doctor  signs 
the  contract  with  the  Hospital  Saving  Association; 
the  Medical  Society  does  not  sign  it.  It  is  up  to  the 
Executive  Committee  to  act  when  and  if  some  other 
qualified  association  presents  some  other  plan. 

Dr.  David  T.  Smith  (Durham):  Mr.  President,  as 
a  member  of  Dr.  Carrington's  Committee  on  the 
Merger  Plan,  I  rather  think  official  discussion  of 
this  is  out  or  order  until  we  know  whether  we  are 
going  to  get  the  merger,  because  until  we  hear  that 
report  you  do  not  know  what  to  write  in  there. 

Dr.  Hart :  Gentlemen,  about  six  weeks  ago  I  wrote 
Dr.  Paul  Hawley,  now  Executive  Head  of  the  .Asso- 
ciation of  Blue  Cross  Organizations,  and  asked  him 
to  come  down  here  for  a  conference.  A  week  ago  last 
Saturday  General  Hawley  came  to  Charlotte;  and  I 
invited  representatives  of  Hospital  Care  and  Hos- 
pital Saving,  with  Dr.  Robertson  and  various  others, 
to  meet  and  confer  with  him  relative  to  this  prob- 
lem. I  have  always  felt  that  those  two  groups  should 
be  merged  and  could  be  merged  if  it  were  left  to  the 
doctors,  and  this  meeting  proved  to  me  conclusively 
that  that  is  so.  With  the  cooperation  of  Dr.  Hawley 
we  worked  out  this  plan  of  merger.  It  provides  for 
the  appointment  of  six  members  from  each  board, 
who  shall  include  two  hospital  representatives,  two 
medical  representatives  approved  by  the  State  So- 
ciety, and  two  elected  by  the  board  to  represent  the 
public.  We  also  included  two  additional  members 
from  the  State  Society,  two  new  members  from  the 
Hospital  Association,  and  two  others  to  be  elected 
by  the  board.  That  makes  a  board  of  eighteen.  These 
members  will  serve  only  two  years  and  then  will 
be  re-elected,  or  others  will  be  elected.  There  is  a 
provision  that  if  a  member  retires  or  dies  before 
the  end  of  his  term  that  member  will  be  replaced  by 
the  remaining  members  of  that  group. 

Those  are  the  salient  features.  I  do  not  see  how 
anybody  could  object  to  the  program  as  outlined. 
I  think  the  best  interests  of  the  doctors  and  the 
best  interests  of  the  public  could  be  best  served  by 
dealing  with  one  organization. 

Hospital  Saving  had  a  board  meeting  last  Friday 
and  approved  this  unqualifiedly.  Hospital  Care  ac- 
cepted with  certain  provisions. 

Dr.  Murphy:  It  seems  to  me  we  are  talking  about 
two  things.  We  ai-e  talking-  about  the  resolution,  for 
ona  thing,  and  also  about  the  merger  of  Hospital 
Care  and  Hospital  Saving.  I  make  a  motion  that  we 
adopt  this  resolution  with  the  addition  that  the 
words  be  inserted  in  the  proper  manner  and  at  the 
proper  place,  "or  the  merged  corporation  of  Hospital 
Saving  Association  of  North  Carolina,  Inc.,  and  The 
Hospital  Care  Association,  Inc." 

.  .  .  Dr.  Murphy's  motion  was  seconded  and 
carried. 

Dr.  Murphy:  Are  you  ready  to  take  up  the  ques- 
tion of  merger  now? 
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The  President:  Yes,  sir. 

Dr.  Murphy:  My  position  is  that  the  Medical  So- 
ciety of  the  State  of  North  Carolina  can  not  ac- 
complish the  merger.  The  merger  has  to  be  accom- 
plished by  the  boards  of  the  two  organizations. 

It  seynis  that  representatives  of  the  two  Plans  got 
together  and  formed  this  plan,  with  the  assistance 
of"  Dr.  Hawley,  and  the  Board  of  Hospital  Saving 
adopted  it  in  toto.  Hospital  Care  agreed  to  adopt  it 
with  certain  changes. 

President  Robertson:  Six  reservations. 
Dr.  Murphy:  I  move  the  adoption  of  the  following 
resolution: 

"WHEREAS  the  Hospital  Saving  Association  of 
North  Carolina,  Inc.,  has  expressed  its  willingness 
to  merge  with  the  Noi-th  Carolina  Hospital  Care 
.Association,  Inc.,  to  form  one  Blue  Cross  organiza- 
tion for  the  State  of  North  Carolina: 

"BE  IT  RESOLVED  by  the  Executive  Committee 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina that  this  Committee  recommend  to  the  House  of 
Delegates  of  the  Society  the  adoption  of  a  resolu- 
tion commending  the  Hospital  Saving  Association 
for  this  action  and  calling  upon  the  Board  of  Di- 
rectors of  The  Hospital  Care  Association  to  do  like- 
wise." 

.  .  .  The  motion  was  seconded  and  the  resolution 
adopted  unanimously. 

President  Robertson:  That  action  will  be  recom- 
mended to  the  House  of  Delegates  tomorrow. 

Mr.  .Vnderson:  Care  should  be  taken  not  to  incor- 
porate in  any  local  resolutions  anything  that  would 
indicate  noncooperation  with  or  disapproval  of  other 
plans,  the  same  care  we  have  tried  to  exercise  hei'e. 
President  Robertson:  I  have  had  a  letter  from  Dr. 
Fred  Tavlor,  in  High  Point,  bringing  ud  the  question 
of  associate  membershin  in  the  Medical  Society  of 
the  State  of  North  Carolina.  The  letter  says  in  part: 
"Why  ."^hould  we  not  have  an  associate  membership 
recognized  in  our  state  and  county  societies  for  non- 
M.D  scientists  working  in  the  fundamental  medical 
sciences  ?  Such  associate  members  should  have  no 
vote  or  right  to  hold  office,  but  they  should  have  all 
scientific  privileges  in  the  Society,  including  the 
rieht  fif  nresentation  of  papers,  narticipation  in 
scientific  discussions,  having  a  part  in  the  scientific 
pxhibiti  of  the  Society,  and  should  be  made  eligible 
for  the  Moore  County  Award." 

.  .  .  President  Robertson  read  the  following  para- 
graph of  a  letter  of  April  30,  1949,  from  President 
Robertson  to  Dr.  Taylor: 

"I  do  not  think  that  anyone  except  medical  doctors 
should  have  the  privilege  of  presenting  papers  or 
being  eligible  for  the  Moore  Countv  Award.  I  mav 
be  wrong,  and  shall  certainly  bring  vour  letter  to 
the  attention  of  the  Executive  Committee." 

Dr.  Donald  B.  Koonce  (Councilor,  Third  District): 
Mr.  President,  I  move  that  the  Executive  Committee 
endorse  vour  letter  to  Dr.  Taylor. 

.  .  .  The  motion  was  seconded  and  carried  unani- 
mously. 

President  Robertson:  That  brings  us  to  a  consid- 
eration cf  .\sheville  Hosnital  Council  contract  rela- 
tions w'th  the  Hospital  Saving  Association. 

.  .  .  James  T.  Barnes,  Executive  Secretarv  read 
communications  from  S.  K.  Hunt.  President  Ashe- 
ville  Hospital  Council,  to  Mr.  E.  B  nrawi'ord.  Hos- 
nital  Saving  .Associaticn,  Chapel  Hill,  North  Caro- 
lina: 
'Dear  Mr.  Crawford: 

"The  Asheville  Hospital  Council  met  yesterday 
and  carefully  considered  your  reouest  that  the  con- 
tract ap-reement  between  the  local  hospitals  and  the 
Hosnital  Saving  Association  not  be  cancelled  on 
April  15  as  per  our  formal  notice  which  had  been 
handed  to  you  sometime  in  February. 

"Upon  motion,  it  was  unanimously  decided  to  post- 


pone the  cancellation  of  the  contracts  until  May  15, 
1949,  so  that  you  might  have  an  opportunity  to  call 
a  meeting  of  your  Board  of  Directors  to  consider  the 
proposals  made  by  the  Council.  The  proposals  are: 

"(1)  The  local  hospitals  consider  your  most  recent 
proposed  contract  to  be  acceptable  in  most  respects, 
but  will  not  agree  to  accept  a  $10.00  fee  for  minor 
operations. 

"(2)  The  hospitals  will  in  the  future  refuse  to  fill 
out  the  type  of  report  which  you  have  been  requir- 
ing, particularly  that  part  that  calls  for  tedious 
itemization  of  drugs,  etc.;  but  will  agree  to  make 
reports  similar  to  those  required  by  Hospital  Care 
Association. 

"(3)  That  the  Hospital  Saving  Association  agree 
that  on  and  after  May  1,  1949,  they  will  discontinue 
writing  "A"  certificates  anywhere  in  the  Tenth 
Medical  District." 

"Thj  Health  and  Hospital  Council  of  the  Tenth 
Medical  District  assembled  at  Asheville,  North  Car- 
olina, on  April  20,  1949,  respectfully  request  the 
North  Carolina  Hospital  .Association  and  the  Execu- 
tive Committee  of  the  North  Carolina  Medical  So- 
ciety to  urge  Blue  Cross  through  their  representa- 
tives on  the  Blue  Cross  Associations  active  in  the 
State  cf  North  Carolina: 

"FIRST:  To  increase  their  membership  dues  to  a 
sufficient  amount  to: 

"(a)    Pay   participating   hospitals   their    ward-bed 

rate  in  full. 
"(b)   Pay  as  indemnity  on  private-room  beds  the 

published  ward  rate. 
"(c)   Pay  the  charges  for  all  other  necessary  hos- 
pital services  rendered  in  full. 
"SECOND:  Discontinue  the  sale  of  the  "A"  certi- 
ficate by  Hospital   Saving  and   the   "4S"   and   "5S" 
certificates  by  Hospital  Care  Association,  and  con- 
vert existing  ones  to  comprehensive  certificates  as 
rapidly  as  possible. 

"THIRD:  Eliminate  the  confusion  and  misunder- 
standing caused  by  the  present  complicated  forms 
used  bv  Hospital  Saving  and  replace  these  with  a 
simplified  form. 

"FOURTH:  Believing  that  many  of  the  present 
problems  that  exist  in  North  Carolina  Blue  Cross 
would  be  eliminated  by  the  merging  of  the  Hospital 
Care  and  Hospital  Saving  Association,  we  recom- 
mend that  every  effort  be  made  for  the  merger  of 
these  -Associations." 

Dr.  Faison:  I  think  we  should  hear  from  Mr. 
Crawford. 

Mr.  Crawford:  To  go  back  to  the  request  pre- 
sented to  you,  the  first  item  is  to  increase  the  mem- 
bership diies  enough  so  that  the  full  ward  rates  can 
be  paid.  We  have  offered  to  pay  them  their  ward 
rates  in  full. 

Next,  they  want  us  to  pay  as  indemnity  on  pri- 
vate-room beds  the  published  ward  rate.  From  the 
underv.Titing  and  rate  standpoint  it  will  be  very 
impractical  now  to  go  back  to  400,000  people  and 
try  to  do  that  over  the  state. 

Their  next  request  is  that  we  pay  the  charges  for 
all  other  necessary  hospital  services  rendered,  in 
full.  No  insurance  program  can  set  up  a  rate  unless 
we  know  what  the  service  is  going  to  cost.  We  have 
asked  the  hospitals  over  the  state  to  agree  among 
themse'ves  on  a  reasonable  charge  for  various  serv- 
ices and  for  the  things  that  we  are  asked  to  con- 
tract. The  Hospital  Saving  Association  has  always 
taken  1he  position  that  we  should  not  put  one  hos- 
pital in  competition  with  another,  and  we  have  asked 
the  hospitals  to  tell  us  the  reasonable  value  for 
these  services,  and  we  wall  set  up  a  proper  rate  for 
thsm.  The  .Asheville  hospitals  have  asked  us  not  to 
sell  the  minimum  service  to  anybody;  they  want  us 
to  sell  only  the  comprehensive  service.  We  are  today 
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selling-  compiehensive  service  to  about  90  per  cent 
of  our  people,  but  we  do  not  think  it  wise  to  take 
the  other  off  the  market. 

We  hr.ve  assured  the  Asheville  hospitals  that  we 
will  make  any  type  of  report  they  wish.  There  uiay 
be  occasions  when  we  have  to  ask  for  itemization 
of  certain  things.  We  think  that  right  is  funda- 
mental. 

Thp  ii^lO.OO  operating-room  fee,  I  think,  is  the 
main  item  in  controversy.  Our  Board,  with  all  the 
hospital  members  present  and  all  the  doctors  pres- 
ent, passed  a  resolution  saying  that  we  can  not  pay 
the'  Asheville  hospitals  more. 

We  think  our  position  is  sound,  and  certainly  we 
hope  that  we  can  continue  operations  with  the 
Asheville  hospitals. 

Dr.  .Murphy:  I  move  that  the  Executive  Commit- 
tee adopt  the  following  resolution: 

"RESOLVED  that  the  Executive  Committee  ol  the 
Medical  Society  of  the  State  of  North  Carolina  in- 
struct the  secretarv  of  the  Society  to  write  a  letter 
to  the  Asheville  Hospital  Council  setting  forth  the 
following: 

"1  That  it  is  not  within  the  function  or  province 
of  tliis  Executive  Committee  to  undertake  to  settle 
such  a  dispute  as  has  arisen  between  the  Asheville 
Hospital  Council  and  the  Hospital  Saving  Associa- 
tion of  North  Carolina,  Inc. 

"2  That  the  Medical  Society  of  the  State  of  North 
Carolina  is  doing  everything  in  its  power  to  aid  iii 
havino-  a  merger  effected  between  the  Hospital  Sav- 
ins' Association  of  North  Carolina,  Inc.,  and  the 
No'vth  Carolina  Hospital   Care  Association,   Inc. 

"3  That  this  Executive  Committee  urges  the 
A.sheviHe  Hosoital  Council  and  the  Hospital  Saving 
Association  of  North  Carolina,  Inc.,  to  make  every 
effort  to  settle  the  differences  between  them,  be- 
cause such  disDUtes  are  inimical  to  the  welfare  of 
medicine  in  Asheville  and  in  the  State  of  North 
Carolina. 

"4.  That  the  Executive  Committee  further  urges 
the  Asheville  Hosnital  Council  to  set  forward  by  at 
least  sixtv  davs  from  May  1.5,  1949,  its  proposed 
cancellation  of  contracts  between  the  hosmtals  in 
Asheville  and  the  Hospital  Saving  Association  of 
North  Carolina.  Inc." 

.  .  .  The  motion  was  seconded  by  Dr.  J.  N.  Robert- 
son and  passed. 

Thereupon,  at  6:10  p.m.,  a  recess  was  taken 
until  S  p.m. 

SUNDAY  EVENING   SESSION 
The  Executive  Committee  reconvened  at  S  p.m. 
and'  wf.s    called    to    order    by    President    Robertson, 
who  declared   a  auoruni  present   and   called  for  the 
report  of  the  Committee  on  Tuberculosis. 

Dr.  H.  S.  Willis  (Chairman.  Committee  on  Tuber- 
culosis >:  Mr.  President,  the  report  consists  of  two 
narts.  It  was  based  on  the  fact  that  throughout  the 
hospitals  of  the  United  States  every  year  it  appears 
that  about  three  in  a  thousand  admissions  have  un- 
disclosed tuberculosis.  That  means  in  the  course  of 
a  year  about  forty  thousand  people  throughout  the 
United  States  who  are  admitted  to  hospitals  have 
tuberculosis,  which  may  well  be  spread  to  other  pa- 
tients and  to  hospital  employees.  The  development 
of  tuberculosis  among  hospital  personnel  is  quite  a 
problem.  A  patient  who  comes  in  for  an  appendec- 
tomy may  have  open  tuberculosis.  He  is  taken  care 
of  as  if  he  did  not  have  tuberculosis,  because  knowl- 
edge of  his  disease  is  not  present;  and  the  nurses 
and  the  others  run  at  least  a  risk  of  considerable 
exposure.  It  has  been  sho\\ni  that  nurses  in  general 
hospitals  who  enter  into  training  with  a  negative 
tuberculin  reaction  in  about  80  per  cent  turn  out  at 
the  end  of  their  first  year  of  training  to  be  positive 
about  tiO  per  cent.  Also,  a  patient  may  come  in  with 


an  obscure  disease,  and  it  may  take  a  week  or  longer 
to  make  the  diagnosis,  and  then  it  may  be  found 
that  he  has  tuoerculosis.  So  the  contact  is  there  and 
is  rather  close  and  frequent.  It  is  a  fact  that  a 
larger  proportion  of  the  nurses  in  general  hospitals 
develop  tuberculosis  than  of  the  nurses  in  sanatoria. 
It  is  a  matter  of  importance  to  the  public  at  large 
that  something  be  done  to  correct  this  matter,  and 
two  suggestions  have  been  offered.  One  is  x-ray 
examination  of  all  patients  coming  into  hospitals. 
Almost  all  cases  of  unknown,  unsuspected  tuber- 
culosis are  picked  up  by  that  maneuver;  and  if  they 
are  picked  up  in  the  hospital  proper  precautions 
can  be  set  up  at  once,  and  the  personnel  in  the  hos- 
pital who  come  in  contact  with  the  patient  will  come 
knowingly  and  will  be  protected. 

The  next  measure  is  the  use  of  BCG  vaccine.  The 
practice  now  is  to  use  that  vaccine  widely  in  people 
who  do  not  react  to  tuberculin  and  who  must  come 
in  contact  with  tuberculous  patients — that  is,  luirses, 
student  nurses,  orderlies,  interns,  and  so  forth;  for 
such  personnel  in  sanatoria;  also  for  both  employees 
and  patients  in  mental  institutions,  because  those 
patients  can  not  be  taught  to  cover  their  mouths  and 
take  other  precautions;  and  also  in  certain  racial 
groups. 

The  recommendations  of  the  committee  are  based 
on  the  fact  that  0.3  per  cent  of  the  patients  entering 
hospitals  have  undetected  tuberculosis,  which  means 
40,000  'patients  a  year;  and  they  are  that  detection 
be  made  Ijv  x-raying  incoming  patients  and  that  the 
BCG  vaccine  be  used  in  hospital  attendants  and 
others   who   do   not  react   to   tuberculin. 

I  think  it  is  a  challenge  to  the  hospitals  through- 
out the  country,  because  where  the  practice  has  been 
used  there  is  a  noticeable  diminution  in  the  number 
of  new  cases  that  have  developed.  It  is  a  matter  of 
great  importance,  and  I  think  it  would  be  well  if 
the  hospitals  could  be  prevailed  upon  to  do  it.  As  a 
matter  of  legal  protection  it  seems  to  me  it  would 
appeal  to  them. 

President  Robertson:  The  next  item  on  the  agenda 
is  the  leports  from  the  councilors. 

Dr.  Shafer:  Mr.  President,  a  copy  of  the  reports 
of  the  councilors  and  of  the  committees  has  been 
furnished  to  each  of  us,  and  I  do  not  think  it  is 
necessary  to  read  them  again.  It  seems  to  me  the 
reports  might  be  read  by  title  and  the  councilors 
then  given  opportunity  to  add  anything  they  wish. 

The  President:  We  will  pursue  that  course,  if 
there  is  no  objection. 

.  .  .  Henceforth,  reports  of  councilors  from  the 
First  District  through  the  Seventh  District,  respec- 
tively, were  read  by  title  and  unanimously  approved. 

Dr.  McNeill  (Councilor,  Eighth  District):  There  is 
a  little  business  I  need  to  bring  up.  We  have  had 
abortions  up  in  our  neighborhood.  In  order  to  clarify 
the  situation  I  have  included  this  in  the  report: 

"One  hospital  in  the  District  reported  the  admis- 
sion of  a  patient  on  whom  a  criminal  abortion  had 
been  done.  The  hospital  obtained  an  affidavit  from 
the  patient  stating  when,  where,  and  by  whom  the 
operation  had  been  done.  The  hospital  requested  in- 
formation as  to  proper  procedure  in  such  cases. 

"There  is  information  that  the  case  was  relayed 
to  the  State  Board  of  Medical  Examiners  and  by 
them  in  turn  to  the  law  firm  employed  by  your  State 
Society.  In  this  particular  case  the  crime  had  been 
committed  in  Virginia,  so  your  Board  had  no  .iuris- 
diction.  The  Board  told  the  Councilor  what  to  do  in 
case  ox  the  gill's  death,  but  gave  a  very  ambiguous 
answer  to  the  request  for  the  proper  procedure  to 
be  followed  in  such  cases. 

"The  Councilor  realized  that  the  reportin.g  of 
criminal  abortions  is  a  delicate  and  touchy  subject. 
Nevertheless,  the  State  Board  of  jMedical  Examiners 
should  inform  all  hospitals,  in  writing,  of  the  exact 
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procedure  to  be  followed  in  such  cases  and  inform 
them  as  to  their  legal  status  as  to  financial  liability 
and  liability  to  being  accessories  after  the  fact  when 
such  felonies  are  not  reported  to  proper  authorities." 

I  mention  this  to  try  to  get  some  clear  idea  of 
the  procedure  which  each  hospital  should  follow 
when  a  case  of  criminal  abortion  is  admitted. 

President  Robertson:  I  am  glad  you  brought  that 
up.  We  have  a  letter  from  our  counsel  along  this 
line.  I  ask  Mr.  Barnes  -to  read  it. 

.  .  .  Mr.  Barnes  read  the  following: 

May  3,  1949 
Or.  Ivan  Procter,  Secretary 
North  Carolina  Board  of  Medical  Examiners 
Raleigh,  N.  C. 
Dear  Dr.  Procter: 

In  accordance  with  your  request  we  have  reviewed 
your  correspondence  with  Dr.  J.  H.  McNeill,  Eighth 
District  Councilor,  and  particularly  his  letter  of 
April  27,  1949,  in  which  he  requests  that  the  State 
Board  of  Medical  Examiners  inform  all  hospitals  in 
writing  of  the  exact  procedure  to  be  followed  in 
cases  where  a  patient  upon  whom  a  criminal  abor- 
tion has  been  performed  is  admitted  to  the  hospital. 

In  the  first  place,  this  request  does,  of  course, 
involve  a  subject  that  may  or  may  not  be  within 
the  purview  or  cognizance  of  the  State  Board  of 
Medical  Examiners,  since  a  medical  doctor  may  or 
may  not  be  involved.  If  the  information  is  reported 
to  the  Board  of  Medical  Examiners  indicating  that 
a  medical  doctor  has  been  involved  in  an  abortion, 
then  the  Board  would  no  doubt  take  proper  steps  to 
investigate  the  case  and  take  such  action  as  the  facts 
may  warrant.  Any  information  indicating  the  in- 
volvement of  a  doctor  in  an  abortion  or  any  other 
illegal  practice  should  be  reported  to  the  Board  of 
Medical  Examiners.  Then,  of  course,  the  Board  has 
no  authority  to  compel  the  reporting  of  such  infor- 
mation to  it  by  a  hospital. 

As  I  mdicated  to  you  in  our  letter  of  May  13,  1948. 
regarding  the  same  subject,  there  is  no  legal  re- 
quirement that  a  hospital  report  information  coming 
to  it  from  a  patient  admitted  to  the  hospital  to  the 
effect  that  the  patient  has  undergone  a  criminal 
abortion  at  the  hands  of  a  doctor  within  or  without 
the  State.  In  the  interest  of  the  general  enforcement 
of  the  law,  however,  the  hospital  and  its  officials  as 
citizen.;,  it  would  seem,  would  have  some  moral  re- 
sponsibility to  report  information  indicating  the 
commission  of  a  crime  to  local  law  enforcement  of- 
ficers. The  failure  to  make  such  a  report,  however, 
would  i;ot,  in  our  opinion,  subject  the  hospital  to 
liability  or  to  a  charge  of  being  accessories  after  the 
fact  of  the  commission  of  such  an  abortion.  Nor  can 
we  see  any  financial  liability  in  which  the  hospital 
might  be  involved  for  making  such  a  report  in  the 
performance  of  its  duty  as  would  any  other  private 
citizen. 

With  reference  to  concrete  advice,  it  would  not 
seem  to  us  to  be  within  the  province  of  the  Board 
of  Medical  Examiners  to  direct  the  course  the  hos- 
pitals themselves  should  follow.  In  this  letter  we  are 
going  somewhat  further  in  discussing  the  matter 
than  wa  would  as  attorneys  for  the  Board  ordinarily, 
in  view  of  the  fact  that  we  are  also  attorneys  for 
the  North  Carolina  Hospital  Association.  The  ques- 
tion boils  down  to  one  for  each  hospital  itself,  and 
the  policy  of  the  hospital  in  this  respect  must  be 
determined  by  the  officials  of  the  institution  in- 
volved. 

Very  truly  yours, 

SMITH,   LEACH  &  ANDERSON 

By:  J.  H.  Anderson,  .Jr. 

.  .  .  The  reports  of  the  Eighth,  Ninth  and  Tenth 
District  councilors  were  presented  and  approved. 

President  Robertson:  Next  we  will  take  up  the 
report  of  the  Mental  Hygiene  Committee. 


Dr.  R.  Burke  Suift  (Durham):  The  committee  is 
asking  for  an  appropriation  of  $500  each  year  from 
the  State  Society  and  that  any  unused  funds  be  kept 
by  or  for  the  Committee  until  $5,000  has  been  ac- 
cumulated for  this  work  from  year  to  year,  when 
it  is  not  used. 

Dr.  .Shafer:  I  move  that  $500  be  set  aside  each 
year  by  the  Society  and  kept  by  the  treasurer  for 
the  use  of  this  committee. 

.  .  .  The  motion  was  seconded  and  carried. 

Dr.  A.  B.  Choate  (Chairman,  Committee  on  Men- 
tal Hygiene):  We  thought  it  a  good  idea,  before  a 
man's  license  is  restored,  to  have  him  thoroughly 
tested  by  psychiatrists  appointed  either  by  the  So- 
ciety or  by  the  Chairman  of  the  Mental  Hygiene 
Committee. 

Dr.  Shafer:  I  make  a  motion  that  we  do  that. 

.  .  .  The  motion  was  seconded  and  carried. 

Dr.  Choate:  The  committee  asks  that  the  House 
of  Delegates,  through  the  Legislative  Committee, 
sponsor  a  bill  in  the  next  legislature  requiring  that 
there  must  be  two  beds  for  psychiatric  patients  out 
of  every  fifty  built  by  state  and  federal  funds.  We 
wrote  to  the  Medical  Care  Commission,  and  Dr.  Fer- 
rell  wrote  us  that  the  Commission  would  not  require 
that  two  beds  in  a  fifty-bed  hospital  be  adapted  to 
the  care  of  these  patients  except  where  requested 
to  do  so  by  the  local  hospital  authorities,  but  that 
the  Commission  was  willing  to  bear  its  portion  of 
the  expense  if  the  local  units  desired  such  a  pro- 
vision. 

There  were  1,147  mental  patients  held  in  local 
jails  in  the  year  ending  in  June  of  1948.  Of  that 
number,  37  died  before  any  attention  was  ever  given 
them.  We  feel  that  if  we  had  these  beds  in  every 
county  these  patients  would  receive  better  care. 

The  psychiatric  patient  is  just  as  sick  as  one  with 
appendicitis  or  heart  trouble  or  tuberculosis  or  any- 
thing else.  When  the  hospital  is  being  constructed, 
these  rooms  should  be  provided.  A  room  for  a  psy- 
chiatric patient  has  to  have  special  construction. 
The  recommendation  is  for  Hill-Burton  hospitals. 

Dr.  Faison:  I  move  that  we  recommend  to  the 
House  of  Delegates: 

WHEREAS  many  psychiatric  patients  are  now 
confined  in  jails  throughout  the  state  because  of 
lack  of  hospital  accommodations  for  their  care  while 
awaiting  admission  to  state  hospitals  or  other  in- 
stitutions: 

THEREFORE  BE  IT  RESOLVED  that  the  Exec- 
utive Committee  recommend  to  the  House  of  Dele- 
gates that  the  Medical  Society  of  the  State  of  North 
Carolina,  through  its  Legislative  Committee,  sponsor 
a  bill  to  be  presented  in  the  next  General  Assembly 
lequiring  that  every  general  hospital  constructed  by 
state  and  federal  funds  provide  two  beds  for  psy- 
chiatric patients  out  of  every  fifty  beds  in  such  hos- 
pital. 

Dr.  Shafer:  I  second  the  motion. 

.  .  .  The  motion  carried  by  a  vote  of  seven  to  four. 

President  Robertson:  What  are  the  traveling 
clinics.  Dr.  Choate  ? 

Dr.  Choate:  I  ask  Dr.  Suitt  if  he  will  not  comment 
on  that.  There  are  many  war  veterans  who  have 
minor  psychiatric  diseases  which  are  not  recognized 
by  the  Veterans  Administration,  and  therefore  not 
accepted  by  them.  Those  men  could  be  treated  and 
puc  back  to  work,  but  we  have  no  way  of  treating 
them. 

Dr.  Suitt:  The  Veterans  Administration  does  not 
now  authorize  trertment  for  the  man  referred  to  in 
this  report.  The  theory  is  that  the  patient  will  be 
seen  one  time  by  the  psychiatrist,  who  then  returns 
him  to  his  physician  with  recommendations  for  his 
treatment.  He  is  then  treated  by  his  home  physi- 
cian, and  the  Veterans  Administration  then  will  com- 
pensate the  home  physician  for  the  treatment,  just 
as  it  does  for  other  treatment. 
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Dr.  Koonce:  I  offei'  the  following  motion:  RE- 
SOLVED that  the  Executive  Committee  of  the  Med- 
ical Society  of  the  State  of  North  Carolina  endorse 
the  request  of  the  Mental  Hygiene  Committee  that 
the  Legislative  Committee  be  instructed  to  com- 
municate to  the  General  Assembly  of  North  Carolina 
its  urgent  recommendation  for  increased  salaries 
for  psychiatrists  and  allied  personnel  for  institu- 
tions, outpatient  clinics,  traveling  clinics  for  rural 
areas,  and  education  and  treatment  of  those  in  need 
of  special  education  within  the  public-school  enroll- 
ment, as  well  as  those  employed  by  the  State  Men- 
tal Health  authorities  or  the  State  Hospitals  Board 
of  Control. 

.  .  .  The  motion  was  seconded  and  carried. 
.  Dr.  Choate  read  the  following: 

''This  committee  has  been  instrumental  and  active 
in  forming  a  National  Organization  of  State  Mental 
Hygiene  Committees  of  State  Medical  Societies.  This 
association  is  to  have  its  first  meeting  in  Montreal 
the  latter  part  of  May.  The  president  of  the  Medical 
Society  of  the  State  of  North  Carolina  is  asked  to 
authorize  the  chairman  of  this  committee  to  accept 
the  invitation  and  to  attend  the  meeting,  since  he 
has  been  asked  to  paiticipate  in  the  round  table 
discussion.  A  report  was  given  to  this  committee  by 
Dr.  Burke  Suitt,  who  attended  the  International 
Mental  Health  Council  in  London  as  a  representative 
of  this  committee.  He  has  asked  the  Committee  to 
take  special  cognizance  of  the  mental-hygienic  and 
medical  aspects  of  defense  against  atomic  energy 
and  asked  that  Dr.  Dale  Cameron  be  invited  to  give 
a  paper  on  this  subject." 

Dr.  Koonce:  I  move  that  the  president  of  the  So- 
ciety be  so  authorized. 

.  .  .  The  motion  was  seconded  by  Dr.  McNeill  and 
carried. 

Secretary  McMillan:  Mr.  President,  the  next  item 
is  "Annual  Reports  of  Functional  Committees." 
Your  president,  your  executive  secretary,  and  I  read 
all  these  reports"  last  Sunday  afternoon.  I  wonder  if 
you  would  like  us  to  point  out  some  of  the  more 
pertinent   things  in  them. 

Dr.  Koonce:  Mr.  President,  I  move  that  it  be  done 
in  the  shortest  manner  possible. 

.  .  This  motion  was  seconded  and  carried. 

Secretary  McMillan:  I  think  the  next  matter  that 
should  be  brought  to  your  attention  is  the  report  of 
the  Committee  on  Crime,  Psychiatry,  and  Coroner 
System,  final  paragraph.  I  will  read  that  paragraph: 
""This  committee  recommends  that  the  president 
of  the  Medical  Society  of  North  Carolina  appoint 
a  Committee  on  Crime  and  Psychiatry  to  be  com- 
posed chiefly  of  experts  in  the  field  of  psychiatry 
to  follow  up  on  this  preliminary  report  to  study  this 
problem  further,  since  it  is  one  which  is  too  big  for 
the  existing  committee,  which  has  two  functions.  It 
furthermore  recommends  that  as  the  study  proceeds 
beyond  the  preliminary  stage  the  liaison  with  the 
North  Carolina  Bar  Association  be  effected,  for 
changes  in  legal  procedure  can  most  effectively 
proceed  from  the  initiative  of  the  legal  group.  In 
the  wjrds  of  the  late  Mr.  .Justice  Cardozo,  "The 
students  of  the  life  of  the  mind  in  health  and  dis- 
ease will  combine  with  students  of  the  law  in  a 
scientific  and  deliberate  effort  to  frame  a  definition 
and  a  system  of  administration  that  will  combine 
efficiency  with  truth." 

Dr.  Combs:  I  move  that  the  committee's  report 
be  adopted. 

.  .  .  The  motion  was  seconded  and  carried. 

The  President:  Next  is  the  report  of  the  Com- 
mittee on  Maternal  Welfaie. 

.  .  .  Mr.  Barnes  read  the  following  part  of  the 
report  of  the  said  Committee: 

"BE  IT  RESOLVED  that  ignorance  and  neglect 
upon  the  part  of  the  patient  and  her  family  are  re- 


sponsible for  a  substantial  numlier  of  maternal 
deaths,  and  the  Committee  on  Maternal  Welfare  has 
had  prepared  a  group  of  radio  bi-oadcasts  for  the 
purpose  of  public  education. 

"WHEREAS  the  subject  matter  of  these  broad- 
casts has  been  approved  by  the  Committee  on  Public 
Relations  of  the  Medical  Society  of  the  State  of 
North  Carolina. 

"BE  IT  RESOLVED  that  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina hereby  approves  these  broadcasts  under  spon- 
sorship of  the  various  county  medical  societies  as 
components  of  the  Medical  Society  of  the  State  of 
North  Carolina." 

Dr.  McNeill:  I  move  that  it  be  approved. 

.  .  .  The  motion  was  seconded  and  carried. 

Secretary  McMillan:  Next  is  the  report  of  the 
Committee  on  a  Practical  Medical  Curriculum. 

.  .  .  The  Secretary  read  the  following  recommenda- 
tions: 

"The  Committee  recommends  to  the  North  Caro- 
lina Medical  Society,  through  the  House  of  Dele- 
gates, the  following: 

"1.  That  a  copy  of  this  report  be  printed  and 
mailed  to  the  deans  of  our  72  medical  colleges. 

"2.  That  a  similar  committee  be  again  appointed 
to  car;y  on  this  study  for  the  coming  year. 

"3.  That  the  Society  endorse  the  movement  now 
on  foot  by  some  doctors  to  establish  a  non-profit 
corporation  known  as  Medical  Education  of  America 
to  foster  medical  education  on  a  practical  basis  in 
the  United  States." 

(The  President  asked  Dr.  Elliott  to  preside.) 

Dr.  Murphy:  I  move  that  they  be  adopted  in  toto. 

.  .  .  The  motion  was  seconded  by  Dr.  Battle  and 
carried  unanimously. 

Chairman  Elliott:  Next  is  the  report  of  the  Com- 
mittee on  the  Home  Town  Medical  Care  of  Veterans. 

.  .  .  Mr.  Barnes  read  the  said  report. 

Mr.  Barnes:  Supplementing  that,  recently  the  Vet- 
erans Administration  has  sent  to  the  Hospital 
Saving  Association  some  memoranda,  and  I  will  read 
those.  This  is  from  Dr.  Bumgardner: 

"Medical  Administrative  Officer 
Supervisor,  Treatment  Group 
Pneumothorax  Refills 

"1.  A  review  of  the  Tuberculosis  Follow-up  Pro- 
gram reveals  that  the  Medical  Society  Statewide 
Fee  Schedule  carries  artificial  pneumothorax  refills 
under  Item  No.  1917  at  a  fee  of  $10.00  each 

"2.  The  cost  of  this  service  has  been  discussed 
from  time  to  time  with  various  visitors  to  this  of- 
fice and  physicians  in  this  State  who  render  this 
service  to  private  patients.  In  most  cases,  it  has 
been  stated  that  $5.00  is  the  usual  fee  for  a  treat- 
ment of  this  type,  and  also  some  physicians  have 
suggested  that  a  fee  of  $10.00  should  cover  the  cost 
of  refill  and  fluoroscopic  examination.  It  is  known 
that  the  Statewide  Schedule  in  Virginia  carries  pneu- 
mothorax refills  at  a  fee  of  $5.00  each.  This  fee  is 
further  shown  in  the  Central  Office  issue  of  Fee 
Schedule,  VA  Catalog  No.  5,  at  $5.00. 

"3.  As  a  suggestion,  this  matter  should  be  dis- 
cussed with  a  Hospital  Saving  Association  repre- 
sentative of  North  Carolina,  Inc.,  Chapel  Hill,  North 
Carolina,  to  determine  whether  or  not  the  fee  for 
pneumothorax  is  not  somewhat  higher  in  the  State- 
wide Schedule  than  is  usually  charged  the  general 
public  for  comparable  services. 

"F.  L.  BUMGARDNER" 

.   .   .  The  following  letter  was  then  read  by  Mr. 

Barnes: 

,,      T  T    D  Mav  4,  1949 

Mr.  James  T.  Barnes, 

Executive  Secretary, 

Medical  Society  of  the  State  of  North  Carolina, 

203  Capital  Cliib  Building, 

Raleigh,  North  Carolina. 


August,  1949 
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Dear  Jim: 

The  letter  from  Mr.  Kenneth  Beeston  under  date 
of  April  20,  1949,  and  the  enclosed  memorandum 
from  the  Veterans  Administration  regarding  charge 
for  artificial  pneumothorax  under  the  Veterans  Ad- 
ministration Program  is  self-explanatory.  The  com- 
mittee to  collaborate  with  the  Veterans  Administra- 
tion, of  which  I  am  chairman,  has  never  had  the 
working  out  of  fees  as  part  of  its  duties.  In  the 
original  program  the  fees  were  worked  out  by  a 
special  committee  appointed  by  President  Oren 
Moore  at  that  time  for  that  specific  purpose.  I  do 
not  feel  that  our  committee  should  assume  this  re- 
sponsiliility.  However,  the  fee  of  $10.00  for  arti- 
ficial pneumothorax  is  apparently  a  little  out  of  line 
with  what  is  done  over  the  country  and  somewhat 
out  of  line  with  the  customary  fee  in  private  prac- 
tice. This  statement  is  based  upon  the  best  informa- 
tion that  I  am  able  to  obtain. 

The  Hospital  Saving  Association,  as  well  as  our 
committee,  has  no  authority  whatsoever  in  the  de- 
termination of  fee  schedules.  In  my  opinion  this  is 
solely  the  problem  of  the  State  Society. 

Recently  one  other  suggestion,  or  rather  request, 
has  come  from  the  Veterans  Administration  which  I 
think  is  worthy  the  consideration  of  the  new  ad- 
ministration. This  is  that  the  Veterans  Administra- 
tion would  like  to  have  some  doctor  who  is  a  mem- 
ber of  its  own  organization  and  a  bona  fide  member 
of  our  Society  be  a  member  of  this  committee.  I  see 
no  particular  opposition  to  this  so  long  as  the  man 
is  a  member  in  good  standing  with  the  State  Society, 
and  it  might  possibly  help  some  in  the  many  differ- 
ences of  opinion  that  arise.  I  merely  submit  their 
request  without  recommendation  for  the  considera- 
tion of  Ihe  Society. 

Sincerely  yours, 

E.  McG.  Hedgpeth,  M.D.,  Chairman 
Committee  on  Home  Care 
of  Veterans 

Ur.  McNeill:  This  is  the  fee  schedule  set  up  by  a 
committee  of  the  Medical  Society  working  with  the 
Veterars  Administration  for  the  home  care  of  serv- 
ice-connected disabilities.  The  fee  of  $10.00  for  pneu- 
mothorax refills  and  pneumoperitoneum  refills  has 
been  in  force  ever  since  I  have  been  back  from 
service.  It  is  completely  out  of  line  with  the  fees 
in  private  practice.  In  private  practice,  depending 
on  what  the  patient  has,  he  pavs  from  nothing  to 
$5.00. 

Dr.  Sams:  Mr.  President,  I  move  that  the  fee  be 
reduced  from  $10.00  to  $7.50. 

.  .  .  The  motion  was  seconded  and  carried. 

The  report  of  Dr.  Hedgpeth  as  Medical  Director 
of  the  Hospital  Saving  Association  was  read  by  Mr. 
Barnes.  No  action  was  taken  on  it. 

.  .  .  Dr.  Koonce  read  the  report  of  the  Committee 
to  Study  the  Rebate  Problem,  and  on  motion  duly 
made  and  seconded,  the  recommendations  of  the 
committee  were  accepted. 

The  Report  of  the  Board  of  Medical  Examiners 
was  read  by  title  and  accepted. 

Secretary  McMillan:  The  next  item  is  the  report 
of  the  Committee  to  review  certificates  and  material 
on  ten  county-society  candidates  for  the  general 
practitioner  of  the  year. 

Mr.  Barnes:  The  Committee,  consisting  of  Dr. 
Sams,  Dr.  Hill,  and  Dr.  Owens,  can  not  get  together 
until  tomorrow  morning  at  9  o'clock,  so  they  will  not 
be  able  to  report  to  you  on  this. 

The  report  of  the  Committee  to  Confer  with  the 
North  Carolina  Industrial  Commission  was  read  by 
the  chairman.  Dr.  Donnell  B.  Cobb. 

Report  of  the  Committee  to  Confer  with  the 
North   Carolina   Industrial   Commission 
Your  Committee  met  with  the  Industrial  Commis- 
sion, February  3,   1949.  Present,   in  the  capacity  of 


advisors,  were;  Dr.  Millard  D.  Hill,  Chairman  of 
the  Legislative  Committee;  Dr.  Westbrook  Murphy, 
President-Elect  and  Chairman  of  a  Committee  to 
work  v.'ith  the  Industrial  Commission;  and  our  Exec- 
utive Secretary,  Mr.  James  T.   Barnes. 

At  this  meeting  the  following  changes  were  agreed 
upon: 

(1)  The  present  fee  of  $3.00  for  an  initial  office 
visit  be  increased  to  $4.00.  No  change  in  the  fee 
allowed  for  subsequent  office  visits.  Other  than  of- 
fice visits,  all  items  be  increased  10  per  cent. 

(2)  Each  of  two  or  more  major  fractures  sus- 
tained to  different  extremities  may  be  billed  at  full 
flat  rate  for  each.  This  does  not  apply  to  carpals. 
metacarpals,  tarsals,   metatarsals,   and   phalanges. 

(3)  That  the  President  of  the  State  Medical  So- 
ciety appoint  a  new  medical  advisory  committee  to 
serve  with  the  Industrial  Commission  in  reviewing 
contested  fees.  The  membership  of  this  committee  is 
to  be  staggered,  and  is  to  be  approved  by  the  Indus- 
trial Commission 

Your  Committee  recommends  that  these  agree- 
ments be  approved  by  the  Medical  Society. 

The  Industrial  Commission  is  now  undergoing 
reorganization.  Mr.  Wilson  has  resigned  as  Chair- 
man and  has  been  replaced  by  Mr.  Pat  Kimzey. 
Mr.  Beane,  of  Salisbury,  has  been  appointed  to  fill 
the  vacancy  caused  by  Mr.  Wilson's  resignation; 
and,  as  of  this  time,  the  third  appointment  has  not 
been  made. 

Owing  to  the  fact  that  the  Industrial  Commission 
has  been  going  through  a  period  of  reorganization, 
it  has  not  been  possible  to  accomplish  all  that  your 
committee  had  hoped  to.  We  refer  particularly  to  an 
arrangoment  whereby  reduced  and  contested  bills 
can  be  more  satisfactorily  settled. 

^  We  have  had  occasion  to  confer  with  Mr.  Kimzey, 
since  his  elevation  to  the  chairmanship,  and  it  is  our 
impi-ession  that  he  will  make  a  very  sincere  effort 
to  cooperate  with  the  medical  profession  of  the  State 
in  the  future. 

HUGH  A.  THOMPSON 
DONNELL  B.  COBB 
Chairman 

.  .  .  Dr.  Sams  moved  that  the  recommendations 
be  adopted  in  toto.. 

This  motion  was  seconded  but  was  subsequently 
withdrawn. 

Dr.  jMurphy:  I  make  a  motion  that  we  insist 
upon  the  Industrial  Commission  that  a  physician  be 
employed  to  travel  over  the  state  to  review  reports 
and  bills  in  which  the  Commission  disallows  the  fee 
claims  of  practicing  physicians. 

.  .  .  This  motion  was  seconded  by  Dr.  Koonce,  and 
a  discussion  ensued. 

Dr.  Murphy:  I  believe,  in  keeping  with  what  seems 
to  be  the  crystallized  opinion  here,  I  should  offer 
a  substitute  for  that  motion.  I  move  that  we  accept 
these  three  points  in  good  faith,  with  the  recom- 
mendation that  the  Commission  will  cooperate  by 
sending  the  Medical  Director  through  the  state  to 
confer  with  doctors. 

.  .  .  Dr.  Koonce  seconded  the  substitute  motion, 
and  it  was  carried. 

.  .  .  Mr.  Barnes  read  the  report  of  the  Committee 
on  Public  Relations. 

Secretary  McMillan:  I  bring  to  your  attention  the 
fact  that  there  has  already  been  a  motion  passed 
by  the  House  of  Delegates  at  its  meeting  on  Janu- 
ary 30  to  levy  a  special  assessment,  provided  part 
of  the  funds  from  the  A. MA.  assessment  were  not 
made  available. 

Dr.  Koonce:  We  have  in  no  way  specified  that  the 
public  relations  secretary  should  not  work  under  the 
executive  secretary  or  should  not  be  coordinated. 
I  think  we  can  leave  that  to  the  Executive  Commit- 
tee to  be  worked  out  after  we  get  the  funds. 
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(There  followed  a  general  discussion  about  the 
action  taken  by  the  House  of  Delegates  in  January 
on  the  increase  in  dues,  the  assessment,  etc.,  and 
about  Dr.  Rachel  Davis'  motion.) 

Dr.  Shafer:  I  move  that  we  accept  the  report  and 
that  we  ask  for  an  assessment  of  $5.00  for  this  year 
and  that  the  dues  be  increased  to  $40.00  January  1, 
1950,  with  $15.00  of  it  to  be  earmarked  for  public 
relations  work. 

.  .  .  The  motion  was  seconded  and  carried. 

Secretary  McMillan  read  the  report  of  the  Legis- 
lative Committee. 

Report  of  the  Legislative  Committee 

1.  A  bill  was  introduced  into  the  Legislature  to 
permit  the  osteopaths  to  prescribe  narcotics  and 
drugs.  This  bill  was  defeated  by  a  vote  of  17  to  7  in 
the  committee  room.  The  minority  group,  since  re- 
moval of  the  gag  rule,  elected  to  bring  it  on  the 
floor  to  discuss.  However,  this  bill  was  withdrawn 
after  reaching  the  floor. 

2.  A  bill  authorized  by  the  Governor's  Committee 
to  permit  the  Governor  to  appoint  one  member  to 
all  the  professional  boards  and  trade  boards.  This 
bill  was  defeated. 

MILLARD  D.  HILL,  M.D. 
Chairman 

.  .  .  No  action  was  taken. 

President  Robertson:  Gentlemen,  I  think  we  should 
decide  on  the  tenure  of  office  of  the  executive  sec- 
retary. 

Dr.  Faisan:  I  move  thai  we  give  him  a  contract 
for  three  years,  with  a  clause  in  there  that  should 
his  services  become  unsatisfactory  the  contract  may 
be  terminated  on  thirty  days'  notice. 

I  suggest  that  our  secretary  v\'rite  him  a  letter 
of  commendation,  as  coming  from  the  Executive 
Committee. 

.  .  .  The  motion  was  seconded  and  carried. 

The  Public  Relations  Committee's  report  was  re- 
discussed  in  relation  to  the  office  of  executive  sec- 
retary. 

Dr.  Murphy:  I  move  that  the  recommendations  in 
the  report  of  the  Public  Relations  Committee  which 
have  just  been  read  be  amended  by  adding,  after 
the  words  "the  Executive  Comuiittee,"  the  follow- 
ing words,  "and  its  Executive  Secretary." 

Dr.  Shafer:  I  second  Dr.  Murphy's  motion. 

.  .  .  The  motion  was  carried  without  dissent. 

There  being  no  new  business,  the  meeting  ad- 
journed at  11:35  p.m. 

MONDAY  MORNING  SESSION 
May  9,  1949 

President  Robertson  called  the  meeting  to  order. 
Members  prese)it: 

Dr.  M.  D.  Hill 

Dr.   Ellas  Faison 

Dr.  Joseph  A.  Elliott 

Dr.  G.  Westbrook  Murphv,  proxy  for  Dr.  N.  P. 
Battle 

Dr.  W.  A.  Sams,  proxy  for  Dr.  Jas.  H.  McNeill 

Dr.  Irving  E.  Shafer 

Dr.   Zack   D.    Owens,   proxv  for   Dr.   John   C. 
Tayloe 

Dr.  Roscoe  D.  McMillan,  secretary 

Mr.  James  T.  Barnes,  executive  secretary 

(A  quorum  was  present.) 


Mr.  John  .Anderson,  representing  the  law  firm 
of    Smith,    Leach    &    Anderson   of   Raleigh, 
was  also  present. 
President  Robertson  recalled  the  question  of  the 
proposed   resolution    to   adopt  the   Prepaid    Medical 
Service  Plan  which  had  been  drafted  by  the  Society's 
Attorneys  and  considered  at  a  meeting  of  the  Exec- 
utive Committee  on  Sunday,  May  8,  1949.  Mr.  John 
Anderson  was  recognized  and  made  comment  upon 
the  proposed  resolution.   There  was  a  biief  discus- 
sion. 

Dr.  Shafer  moved  that  the  pi-oposed  resolution  be 
amended  by  striking  out  the  words,  "or  such  corpo- 
ration as  may  be  formed  by  the  merger  of  Hospital 
Saving  Association  of  North  Carolina,  Inc.,  and  Hos- 
pital Care  Association  of  North  Carolina,  Inc.," 
which  appeared  in  the  resolution  after  the  words, 
"Hospital  Saving  Association  of  North  Carolina, 
Inc.",  and  before  the  words,  "be  approved." 

The  motion  was  seconded  by  Dr.  Sams  and  carried. 

Dr.  Murphy:  I  think  we  should  consider  the  mo- 
mentous step  of  employing  a  full-time  public  rela- 
tions secretary.  According  to  the  resolution  which 
has  already  been  passed  by  this  committee  adopting 
the  "Proposals  and  Recommendations  for  a  Public 
Relations  Program"  as  presented  by  the  Public  Re- 
lations Committee,  would  it  or  would  it  not  make  it 
mandatory  for  a  new  office  of  public  relations  to  be 
set  up?  It  was  not  made  clear  in  the  previous  action 
whether  it  would  function  through  the  Executive 
Secretary's  office. 

.  .  .  Dr.  McMillan  recalled  the  action  of  the  House 
of  Delegates  on  January  30,  1949,  which  authorized 
the  establishment  of  a  public  relations  program  and 
read  the  motions  offered,  respectively,  by  Dr. 
Rachel  Davis  and  Dr.  Street  Brewer  relative  to  dues 
and  assessments. 

Dr.  Murphy:  This  question  came  out  in  the  meet- 
ing on  public  relations  in  Raleigh  about  a  month 
ago.  Does  this  resolution  specify  that  a  separate  of- 
fice be  set  up  ? 

...  Dr.  McMillan  read  "Proposals  and  Recom- 
mendations for  a  Public  Relations  Program  for  the 
Medical  Society  of  North  Carolina." 

Dr.  Murphy:  If  this  resolution  was  passed  as  read, 
would  this  establish  the  program  under  the  direction 
of  the  executive  secretary? 

...  At  this  point  Mr.  Anderson  (attorney)  was 
recognized. 

Mr.  Ainderson:  I  don't  think,  under  the  resolution 
to  adopt  the  proposal,  as  read  yesterday,  that  you 
could  retain  a  secretary  for  public  relations  as  a 
part-time  employee. 

Dr.  Elliott :  I  move  that  the  resolution  adopting 
the  "Proposals  and  Recommendations  for  a  Public 
Relations  Program"  be  so  worded  as  to  read  that  the 
committee  could  employ  a  public  relations  firm  as 
an  expert  consultant  for  the  State  Society  and  that 
it  would  be  advisable  to  set  it  up  under  the  executive 
secretary. 

Dr.  Shafer:  I  second  the  motion 

.  .  .  The  motion  was  opened  for  discussion,  and  as 
there  were  no  questions  the  motion  was  put  and 
carried. 

There  being  no  further  business,  the  meeting  ad- 
journed. 
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SESSIONS  OF  THE  HOUSE  OF  DELEGATES 


MONDAY  AFTERNOON  SESSION 
May   9,   1949 

The  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  North  Cai-olina  met  at  2  p  m.  on 
Monday,  May  9,  1949,  in  the  ballroom  of  the  Hotel 
Carolina,  Pinehurst,  North  Carolina,  with  the  presi- 
dent. Dr.  James  F.  Robertson,  presiding. 

President  Robertson  called  the  meeting  to  order, 
and  the  invocation  was  said  by  the  Reverend  T.  A. 
Cheathiim,  D.D.,  of  Pinehurst.  The  roll  of  delegates 
was  called  bv  the  secretary-treasurer.  Dr.  Roscoe  D. 
McMillan,  of  Red  Springs,  who  declared  that  a  quo- 
rum was  present. 

The  first  vice  president,  Dr.  -Joseph  J.  Combs,  then 
took  the  chair  and  President  Robertson  read  his 
report. 

Report   of   the   President 

During  the  past  year  it  has  been  a  revelation  to 
me  to  see  how  the  men  who  have  had  assignments 
in  our  organization  have  spent  so  much  time,  energy 
and  thought  on  their  given  task.  I  v.'ish  that  each  of 
you  could  watch  from  my  vantage  point  the  enthu- 
siasm ?.i;d  thoroughness  with  which  each  has  tackled 
his  job.  It  takes  an  experience  of  this  sort  to  make 
one  appreciate  what  sterling  worth  there  is  in  the 
medical  men  of  this  state.  Nothing  dispells  misgiv- 
ings and  doubts  about  our  colleagues  so  effectively 
as  to  know  and  work  with  them  as  we  do  in  our 
St!»te  Society.  Therefore  let  me  urge  vou  never  to 
refuse  any  assignment  where  you  will  be  thrown 
intimately  with  the  other  members  of  our  profession. 

I  hope  that  the  time  will  soon  come  when  every 
member  will  attend  the  meetings  of  the  House  of 
Delegates.  During  the  nast  there  have  been  so  many 
routine  and  uninterestiiig  committee  reports  that 
attendance  at  the  House  of  Delegates  has  been  a 
real  task  rather  than  a  pleasure,  and  with  this 
thought  in  mind  I  have  attempted  to  streamline  the 
meetings  of  the  House  of  Delegates  this  year,  so 
that  only  those  matters  which  require  actual  vote 
pnd  discussion  bv  the  members  of  the  House  of 
Delegates  would  be  brought  up  on  the  floor. 

This  year  we  have  asked  everyone  who  had  a  re- 
port to  make  to  the  House  of  Delegates  to  have  the 
report  written  and  in  the  hands  of  our  executive 
secretary  thirty  days  before  the  meeting  at  Pine- 
hurst. Shortly  after  all  these  committee  reports  were 
received,  your  president,  secretary-treasurer,  and 
executive  secretary  met  and  went  over  them  so  that 
we  might  familiarize  ourselves  with  their  contents. 
All  of  these  reports  were  presented  to  a  meeting  of 
the  Executive  Committee  held  yesterday,  so  that 
thev  might  pass  on  and  file  the  reports  which  seemed 
to  be  routine  and  pick  out  the  ones  which  reonired 
discussion  and  present  them  to  the  House  of  Dele- 
gates for  your  action.  In  this  way  we  hope  to  elimi- 
nate much  of  the  useless  and  tiresome  routine  and 
save  time  for  a  freer  discussion  of  more  imnortant 
matters,  and  perhaps  for  the  insertion  of  more 
scientific  material  on  our  program.  All  renorts  will 
be  published  in  the  North  Carolina  Medical  Journal. 

The  fact  that  the  General  Assemblv  was  in  session 
this  vear  and  that  compulsory  health  insurance  or 
socialized  medicine  was  due  to  come  up  in  Cons'ress 
has  made  this  year  one  of  intense  activity.  During 
the  past  year  your  president  has  attended  fifty-nine 
meetings.  Twenty  of  these  meetings  have  been 
county  and  district  medical  society  meetings.  State 
Medical  Society  meetings  and  other  medical  meet- 
ings. Sixteen  meetings  have  been  of  a  miscellaneous 
nature,    such    as    civic    clubs,    women's    clubs,    Blu« 


Cross-Blue  Shield,  cancer  programs,  polio,  and  sym- 
posia. Eight  meetings  have  been  in  connection  with 
the  Hospital  Saving  Association  of  Chapel  Hill, 
which  as  you  know  is  sponsored  by  our  organization. 
There  have  been  eight  meetings  of  the  Executive 
Committee,  and  seven  meetings  of  various  commit- 
tees which  I  have  attended.  Four  meetings  were  of 
the  North  Carolina  Good  Health  Association,  which 
is  an  organization  whose  chief  function  is  to  help 
put  over  the  program  approved  and  sponsored  by  the 
North  Carolina  Medical  Care  Commission.  This  or- 
ganization has  also  taken  an  interest  recently  in 
other  matters  such  as  the  student  nurse  recruitment 
program  and  the  rural  health  program. 

In  connection  with  the  latter,  the  sum  of  $5,000 
was  obtained  from  the  General  Education  Board 
through  the  University  of  North  Carolina  provided 
the  Good  Health  Association  and  the  Medical  Society 
would  cooperate  in  the  formation  of  county  health 
councils.  This  has  been  done  and  we  have  now  a  full- 
time  field  representative,  IVIiss  Charlotte  Rickman, 
who  has  been  busily  and  actively  engaged  in  setting 
up  these  county  health  councils.  One  has  already 
been  organized  and  is  operating  nicely  in  Alexander 
County,  and  she  is  now  engaged  in  Watauga  County 
in  setting  up  a  similar  council.  After  this  is  com- 
pleted, it  is  the  purpose  of  these  organizations  to 
have  organized  two  more  of  these  councils  in  the 
eastern  part  of  the  state.  These  councils  will  be 
agencies  through  which  information  about  Blue 
Cross  insurance,  polio,  cancer,  tuberculosis,  general 
sanitation,  preventive  medicine,  and  many  other 
phases  of  public  health  will  be  disseminated. 

During  the  year  there  have  been  excellent  post- 
graduate courses  offered  through  the  University  of 
North  Carolina  Extension  Division  to  doctors  in 
various  sections  of  our  state,  and  these  courses  have 
been  marked  by  intense  interest  and  excellent  at- 
tendance. The  postgraduate  courses  were  given  in 
the  following  places:  Salisbury,  Shelby,  Goldsboro, 
Wilmington," North  Wilkesboro,  and  Raleigh.  There 
have  been  symposia  at  Wrightsville  Beach,  Watts 
Hospital,  Duke  Hospital,  Greensboro  and  Asheville, 
and  a  Pediatric  Seminar  at  Saluda.  The  Matheson 
Foundation  lectures  in  Charlotte  and  the  meeting  of 
the  North  Carolina  .\cademy  of  General  Practice  in 
Charlotte  had  excellent  programs  and  were  attended 
by  several  hundred  physicians. 

On  behalf  of  the  physicians  of  the  State  of  North 
Carolina  I  want  to  pay  tribute  here  to  the  Medical 
Care  Commission,  headed  by  Mr.  James  H.  Clark  of 
Elizabethtown,  which  has  gone  ahead  with  its  pro- 
gram and  is  actively  engaged  in  setting  up  small 
hospitals  and  diagnostic  clinics  so  that  they  may  be 
available  to  every  county  in  our  state.  These  clinics 
will  give  the  people  in  every  county  of  the  state 
facilities  such  as  x-rays  and  laboratory  facilities, 
and  will  make  it  possible  for  the  physician  in  the 
rural  districts  to  practice  scientific  medicine  with- 
out having  the  patient  put  to  the  extra  expense  and 
loss  of  time  required  to  go  to  some  distant  medical 
center.  This  commission  is  composed  of  a  few  doc- 
tors and  more  laymen,  and  is  charged  with  a  tre- 
mendous urogram  of  medical  education  and  expan- 
sion, which  contemplates  the  establishment  of  a  four 
year  medical  school  at  Chapel  Hill  with  a  large  cen- 
tral hospital:  expansion  of  the  facilities  for  the  hous- 
ing and  treating  of  patients  with  mental  illness  and 
tuberculosis;  and  the  establishment  of  small  hos- 
pitals and  diagnostic  clinics  in  every  county  in  the 
state. 

The  medical  school  will  give  scholarships  to  med- 
ical students  who  will  agree  to  practice,  on  comple- 
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tion  of  their  prescribed  course,  in  a  rural  district  of 
the  state  for  at  least  four  years.  The  Medical  Care 
Commifsion  also  pays  $1.00  per  day  to  hospitals  for 
indigent  patients,  and  will  make  adequate  provisions 
for  th-3  education  of  more  colored  physicians.  The 
North  Carolina  Medical  Care  Commission  is  now 
building,  or  is  in  process  of  building,  11  hospitals 
or  clinics  with  the  addition  of  685  new  beds;  6  pro- 
jects for  the  mental  hospitals  with  487  new  beds; 
3  projects  for  the  tuberculosis  hospitals  with  130 
new  beds;   and  one  cei-ebral   palsy  hospital  with   40 

new  beds.  .^   -kt     ii. 

Another  activity  of  which  the  doctors  ot  North 
Caroliii;.  may  be  "justly  proud  is  the  establishment 
of  cancer  detection  centers  and  diagnostic  and  man- 
agement cancer  clinics  in  several  communities  of 
our  state.  At  the  present  time  these  activities  are  a 
o-oing  concern  in  Wilmington,  Raleigh,  Durham,  and 
Asheville.  These  facilities  are  definitely  demanded 
by  the  people,  and  are  meeting-  this  demand  m  a 
wonderful  wav.  I  am  perfectly  sure  that  a  great 
many  people  with  cancer  or  with  suspicious  lesions 
go  to  these  facilities  for  examination  who  would  not 
go  to  a  private  phvsioian,  and  it  is  therefore  a 
fact  that  manv  people  have  had  cancer  detected  in 
its  early  stage  and  have  had  appropriate  treatment 
who  would  otherwise  have  waited  too  long.  At  one 
time,  when  these  facilities  were  first  being  estab- 
lished, it  was  thought  that  perhaps  they  woula  take 
patients  away  from  the  private  physician,  but  we 
know  now  that  on  the  contrary  they  send  patients 
to  the  private  physician  who  otherwise  would  not 
have  gone  to  him.  I  am  perfectly  confident  that  in 
the  space  of  a  few  years  we  will  see  that  the  death 
rate  from  cancer  in  North  Carolina  is  being  defi- 
nitely lowered. 

Our  State  Board  of  Medical  Examiners  have  a?  in 
the  past  done  a  splendid  job.  They  have  held  numer- 
ous meetings  for  the  examination  of  applicants  and 
for  other  purposes,  and  in  no  instance  has  any  mem- 
ber been  absent  except  because  of  illness  or  some 
other  unavoidable  cause.  This  Board  has  handled 
manv  questions  of  malpractice,  education,  and  exam- 
ination in  a  most  expert  manner  and  to  the  er.tire 
satisfaction  of  all  concerned.  The  entire  medical 
profession  owes  them  a  vote  of  thanks  for  their 
excellent  work  during  the  six  year  term  of  their 
office.  ^^  , 

Our  Society,  along  with  the  State  Nurses  Asso- 
ciation and  the  North  Carolina  Good  Health  Asso- 
ciation, has  put  on  a  program  of  nurse  recruitment 
climaxed  bv  the  selection  of  Miss  Student  Nurse  of 
1949,  at  the  Memorial  Auditorium  at  Ralei.s'h  on 
March  16,  1949.  We  believe  that  this  campaign  has 
had  much  to  do  with  the  increase  in  enrollment  in 
the  various  schools  of  nursing  throughout  the  state. 
In  this  connection  I  have  at  various  times,  in  talks 
throughout  the  state,  outlined  a  program  of  nurse 
education  which  I  believe  is  practical  and  which  I 
believe  would  shorten  the  course  of  training  by  about 
.'iO  per  cent.  Without  going  into  detail  of  this  nlan, 
I  would  like  to  say  here  that  one  of  the  most  im- 
portant items  in  the  new  education  pi  an  is  that 
during  the  last  year  of  high  school  the  subjects 
taught  should  include  subjects  also  taught  to  stu- 
dent nurses  in  the  various  hospitals.  By  this  I  mean 
subjects  such  as  chemistry,  biology,  food  and  nutri- 
tion, psychology,  sociology,  diet,  bandaging  and  first 
aid,  nulilic  health  problems,  and  perhaps  other  spe- 
cial lectures.  In  my  opinion  all  these  subjects  could 
be  taught  in  high  school  with  pi-ofit  to  any  grad- 
uate. 

During  the  past  year  we  have  heard  and  seen  in 
the  press  much  about  the  subject  of  kick-backs  and 
rebates.  Your  Executive  Committee  and  officers 
have  suent  much  time  and  given  much  thought  to 
this  subject,  and  we  feel  that  a  satisfactory  solution 


within  our  own  organization  has  been  accomplished. 
In  the  first  place,  since  this  is  a  matter  of  ethics, 
it  was  the  feeling  of  your  officers  and  Executive 
Committee  that  it  should  be  handled  as  other  mat- 
ters of  ethics  are  handled  within  our  own  organiza- 
tion and  not  by  legislation;  secondly,  there  already 
exists  a  federal  statute  which,  in  the  opinion  of 
well  qualified  attorneys,  seems  to  cover  this  subject 
of  kick-backs  in  a  satisfactory  manner;  and  lastly, 
a  committee  has  been  appointed  by  your  Executive 
Committee  which  will  give  its  report  at  this  session 
recommending  appropriate  penalties  for  anyone 
found  guilty  of  accepting  rebates  or  kick-backs.  It 
is  our  belief  that  these  measures  will  handle  in  a 
satisfactory  manner  this  entire  question,  and  we 
are  prepared  now  to  WTite  the  subject  off  as  I  lie- 
lieve  that  this  practice  does  not  exist  any  longer  in 
our  state,  and  we  have  now  satisfactory  machinery 
for  dealing  with  each  and  every  case  which  may 
arise  in  the  future. 

On  December  7,  1948,  an  oil  painting  of  the  late 
Dr.  Paul  P.  McCain  was  unveiled  in  the  lobby  of  the 
North  Carolina  State  Sanatorium.  This  ceremony 
was  a!:tended  by  a  large  number  of  both  lay  and 
medical  people  and  was  high-lighted  by  an  address 
by  United  States  Supreme  Court  Justice  Rutledge, 
who  had  at  one  time  been  a  patient  there  under  the 
care  of  Dr.  McCain.  This  portrait  was  given  by  vol- 
untary subscriptions  from  friends  and  colleagues  of 
Dr.   McCain,  and  is  a  most  excellent  likeness. 

Our    public    relations     department    has    assumed 
greater    and    greater    proportions    during    the    past 
year.  This  has  been  brought  on  by  the  insistence  of 
President    Truman    and    some    of   his    henchmen    in 
Washington  on  attempting  to  thrust  upon  us  a  svs- 
tem  of  compulsory  health  insurance,  which  in  reality 
is  a  sy.^tem  of  socialized  medicine.  This  is  a  system 
with  which  none  of  us  are  in  accord,  and   I   might 
say  also  the  large  majority  of  lay  people  who  have 
familiarized    themselves    ■u-ith    this    scheme    realize 
that  it  will  not  produce  the  brand  of  medicine  and 
the  benefits  which  its  sponsors  claim.  On  the  othei 
hand,  it  will  cause  such  a  deterioration  of  American 
medicine  that  we  will  no  longer  occupy  the  enviable 
position  in  the  world  that  we  do  today.   The   inevi- 
table result  of  regimentation  and  government  con- 
trolled   medicine   would    be    a    deterioration    of    the 
brand  of  medicine  given  to  the  people.  The  people 
of  our  countr.y  must  realize  that  this  is  a  brand  of 
socialism   and  that  it  will  not   and   does   not   intend 
to    stop    here,   but   other   professions    will    be    taken 
over  by  the  government  also.  A  statement  which  we 
might  make  to   our  lay  friends,   and   indeed   to   oui 
opponents,  on  this  question  is  one  which   I   believe 
is  logical  and  sane.  That  is  that  this  great  experi- 
ment has  been  going  on  in  England  since  last  July, 
and   inasmuch   as   the   American   people   are   naving 
the   bill   for   this   gigantic   experiment   in   socialism, 
it  would  seem  logical  that  we  should  wait  a  reason- 
able  time   to   see   how   this   exneriment   is   going   to 
work  out  before  plunging  headlong  into  it  ourselves. 
The   avowed    object   of   this   program    is   to   bring 
adequate  health  services  within  the  reach  of  all  the 
people    of   our   country.    In   North    Carolina   we    are 
doing   exactly  this,   and   I   believe   are   doing   more 
than   any   other   state   to   distribute   health    services 
widely  throughout  the  state  and  to  bring  the  service 
to  a  cost  level  which  will  he  -nithin  the  reach  of  all 
the  people.  Under  the  able  leadership  of  Dr.  Koonce, 
our    Public   Relations   Committee    has    made    great 
strides,  and  at  a  well  attended  meeting  recently  in 
Raleigh  a  plan  was  drawn  up  at  the  reouest  of  the 
Executive   Committee   and   the   House   of   Delegates 
which  would  provide  for  a  full  time  public  relations 
director.    This   we   believe   has   become   a   necessity, 
and  I  am  sure  that  the  small  additional  outlay  in  cost 
will  not  be  seriously  objected  to  by  anyone  when  he 
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realizes  what  tremendous  benefits  will  come  from 
this  small  investment. 

The  well  organized  Public  Relations  Department 
should  disseminate  information  about  Blue  Cross- 
Blue  Shield  Insurance,  full  coverage  prepaid  insur- 
ance, polio,  tuberculosis,  cancer,  venereal  disease, 
vaccinations,  education  as  to  the  value  of  autopsies, 
information  as  to  how  hospital  staffs  are  organized 
and  conducted,  and  should  cultivate  the  good  will  of 
newspapers  and  radio  stations.  It  should  vitalize  the 
weak  county  medical  society  and  combine  those 
doctors  into  one  county  medical  society  in  counties 
which  have  too  few  doctors  to  support  a  society 
within  itself.  It  should  enlist  all  doctors  into  the 
state  and  county  medical  societies,  and  keep  files  of 
materials  which  we  in  the  ranks  could  obtain  for 
talks  on  various  subjects.  A  need  for  a  reliable 
source  of  advice  on  questions  of  policy  which  arise 
during  the  year  has  been  impressed  upon  me  in 
many  instances;  many  of  these  questions  might  in- 
volve the  Society  in  embarrassing  situations  and 
could  commit  us  to  policies  which  are  not  in  the 
best  interest  of  good  public  relations.  The  education 
of  our  doctors  in  public  relations  should  be  an  indi- 
vidual affair  and  should  include  also  all  office  and 
hospital  employees  who  have  contact  with  the  public. 

At  this  time  I  want  to  say  that  our  executive  sec- 
retary will  from  now  on  conduct  all  of  the  affairs  of 
our  Society,  and  all  records  and  files  will  at  the  end 
of  this  meeting  be  moved  to  his  office  in  Raleigh. 
When  this  has  been  accomplished,  I  doubt  that  there 
will  be  a  need  any  longer  of  a  secretary-treasurer. 
It  is  my  belief  that  the  executive  secretary  and  our 
public  relations  director,  along  with  the  other  of- 
ficers of  the  Society,  could  conduct  the  affairs  of 
the  organization  satisfactorily.  And  it  would  be  my 
recommendation  that  the  office  of  secretary-treas- 
urer be  abolished  at  the  end  of  this  annual  session. 
In  several  other  state  medical  societies  this  has 
worked  out  satisfactorily. 

Since  1937  there  has  been  talk  of  a  merger  be- 
tween the  Hospital  Saving  Association  of  Chapel 
Hill  and  the  Hospital  Care  Association  of  Durham. 
Many  meetings  have  been  held,  and  on  April  23  a 
meeting  was  held  in  Charlotte,  at  which  General 
Hawley,  the  executive  director  of  the  Blue  Cross  and 
Blue  Shield  Commission  was  present.  A  formula  for 
merger  between  the  two  groups  was  drawn  up  and 
presented  to  the  boards  of  the  two  organizations. 
At  a  meeting  of  the  board  of  trustees  of  the  Hospital 
Saving  Association  in  Chapel  Hill  on  Friday,  April 
29,  1949,  it  was  agreed  without  a  dissenting  voice 
to  accept  the  formula  for  merger  without  alteration. 
At  a  meeting  of  the  Hospital  Care  Association  of 
Durham  on  May  4,  1949,  they  agreed  in  principle  to 
the  merger  but  laid  down  certain  conditions  that 
would  have  to  be  fulfilled  before  they  would  agree 
finally  to  merge  on  the  terms  submitted.  Inasmuch 
as  the  Hospital  Saving  Association  has  some  400,- 
000  members  and  Hospital  Care  has  about  175,000 
members,  it  seems  to  me  that  Hospital  Saving  has 
adopted  a  most  generous  attitude  in  agreeing  to 
merge  with  the  other  organization  on  equal  terms. 

It  is  sincerely  hoped  that  further  negotiations 
will  remove  any  obstacles  that  might  still  exist,  and 
that  the  two  Blue  Cross  organizations  will  soon 
become  one  merged  corporation. 

At  this  time  I  want  to  pay  special  tribute  to  sev- 
eral committees  of  our  state  organization  which  have 
done  outstanding  work  during  the  last  year.  The 
first  of  these  is  the  Committee  on  Maternal  Welfare, 
whose  chairman  is  Dr.  Frank  Lock  of  Winston- 
Salem.  According  to  the  official  figures  just  re- 
leased by  the  United  States  Public  Health  Service, 
the  number  of  maternal  deaths  for  each  1000  live 
births  in  the  United  States  fell  from  3.8  in  1940  to 
1.3  in  1947.  In  North  Carolina  the  rate  dropped  from 


.5.1  in  1940  to  1.7  in  1947.  Inasmuch  as  there  were 
113,020  births  in  1947,  it  is  a  wonderful  tribute  to 
this  committee  to  know  that  they  were  influential 
in  saving  384  lives  in  1947. 

For  the  past  two  and  a  half  years  a  committee 
headed  by  Dr.  V.  K.  Hart  of  Charlotte,  and  compris- 
ing the  most  widely  known  physicians  of  each 
branch  of  medicine,  has  been  engaged  in  drawing  up 
a  program  of  full  coverage  prepayment  voluntary 
insurance  for  the  low  income  group.  This  would  have 
been  in  operation  by  this  time  except  for  the  fact 
that  some  complications  arose  owing  to  the  possibil- 
ity of  legal  difficulties  such  as  have  arisen  in  the 
State  of  Oregon.  On  the  advice  of  our  attorneys 
and  of  the  attorneys  of  the  Hospital  Saving  Asso- 
ciation, we  have  postponed  the  launching  of  this  pro- 
gram until  we  were  perfectly  sure  there  would  be 
no  legal  complications.  When  you  realize  that  this 
program  is  only  for  those  in  the  low  income  group, 
and  that  it  is  this  group  fi'om  which  under  normal 
conditions  we  collect  an  average  of  only  25  to  50 
per  cent  of  the  normal  charge  for  service,  you  will 
I  believe  be  eager  to  cooperate  with  this  program. 

I  wish  also  to  pay  special  tribute  to  the  com- 
mittee headed  by  Dr.  R.  B.  Davis  which  is  studying 
the  question  of  medical  education  and  which  has 
made  recommendations  with  respect  to  the  utiliza- 
tion of  the  facilities  of  our  medical  schools  whereby 
the  number  of  medical  students  in  each  institution 
could  be  increased  and  their  method  of  selection  of 
students  would  be  changed. 

Now  I  want  to  tell  you  of  some  recommendations 
that  I  have  had  in  mind  for  a  long  time  and  which 
I  feel  would  add  much  to  the  comfort  and  well  be- 
ing of  many  of  the  doctors  and  many  of  the  people 
of  our  state.  We  have  in  our  treasury  a  sizable  sum 
in  government  bonds.  It  has  occurred  to  me  we 
would  do  well  to  invest  some  of  this  money  in  a 
nermanent  home  for  the  State  Medical  Society. 
Naturally  this  permanent  home  should  be  in  Raleigh; 
here  is  the  most  central  location  and  here  is  where 
the  Assembly  meets,  and  it  is  more  convenient  to 
our  membership  than  any  other  city  in  our  state. 
Having  this  in  mind,  and  with  the  advice  and  con- 
sent of  the  Executive  Committee.  I  apDointed  a 
committee  some  time  ago  to  look  into  the  feasibility 
of  such  a  move.  What  their  recommendation  will  be 
I  cannot  say,  but  I  am  convinced  that  the  idea  is  a 
good  one  and  that  we  should  have  a  permanent 
home  of  our  own  where  we  may  have  our  files  and 
offices,  and  that  we  should  have  ample  room  so  that 
the  Auxiliary  and  allied  organizations,  such  as  the 
American  Cancer  Society,  The  Polio  Foundation, 
The  State  Board  of  Medical  Examiners,  The  North 
Carolina  Nurses  Association,  and  other  organiza- 
tions could  rent  offices  from  us.  I  recommend  that 
from  now  on  a  small  sum  from  our  revenue  be  set 
aside  each  year  in  a  permanent  home  fund,  so  that 
whan  real  estate  values  come  down  to  a  more  nearly 
normal  level  we  will  be  able  to  buy  a  suitable  piece 
of  property  and  erect  an  appropriate  building. 

Another  project  which  I  would  like  to  see  carried 
through  is  for  the  State  of  North  Carolina  to  build 
a  home  for  old  people.  I  do  not  mean  a  "poor  house," 
but  I  mean  a  well  constructed  building  on  a  pretty 
site  somewhere  with  plenty  of  grounds  so  that  old 
people  can  board  there  for  a  reasonable  sum.  I  am 
sure  that  you  will  agree  with  me  that  many  times 
we  see  instances  in  which  the  mother  or  father  of 
a  young  married  couple  is  forced  through  circum- 
stances and  lack  of  funds  to  live  in  the  same  house 
with  a  young  couple.  This  is  a  great  handicap  to  the 
young  people  and  often  it  is  the  cause  of  domestic 
difficulties.  The  old  folks  don't  like  it  either.  They 
would  much  rather  be  in  a  home  where  they  would 
be  well  taken  care  of  and  where  they  could  be  left 
to  their  own  devices,  provided  they  were  able  to  pay 
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a  modeiate  fee  for  this  service.  I  would  like  to  see 
this  organization  appoint  a  committee  to  start  the 
necessary  machinery  going,  so  that  at  the  next  ses- 
sion of  the  Assembly  a  h\\\  would  be  introduced  to 
this  effect. 

I  have  in  mind  now  two  ways  in  which  we  can 
not  only  improve  our  public  relations  but  can  do  a 
great  service  to  the  people  in  our  state.  First,  for  the 
folks  with  the  minimal  income  and  for  those  without 
funds,  I  feel  that  in  larger  communities  a  free  clinic 
should  be  inaugurated  and  that  the  physicians  in  the 
community  should  give  part  of  their  time  each  week 
to  serve  this  clinic  so  that  people  in  the  low  income 
group  and  those  without  funds  could  come  and  get 
satisfactory  medical  service  free  of  charge  or  for  a 
minimal  fe'e.  I  believe  that  this  would  answer  one 
of  the  main  problems  that  is  facing  us  today. 

The  other  matter  which  I  have  in  mind  is  prob- 
ably not  going  to  be  solved  so  simply.  Many  times 
I  have  heard  the  statement  made  that  patients  had 
been  overcharged  for  services  rendered,  usually  by 
some  specialist.  Often  this  is  not  justified  and  the 
charge  is  in  line  with  the  service  rendered,  but  too 
many  times  the  charge  is  true,  and  the  fact  remains 
that"in  some  instances  the  charges  for  services  rend- 
ered are  bevond  the  reach  of  the  average  individual. 
I  do  not  believe  that  it  would  be  practical  to  put  a 
ceiling  on  fees,  but  I  do  think  it  would  be  practical 
—and  as  a  matter  of  fact  it  is  working  in  some 
places — to  have  a  voluntary  prepayment  Blue  Cross- 
Blue  Shield  Insurance  for  those  with  incomes  above 
$3,000.  In  this  group  they  could  have  complete  hos- 
pital, medical,  surgical,  and  obstetrical  service  for 
a  fee  laid  down  in  the  schedule.  In  any  income  group 
this,  I  believe,  would  be  a  very  popular  policy,  and 
from  the  standpoint  of  the  doctors  I  believe  it  would 
be  a  fine  thing.  You  would  be  assured  of  collecting 
100  per  cent  for  services  rendered,  and  you  would 
not  have  the  annoyance  and  trouble  of  sending  bills 
and  collecting  part  payments.  It  is  my  hope  that 
this  body  will  give  its  endorsement  to  this  plan. 

This  meeting  marks  the  final  term  of  service  of 
our  secretary-treasurer.  Dr.  Roscoe  McMillan.  For 
many  years  "he  has  served  this  organization  faith- 
fully aiid  well,  and  as  any  recent  past  president  can 
tell  you  he  has  done  almost  all  the  work  of  the  or- 
ganization, and  deserves  the  praise  and  thanks  of 
the  entire  medical  profession  of  the  state. 

At  our  meeting  here  last  year  it  was  predicted 
that,  on  account  "of  the  extra  expense  incurred  by 
i-eason  of  the  addition  of  an  executive  secretary,  the 
public  relations  department,  and  other  new  items  in 
our  budget,  we  would  come  through  this  past  year 
with  a  deficit  of  some  $15,000.  The  dues  were  raised, 
but  it  was  not  until  this  past  January  that  the  in- 
crease became  effective.  I  am  glad  to  report  that  the 
deficit  has  been  only  $10,000  instead  of  the  expected 
$1.5,000,  and  that  this  deficit  will  soon  be  wiped  out 
by  the  additional  amounts  received  this  year  from 
the  inci eased  dues. 

.  Upon  motion,  duly  seconded  and  carried. 
Chairman  Combs  appointed  a  committee  of  three 
to  study  the  president's  address  and  to  make  recom- 
mendations to  the  House  of  Delegates  at  its  final 
session.  The  members  of  the  committee  were  Dr. 
William  A.  Sams,  chairman,  and  Drs.  V.  K.  Hart  and 
William  M.  Coppridge. 

President  Robertson  resumed  the  chair  and  called 
for  the  reports  of  the  secretary-treasurer  and  the 
executive  secretary. 

Report  of  the  Secretary-Treasurer 

The  year  now  closing  has  been  momentous  from 
many  standpoints.  The  beginning  appeared_  a  very 
interesting,  normal,  and  perhaps  casual  period.  The 
majority  of  our  colleagues  had   for  the   most   part 


returned  from  foreign  soil  and  again  resumed  their 
places  in  the  professional  life  of  our  great  common- 
wealth. The  war  was  ovei-  and  we  were  content  to 
resumo  normal  activities.  Then  on  a  crisp  morning 
in  November,  1948.  we  awoke  to  find  ourselves  en- 
gulfed in  a  terrific  war — not  a  cold  war,  but  one 
which  has  aroused  the  ire  of  the  rank  and  file  of 
the  men  of  medicine  as  never  before.  As  is  always 
the  case.  North  Carolina  doctors  are  responding  and 
are  talking  a  leading  part  in  the  drive  for  the  preser- 
vation of  a  free  medical  profession. 

The  assessment  levied  by  the  American  Medical 
Association  has  been  met  with  gratifying  results. 
We  have  collected  and  forwarded  to  the  American 
Medical  Association  headquarters  in  Chicago  some- 
thing over  $"2,000.00  from  54  per  cent  of  the  mem- 
bers of  the  Medical  Society.  Practically  all  of  this 
amount  has  been  collected  since  January  1,  1949. 

The  Auditor's  report  as  of  December  31,  1948,  is 
hereto  attached  and  will  be  publishe<l  in  detail  in  the 
August  issue  of  the  North  Carolina  Medical  Journal. 
Therefore,  I  will  not  go  into  details. 

The  expense  disbursements  exceeded  the  revenue 
receipts  by  $10,254.40.  This  amount  represents  an 
operating  deficit  and  has  been  deducted  from  the 
unexpended  balance  of  the  current  fund.  You  will 
recall  that  we  anticipated  an  operating  deficit  for 
1918  due  to  increased  activities  and  expenditures  re- 
sulting therefrom  rather  than  a  decrease  in  revenue 
from  operations. 

Cx-ili  balance  as  of  .ranuarj-  1.   19  ta ?        211.2:1 

ra>'h    revenue    reeeipts    durin?    year n.. "1(12. Hi 

finchidins:  refunds^ 

Redeniplion    of    U.S.    Saving:s    Bonds 17,700.00 

flielf!    a.^   investment)  

Total    'ash    available    ?.".!). Its.ao 

Less—  Dishnrsenients   during  current  year: 

For   operations    (including   refunds)    ?.ll.iilii..iii 

Xon-opcratinK    items    71B.«S       .'i2..103. tl 

Cash   balance   at  December  31.    lOls ?  (1.7S4.9.', 

We  v/ere  obliged  to  redeem  defense  savings  bonds 
during  the  current  year  which  had  a  cost  value  of 
$17.7(i0.00.  These  bonds  had  increased  in  value  by 
$249.00.  The  remaining  bonds  are  carried  at  a  cost 
value  of  $21,564.00.  There  is  an  increment  in  value 
of  the  remaining  Series  "F"  bonds  of  approximately 
$1,380. on  due  to  lanse  of  time  since  the  nurcha.se 
date  of  the  bonds.  The  total  receipts  from  all  sources 
were  $41,362.16  and  the  total  disbursements  were 
$51,616.56.  We  have  no  liabilities. 

As  business  manager  of  the  Journal,  I  submit  the 
following  statement  of  income  and  disbursements 
for  1948: 

.lourna!  budget 

Publication     $10,000.00 

CutV    for    JoCRX.VL     300.00 

Salary — Editor     i.sito.oo 

Salary — .Vssist.ant    Editor     2.1oo.r)ii 

Office    Expense — Editorial    Office    300.00 

Office   Expense — Business   Manager   100.00 

Tr.a\'cl   Expense — JournjU    — 0    - 

T.axes— social    security    30.00 

RefiXinds — subscriptions*     25. 00 

Total    .rouRxu.    Budget    ?2o,c.il.l.oo 

Receipts 

Medical    journal    advertisins:    ?1  l,53(».73 

Journal   sui)si-riptions  and  journals  sold__        12ft. !);i 

Sale    of    roster    03.80 

.Appropriated    by   Medical    Society    criOO.Oo 

Total    Receipts    2I.2S5.48 

Actual  Disbursements 

Publii-.ition       ?I0,50r.48 

Cuts    for    .ToCRN.lL    400.57 

Salary    for    Editor    1.800.00 

Salary  for  Assistant  Editor  2.IOO.00 

Office    rent    3"»-<i" 

Travel  expense  18.43 

Six-ial   security   tax    39.00 

Total    di.sbursements    l"''5!?'fo 

Disbursements   over  budget   appropriations—  S      tl.'1.4S 
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At  the  close  of  1948  we  had  2386  members,  rep- 
resenting; 406  honorary  fellows  and  1980  active  fel- 
lows— a  net  gain  of  110  over  1947.  One  hundred  and 
seventy-six  new  members  became  affiliated  with 
the  Society  during  1948.  On  May  1,  1949,  the  total 
membership  was  2010.  Since  our  last  meeting  64 
doctors  have  died,  44  of  whom  were  members  of  the 
Society. 

Respectfully  submitted, 

ROSCOED.  McMillan,  m.d. 

Audit  Report 
.laiuiary  1,  1948,  to  December  .31,   1948 

January  14,  1949 
Chairman  and  Membei's  of  the  Finance  Committee 
Medical  Society  of  the  State  of  North  Carolina,  Inc. 
Red  Springs,  North  Carolina 
Gentlemen: 

Pursuant  to  engagement,  we  have  made  an  ex- 
amination and  audit  of  the  Cash  Receipt  and  Dis- 
bursement records  of  Dr.  Roscoe  D.  McMillan,  Sec- 
retary-Treasurer of  the  Medical  Society  of  the  State 
of  North  Carolina,  Inc.,  Red  Springs,  N.  C,  for  the 
year  ended  at  December  31,  1948 

A  report  of  such  examination  and  audit,  consisting 
of  four  Exhibits  and  two  Schedules,  enumerated  as 
follows,  is  submitted  herewith,  and  is  subject  to  the 
comment  contained  herein: 

Exhibit  A     Balance  Sheet 

Exhibit  B     Budget   Comparison — Receipts  and 
Disbursements 

Exhibit  C     Cash   Receipts   and   Disbursements 

Exhibit  D     Comparative   Statements 

Schedule  1     Reconciliation  of  Cash 

Schedule  2     Investment  in  United  States  Defense 
Bonds 
Scope  of  Audit 

The  scope  of  the  audit  consisted  of  a  detailed  e.x- 
aniination  of  the  office  cash  book,  which  book  is 
used  as  a  record  of  original  entry  for  receiots  and 
disbursements  The  receipts  as  shown  therein  were 
acc?pted  as  being  correct  without  further  audH.  All 
paid  and  cancelled  bank  checks  and  sUDporting 
vouchers  were  examined  for  the  purpose  of  verify- 
ing the  correctness  of  the  disbursements.  The  Assets 
were  verified  to  the  extent  set  forth  hereinafter. 

Balance  Sheet — Exhibit  A 

A  Balance  Sheet,  which  is  designated  herein  as 
Exhibit  A,  has  been  prepared  to  show  the  Assets, 
Liabilities  and  Net  Worth  of  the  Medical  Society  as 
of  December  31,  1948. 

This  Balance  Sheet  has  been  divided  into  two  sec- 
tions. One  section  contains  the  Current  Operating 
Fund,  which  represents  the  Current  Assets  and 
Liabilities,  while  the  other  Fund  has  been  designated 
as  a  Capital  or  Non-Operating  Fund  and  which  con- 
tains the  office  equipment  owned  and  used  bv  the 
Medical  Society  at  estimated  values  established  in  a 
pi'ior  year  and  actual  cost  foi'  purchases  during  the 
current  year.  The  Balance  Shiet  shows  the  Net 
Worth  or  unencumbered  and  unaporopriated  balances 
of  the  two  Funds  to  be  $28,348.9.5  and  $1,949.9.5.  re- 
spectively. 

The  cash  in  The  Scottish  Bank,  Red  Springs.  N,  C, 
in  the  amount  of  i§6,784.95,  was  verified  through  a 
reconciliation  of  the  balances  as  shown  bv  the  rec- 
ords of  the  Secretary-Treasurer  of  the  Medical  So- 
ciety with  a  certificate  which  was  obtained  inde- 
pendently from  the  depository.  This  reconciliation  is 
sho\\m  in  detail  in  Schedule  1  of  the  report. 

The  investment  in  United  States  Defense  and  Sav- 
ings Bonds  has  been  shown  at  cost  value  of  $21,- 
564.00,  in  the  Balance  Sheet,  and  in  detail  in  Sched- 
ule 2   of   this   report.    These   bonds   were   examined. 


During  the  year,  bonds  having  a  cost  value  of  $17,- 
760.00,  were  redeemed  to  meet  current  operating 
expenses. 

The  office  equipment  which  has  been  shown  in 
detail  in  the  Balance  Sheet  under  the  heading  of 
Capital  or  Non-Operating  Fund,  was  brought  for- 
ward from  an  estimate  made  in  a  prior  year  and 
adjusted  for  purchases  made  during  the  year  under 
review.  The  items  shown  herein  represent  equipment 
of  the  Medical  Society,  now  located  in  the  office  of 
Dr.  McMillan  at  Red  Springs  and  also  equipment  in 
the  office  of  the  Executive  Secretary,  located  in 
Raleigh,  N.  C.  As  there  were  no  liabilities  outstand- 
ing against  the  office  equipment,  we  have  shown 
the  entire  amount  as  Net  Worth  of  the  Medical  So- 
ciety under  an  appropriate  heading  in  the  Balance 
Sheet. 

No  record  w'as  found  of  any  Liabilities  against 
the  Medical  Society  at  the  close  of  the  year  under 
audit. 

Budget  Comparison — Receipts  and  Disbursements — 
E.vhibit  B 

A  statement  showing  a  Budget  Comparison  of  the 
Cash  Receipts  and  Disbursements  for  the  current 
year  ooerations  of  the  Medical  Society,  has  been 
showi  in  Exhibit  B.  This  statement  is, "in  effect,  a 
statement  of  operations,  and  by  examination,  it  will 
be  seen  that  the  Expense  Disbursements  exceeded 
the  Revenue  Receipts,  by  $10,254.40,  for  the  current 
year.  This  amount  represents  an  Operating  Deficit 
and  has  been  deducted  from  the  Unexpended  Bal- 
ance of  the  Current  Fund  and  shown  in  the  Net 
Worth  section  of  the  Balance  Sheet.  From  examina- 
tion of  the  records,  it  appears  that  an  operating 
deficit  was  anticipated  at  the  beginning  of  the  cur- 
rent year,  since  the  budget  was  balanced  through  the 
anticipated  redemption  of  U.  S.  bonds  purchased  in 
a  prior  year,  rather  than  from  revenue  of  the  cur- 
rent year. 

Cash  Receipts  and  Disbursements — Exhibit  C 

A  statement  showing  in  detail  the  Cash  Receipts 
and  Disbursement  of  funds  passing  through  the 
hands  of  Dr.  Roscoe  D.  McMillan,  Secretary-Treas- 
urer, of  the  Medical  Society  during  the  year  under 
review,  has  been  shown  in  Exhibit  C,  which  may  be 
summarized  as  follows: 

Cash  balance  January  1,  1948 $        26.23 

Cash  Revenue  Receipts  during  Year  41  36'  16 
(Including  Refunds) 

Redemption  of  U.  S.  Savings  Bonds...  17  760  00 
(Held  as  Investment) 


Total   cash   available _ $59,148.39 

Less — Disbursements  During  Current  Year: 

For  Operations 

(Including   Refunds)        $51,616.56 

Non-Operating   Items    746.88       52,363.44 


Cash  Balance  at  December  31,  1948 $  6,784.95 

Comparative  Statements — Exhibit  D 

As  information  to  the  Medical  Society,  we  have 
prepared  a  statement  showing  in  condensed  form 
the  Balance  Sheet  and  the  Cash  Receipts  and  Dis- 
bursements for  each  of  the  years  1945,  1946,  1947 
and  1948.  This  statement  has  been  designated  as 
Exhibit  D. 

The  decrease  in  Net  Worth  of  the  Medical  So- 
ciety during  the  years  1947  and  1948,  appears  to  be 
due  to  increased  activity  and  expenditures  resulting 
therefrom,  rather  than  a  decrease  in  revenue  from 
operations.  The  following  is  a  summary  of  the  in- 
crease and  decrease  of  Net  Worth  during  the  above 
referred-to  period: 
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Inci-ease 

Dnriiiff  Per  Cent 

Net  Worth         Year  of  Increase 

Balanre   Januarv    1.    10  (.■i__$2J,21!l.n(i     ?  (80813  100%) 

Balance  Decemljer  31,   10i:>    30,-!)o.iu         C,.-,71..-ij  27.13% 

Balance  December  31,   1010    lO.TOO.os         ii.iilS.lT  40.94% 

Balance  Decemtwr  31,  1947     4ii,553.30         -l-i2.78  -.03% 

Bal.ance  December  31,  1918    30,298.90     -10.234.40  -H.SV/c 

Total  Increase  in  Four  Years  ?  0,070.81 

Net  Per  Cent  of  Increase  over 

Balance  at  January    1.    lOl.';  2a.lO/c 

General  Comment 

It  should  be  understood  that  this  report  has  been 
prepared  on  a  strictly  Cash  Receipts  and  Disburse- 
ments basis.  Therefore,  no  receivables  have  been 
shown  in  the  report  which  may  have  been  due,  but 
uncollected  at  the  close  of  the  year.  Likewise,  no 
Liabilities  have  been  shown. 

A  surety  bond  covering  faithful  performance  of 
the  Secretary-Treasurer  of  the  Medical  Society  was 
examined  by"  us  and  appears  as  follows: 

Dr.  Roscoe  D.  McMillan,  Secretary-Treasurer 
Maryland  Casualty  Company 

Dated   6-15-48 — Term   Continuous 
Premium  paid  to  6-1.5-49 

Principal  Sum  $20,000.00 

An  insurance  policy  was  also  examined  which 
covers  fire  loss  in  the  amount  of  $1,500.00,  on  office 
equipment,  books  and  records  in  the  office  of  the 
Secretary-Treasurer.  This  policy  is  dated  June  10, 
1947  and  expires  June  10,  1950. 

As  may  be  observed  by  the  examination  of  the 
statement  of  U.  S.  Defense  and  Savings  Bonds, 
Schedule  2,  the  Medical  Society  redeemed  Series  F 
Bonds  during-  the  current  year  which  had  a  cost 
value  of  $17,660.00.  These  bonds  had  increased  in 
value  by  $249.00,  which  amount  has  been  shown  as 
revenue  in  this  report.  The  remaining  bonds  are 
carried  at  a  cost  value  of  $21,564.00.  There  is  also 
an  unrecorded  increment  in  value  of  the  remaining 
Series  "F"  bonds  of  approximately  $1,380.00.  due  to 
lapse  of  time  since  the  purchase  date  of  the  bonds. 

We  are  glad  to  inform  you  that  the  financial 
records  as  maintained  by  the  Secretary-Treasurer, 
were  found,  upon  examination  by  us,  to  have  been 
well  kept  and  in  an  excellent  condition. 

In  conclusion,  we  Avish  to  express  our  appreciation 
for  the  many  courtesies  and  cooperation  shown  us 
during  the  course  of  the  audit. 

Respectfully  submitted. 
S.  PRESTON  DOUGLAS 
Certified  Public  Accountant 

EXTOBIT    A— BALANCF,    SHEET 
December  31,    10  13 
ASSETS 
CURRENT  OPERATING  FUND: 

Cash--  (Schedule  1) 

The  Scottish   Bank.    Rerl   Sprinss,    N.    C.  $  I1.7SI.9.1 

Inve&'tnient  in  U.  S.  Savins's  Bonds — 

At  Cost  (Schedule  21  21.301.00 

TOTAT,  ASSETS— 
(T'RKEXT    OPERATING   FUND  $2.s,:i  is.S.-i 

C.VPITAL  or  NOX-OPERATING  FUND: 

Underwood    Typewriter    S113.00 

Wooden    File    Case — Letter    size 21.00 

Tvpewriter    Desk    2.). 00 

Steel    Office  Safe    1.30. on 

Burroughs   .Addinfr  Machine  200.no 

Checkwriter — PaA'master     40.00 

I'-.lcctric    Mimeograph    Machine    300.00 

Steel   Pile  C.a,se— Letter  size 20.00 

Four  Steel   Card  Files  20.no 

Office    Chairs    33. 2» 

One  Desk  02.33 

Steel    Filins  Cabinet   -' k3o 

Office    De-sk    47.93 

Letter     File — Two-Drawer     29.40 

Steel    Filing  Cabinet   "1.73 

Office   Chairs   40. on 

Office    Desk    87.29 

Office  Equipment — E.^ecutive  SecretaiT — 
Raleigh    Office    039.39  1-949.93 

TOTAL    ASSETS    530,298.90 


LIABILITIES  AND  NET  WORTH 
LIABILITIES    i  — 0— 

NET  WORTH: 
Current  Operating  Fund — 

Balance  January  1,   1948 .<39.:i3n.2:i 

Les-s— Net  Deficit  from 

Operations— Exhibit   B  __$10,254.40 
— Expenditures  made  for 

Capital    Outlay    740.88       ll.oni.28       2s.3ls.93 

Capital   Fund — Non-Operating — 

Balance  January   1,    1948   S  1, 203.07 

Plus — Purcha.ses  during  year  through 

Current    Funds    740.88         1,949,93 

TOTAL    LIABILITIES    AND    NET    WORTH i3n,298.9n 

EXIIIBIT   B     BUDGET   COMPARISON -RECEIPTS   AND 

DISBURSEMENTS 

.ranuarv   1,    1918  to  December  .'ll,    I!Mh 

UvilerC) 

Actual  Rcrfii>ls  tH 

Budget  Rtceiiif.-:  or         Ori'i-Ci 
Provision  DL^bursfiucuts    Expotilitl 
RECEIPTS: 
.Mernberslip  Dues-Current 

and   Prior   Years'   ?2n,nno.oo  ?2n,29n.on      $      29n.on 

Advei-ti.sing     10,3110. on  11,3311.73           1.70U.27' 

S.ale  of  Exhibitors  Space 

•  it    Stiite    Convention--     4, 130. no  4,3K9.3n              1 30.311 
Increment  over  Cost  of 

U.  S.    Bond    Sold    278.00  210.00               20. on' 

Ink-rest     (Net)     287. 3n  198.no                 s9.30' 

Mcdi'-.il  Jourii.-il —  Subscrip- 
tions   and    Issues    Sold    —  0  —  128.93              1 2s. 93 

Sale  of   Rosters   —  0  —  03.80                03, so 

Refun-I  of  .\ttorney  Fee — 

State    V.    Baker    —  0  —  1,247.42           I,2n.l2 

Rcfumi  of 

Insurance   Premium    __    —  0  —  12.90                12.01; 
Oustaniling  Cheeks 

Prior    Years    —  0  —  49.80              49. so 

TOTAL    RECEIPTS    $41,313.30  ?n,302.10       $         10.00 

DISBURSEMENTS: 
Executive  Budget: 

A-1    Expense— Pres.    __S  000.00  ?      800. 00       $      20o.no* 

\-»    SalaiT -Sec.-Trcas.  2,100.00  2.400.1111  -  n  — 

Rent— Sec.-Treas.—  —  n  —  3110.011  300.00* 

A-3   Travel— Sec.-Treas.  0110. on  0011. no  —  0  — 

A-t  Clerical  Assistance — 

Sej.-Tre,a.s.     1, 9sn.no  i.osn.on  •  n  -- 

.\-3  Office  Expense— 

Secretary-Treasurer: 

Post,   and   St.ationery  1,000.00  738.13  2H.33 

Telephone    &    Telcg.  600.00  092.18  92.1s* 

■\-0   Sal.arv- Exec.   Sec.  5.400.00  3.  mo. 1111  n     - 

A-7   Travel — Exec.   Sec.  l.snn.no  1.312.08  137.32 

A-8  Clerical  Assistance — 

Exec.    Secretary    -—  1,800.00  012.30  i.lM7.3n 

A-9  Equipment — Office 

Exec.    Secretary    -_-  1,000. 00  7  10.88  233.12 

.\-\n  Office  f^xpense — 

Exec.    Secretary    ---  348.23  —  n  —  318.23 

Stationery    &    Post.-  475.38  473.38  —  0  — 

Telephone    h     Teleg.  89.37  89.37  —  0    - 

Kent    000.00  ooo.nn  —  0  — 

All    Bonding   Expen.se  30. on  50.00  —  0  — 

A-12    Auditing    113.80  113.00  .80 

A-13  Federal  Old 

Age    Benefits    115.00  123.88  8.88* 

A-14    In.surance    90.00  2.78  87.22 

TOT.VLS  — 

EXECUTIVE    BUDGET    S19,129.80  ?17,133.10        $   1,974.70 

Journal  Budget:  ,        ,     ,„  .      ,„„  ,;,* 

B-1    Publication    ?in.OOO.oo         f10.307.is  ?      ■'«'■*"* 

B-"    Cuts    for    Journal—  300.00                ion. 37  100.37* 

B-3    S:ilary— Editor    l.snn.on            1. sun. on  —  0  — 

B-l    Salary— .-Vssist.    Ed.-  2.100.00            2.1110.011  —  0  -- 
B-3  Office  Expense — 

Editorial     Office     300.00                300. on  —  0  — 

B-0  Office  Expense—  .„„  „„ 

Business    Manager    ---  100.no            —  0--  '""•".-. 

B  7  Tiavel  Exp.— Journal  —0—                 18.13  is. 4.1 
B-s   Taxes  -Federal 

Old    Age    Benefits 39.00                 39.00  -  -  0  — 

B-9  Refunds—  „  „.  „„ 

Sulwcriptions,    etc  iriM            ~  0  — 2nJ10 

TOT  W  ^ 

JOURNAL     BUDGET     -?20,OC4.00  ?21,283.4S        ?       031.48* 

Tntra-Function.al  Activity  Budget: 

C-1  Councilors  Travel  Exp.—  „„,.„„ 

Ex£.e.    Committee    — -S  1,440.00         $      333.11       ?-      880.89 

C-2  District  Travel  Exp.—  . 

Connicilors     250.00  —  0  —              2j0.oo 

C-3  OlTice  Supplies—  , 

Councilors     160.00  —  0  —              lOo.on 
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('-  !■  Kxprnse — 

lA-::isl;itiire  Committee 
( '.'j   I'ulilir  delations 

CoiiiMiiltee  Expense  _-. 
('-"  Maternal  Welfare 

Expense    

C-7  RuraJ  Health  and 

Medieal   Care  Exp._ 
C-8  Hospital  Care 

Committee  Expense  __ 
C-9  Cancer  Com.  Exp.__ 
C-11  Scientific 

Committee  Expense  __ 
C-13  Expenditures  with  N.C, 

Industrial    Commission 


TOTAI.S-INTRA- 

I'UXCTIONAL   ACTIVITY 
BUDGET    §  7,530.00 


Extra  Functional   Activity  Budget: 
D-1   Expense  of 

A.M.A.     Deiesates    ___$      900.0(1 
n-2  Conference  Dues  and 

National    Reports    —  0  — 

D-.1    Women's   Auxiliary.        2(10. 00 

TOTALS— EXTRA- 

FUNCTIONAL  ACTIVITY 
BUDGET    $  1,100.00 

Annual   Session   Convention 
E-i  Evhil.it  Tent— Rent 

and    Installation    J 

E-2  Supplies  (luirges — 

Scientific  Booths   

E-3  Supplies  Charges- 
Technical    Exhibits    __ 
E-t  Freigiit  on 

Exhibit    Booths    

E-.n  Wiring  of 

Exhibit    Tent    

E-fl    Program    

E-7    Badges    

E-s  Hotel  Expense — 

Convention     

E-9  Publicity  Agent  Exp. 

E-10    Orchestra    

E-n    Banquet    Speaker.^ 
E-12  Electric 

-Amplifier    System    

El .5    Booth   Title    Cards 
E-u.  Other- 
Refund.^    

Convention    Prizes    

Secretarial     

Erecting    Booths    

Signs    for    Meeting 

Insurance     

Cleaning    and    Policing 

Mi.sc.   Exhibit  Expenses 

Tickets    and    Supplies- 
Expenses  of 
See.-Treasurer    

TOTALS— ANNUAL  ~~ 

SESSION  CONVENTION 
BirDGET 


Budget: 

1, son. 00 

10,5.00 

73,5.00 

275.00 

325.00 
4,S9.00 
190.00 

1,000.00 

7.1.00 

250.00 

200.00 

50.00 
15.00 


—  0  — 

—  0  — 

—  0  — 

—  0  — 

—  0  — 

—  n  — 

—  0  — 

—  0  — 


HOUSE  OP  DELEGATES 
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500.00 

-   0  — 

500.00 

1,200.00 

S20.93 

373.07 

l,.S00.0O 

500.00 

800.00 

500.00 

150.51 

319.19 

.■ioo.oo 

300.0(1 

—  0  — 
300.00 

300.00 
•  -  0  — 

100.00 

—  0  — 

100.00 

1,500.00 

011.15 

888.55 

$   2,912.00        S   4,008.00 


S   —   0   — 


175.00 
200.00 


175.00* 
—  0  — 


1,275.00        ?       175.00* 


S   1,757.21 

--  0   — 

148.83 


574.02 

446.15 

99.09 

795.75 

94.38 

125.00 

215.14 

91.00 
—  0  — 

50.00 

155.14 

445.17 

1,275.00 

40.85 

09.50 

27.00 

100.00 

IU.I5 

96.73 


I       257.21* 

105.00 

586.17 

275.00 

249.02* 
7.15* 
90.91 

204.25 
19.38* 

125.00 
15.14* 

41.00* 
15.00 

50.00* 

155.44* 

445.17* 

1,275.00* 

40.83* 

09.50* 

27.00* 

100.00* 

11  1.15* 

90.73* 


?   5,219.00  S   0,721.31        S   1,502.31* 


Miscellaneous  Budget: 
F-2  Refunds— Dues,  etc._S 
F-3   Legal   Counsel, 

Retainer    Fees 
F-l  Reporting  Expense — 

Convention,   Executive 

Committee,    etc.     

F-5  Expenses  and /or 

Honorarium— Guest 

Speakers     

F-0  President's  JeweLI 
F-7  Reprint  of  Roster__ 
F-8   Contingency  and 

Emergency     

■^'JJ/Jt'-'^-^'ISCELLANEOUS 

BUDGET       S   4,073.00  $   2,984.55 


2.000.(111 

80(1.0(1 

200.00 

50.00 

125.00 


1113.(10 
9  19.17 

1,33!I.I3 


300.00 

49,95 

153.00 


700.00  —  0   


?  7.00 

1.050.83 

539.43* 

IOO.OO* 
.05 

28.00* 

700.00 
$   1,090.45 


TOTAL 

DrSniT.SEMENTS     $.57,737.80  ?52,303.1l 

SUMMARY— BUDGET   POSITION 
Anti(?ipated    Deficit    from    Operations 


Receipts — Excess   of 

Realized    over    Anticipated     _$      40  no 

Disiiurseinents— Decrease 

from   Appropriations   „__     _        5  gy.j  35 


?  5,371.30 
--?10, 122.30 


Les.s— Expenditures   for   Capital    Outlay 

NET   OPERATING  DEFICIT-   EXHIBIT   A 


5,421.02 

$11,001.28 
746.88 


i:XIIIIUT    C  -CASH    RECEIPTS    AND     DISBURSEMRXI'S 
.fanuary  1,   1948   to  December  31,   1918 


RECEIPTS 
CASH  RECEIPTS  FRO.M  OPERATIONS' 
Meinbcrship   Dues— Current   and   Prior   Years  _ 

.Medical    .lournal    Advertising    _  -__^__ 

Sale  of  Exhibitors  Space  at  State  Convention" 
Inerenient  over  Cost  of   U.S.   Government  "~ 

Bonds    Redeemed    

Interest — Net _     ~ 

.Medical  Journal   Subscriptions  and 'fs"su"esl(5kr 

Sale   of   Rosters   

Refund   of   Attorneys   Fefc-State""v7Baker 

Ketund  of  Insurance  Premium 

Outstanding   Checks— Prior    Years    cinceiredirr: 


$20,290.00 

1  1,530.73 

4,589.50 

249.00 

198.00 

128.95 

05.80 

1,247.42 

12.96 

49.80 

TOTAL    RECEIPTS    FROM    OPERATIONS  s„,,i-io 

CA.SH  RECEIPTS-OTHER-  ".•"'-.lO 

Sale  of  U.  S.   Government  Bonds  at  Cost 17,700.00 

TOTAL    RECEIPTS 

CASH   BALANCE  J.\NUARY   1.   ioi.sl 


?59.122.10 

26.23 


TOTAL    CASH    .AVAILABLE    DURING    YEAR .l^iill^ 

DISBURSEMENTS 
DISBURSEMENTS   FOR   CURRENT   OPERATIONS 
E.xpenditures— Executive    Budget  Sl7  155  10 

Less-Capital    Expenditures  17,1d...I0 

Office    Equipment    . ,,,,3,     s,„,,„«.,,. 

Expenditures— Jounial    Budget  '  '      „  ,„.  ,„ 

TOTAL  DISBURSEMENTS   FOR 
v^i'^i^f\^'^    OPERATIONS 
EXPENDITURES    FOR    CAPITAL  "OUTLAY 

TOTAL    DISBURSEMENTS 
•^'-1^"  BALANCE  DECEMBER  'sT  'ma  •^"'" 
The  Scotti.sh  Bank  of  Red  Springs,   N.'  C 

TOTAL   CASH  DISBURSEMENTS   AND   BALANCE    l^iij^o 

EXHIBIT  D-COMPARATIVE   STATEMENTS 
January  1,  in  1,1  to  December  31,  1948 

Year  Year  Year  Year 

BALANCE  SHEET  -D^KMBEr"i,  OF  EACH  YE  Ir  ^ 

ASSETS 

^taenrtuT--^''^^-'^*^'^'"-^"* 

o^rs^L^t,^  ''■''!^Z  '^^^  '"■'V  ''■=''■"" 

Equipment —  '  "  —      —  0  — 

Capital    Assets     —     1,013.91       1.09^      i,3„3.„j       j  j,^„  ^^ 

TOTAL    ASSETS    -_-?30,P99.02   ?40,700.0S   U^J^^  ni>J^, 

LIABILITIES 
Federal 

Withholding    Tax    __« 
NET  WORTH 
Net  Worth — Balance  at 

End  of  each  year  _.^,7^KMa_    «j,io.o,8     40,553.3(1     30,298.90 
TOTAL  LIABILiriES 

\-    NET    WORTH    -.-g.'i0,999.0^  glu^op^  .?  10,553.30   $.30,293.90 
NET   INCREASE  IN   NET  ~ 

)\;ORTH   OR   SURPLUS 

mdUXG    YEAR    _„.   6,571.55   §   9,915.17   ?    -152.78  -10,251.40 

CASH    KECEIPTS    AND    DISBURSEMENTS 
DURING  E.A£H    YEAR 
CASH   RECEIPTS  DURING  YE  AR  • 

^^.u'.'Jlr'"'''''    ^""^    --*l-',036.00   ?10,971.0(l   .no.oOO.OO   S20  •.9(1  00 

^e^of'u:'^,.Govt:-^"'^'^-'^  ''■'''■'"  '"■»'"■''     "'^^'-3 

Bonds  held  as 

Investment     —  0  n  n 

Other    Receipts    _-_:     2,609.83  378.40  ~693.^        i;;!;":']3 


-'"•23  §  6,784.95 


208.  H  $ 


—  0 


—  0  — 


-510,254.40 


TOTAL  CASH  RECEIPTS 

DURING  YEAR  __.v2C,05n.95  .?33,121.09  .«30.103(C>  S39r>.>,„ 

CASH  BALANCE  AT  '  "  ■■'■'•'  —  "' 

JANUARY  1  OP 

E-ACH     YEAR      —-1,840.85        5,457.11  .1,730.76             26.23 

TOTAL  CASH  " 

AV.AILABLE     .«27,900.80   $38,578.20  ?  10,833.78   $59,143.39 
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CASH  DISBURSEMENTS  DUUING  YEAR: 


Secretan's  Office  $  5, 379.118 
X.  e\  Med.  Journal  11,822.23 
Other  Operat.  Exp.  1,815.80 
Iii\-estment.s, 

Refunds  and  Other 


0.226.1-t  S   0.073.32   fl7.155.10 

13,280.22     20,10.5. .U      21,285.48 

3,3+0.20        !l, (123.07      13,922.80 


■ 

3.093.89 

10,791.82 

4,943.73 

- 

-  0 

— 

?2 

2,4+3.09 

?33,847 

44 

540,807.33 

$32 

303 

44 

AT 


.137.11    .?    4.730.: 


TOTAI,   CASH 

DISBURSEMENTS 
DURING    YEAR    _. 

BALANCE  OF  CASH 
END  OF 

E.\CH   YEAR 

SCHEDULE   1"  RECONCILIATION    OF   CASH 
Deceniher   31,    1943 
CA.SII    ON    HAND    $ 

rilK  SCOTTISH   BANK,  RED  SPRINGS,  N.  C: 
[{ef.^iil;ir  Cheeking:  Aeeount   - 

Balance    per    Bank    Stotejnent    $9,813.28 

I'lus — Deposit    in    Tran.sit    —  0  — 


20.23   $   0,784.93 


Less — Outst.-indin:;  cliecks: 

1411  $       10.0(1 

1051  1.90 

1053  2.00 

105  1  255.40 

1053  108.43 

1050  157.30 

1057  140.25 

105M  407.70 

l(i59  151.17 

1 000  25.00 
IC.Ol  19.30 

1002  1,273.20 

1003  340.80 

1001  33.00 
1005  20.00 


?9, SI  3.28 


Speci;il  Account — 

Balance   per  Bank   Statement S      73.35 

Les.>--Ei-ror  by  Bank  in  cretiitinp:  an 
Individu-al's  Deposit  to  this   .\ecount-        73.23 


TOTAL    CASH— EXHIBIT    A    S  0,784.93 

SCHEDI;LE  2  -INVESIMENT  IN  UNITED  STATES  BONDS 
December  31,    1948 


Date  of 

Date  of 

Pitr  Value 

Jsi^lte 

Mdturit'j 

At  Maliirifij 

r.i.ti 

DEFENSE  BONDS— SERIES   "F": 

Nil.  M75309F 

12-1-41 

12-1-53 

$    1,(1(10.(1(1 

Ij       710.0(1 

M7537(lF 

lJ-1-41 

12-1-53 

1,(1(10.0(1 

740.00 

M73371F 

12-1-41 

12-1-33 

1,00(1.00 

7  1(1. 0(1 

M75372F 

12-1-41 

12-1-33 

1.000.00 

740.00 

M75373F 

) 2-1-41 

12-1-33 

1,000.00 

740.00 

M75374F 

12-1-41 

12-1-33 

1.000.00 

740.00 

M!1S^38F 

1-1-42 

1-1-34 

1,000.00 

740.00 

MOMKSTF 

1    1-42 

1-1-31 

1.(1(10.0(1 

740.00 

M9S8:>UF 

1-1-42 

1-1-54 

1,(10(1.00 

74(1.00 

M!I8,^:-,5F 

1-1-42 

1-1-34 

], 00(1. 0(1 

740.00 

M9.SS34F 

1-1-42 

1-1-54 

1. 1100. 00 

7  10.0(1 

Miisa.',:iF 

1-1-42 

1-1-5 t 

1, 00(1. 00 

740.0(1 

CS9019F 

12-1-41 

12-1    53 

100.00 

74.0(1 

CS902(lF 

12   1    41 

1  2  -1-53 

100.00 

74.00 

CS9021F 

12-1-11 

12-1-53 

100. oo 

74.00 

C89(122F 

12-1-41 

12-1-53 

100.00 

74.00 

CS9(12.!F 

12-1-  U 

12-1-53 

100.0(1 

74.00 

CS9(I24F 

12-1-H 

12-1-53 

100.0(1 

74.00 

C»!I(I25F 

12-1-41 

12-1-53 

1  (Id. 11(1 

74.00 

Csil(l2(i?' 

12-1    11 

12-1-33 

1  (1(1. (Ill 

74.00 

CSOmImF 

1-1    42 

1-1-54 

100.0(1 

74.00 

C.HOSIOF 

1-1-12 

1-1-34 

100.00 

74.00 

C89820F 

1-1-42 

1-1-34 

100.00 

74.00 

C89^21F 

1-1-42 

1-1-34 

100.011 

74.00 

C8PS22F 

1-1-12 

1-1-54 

100.00 

74.00 

C89S23F 

1-1-42 

1-1-54 

100.00 

74.00 

C89S24F 

1-1-42 

1-1-5  4 

100.0(1 

74.00 

CS9S23F 

1-1-42 

1-1-51 

100.0(1 

7  1.0(1 

SAVINGS   BONDS— SERIES 

"G": 

Interest  Rate 

2',i%   Pay.able  seini-anrin.-illy 

fnini    date 

if   issue — 

No.  M11M0I03G 

12-1-42 

12-1-54 

1.00(1.(1(1 

1. 000.00 

Muse,  KiOG 

12-1-42 

12-1-3  1 

1.0(111.0(1 

1.000.00 

Ml 37054  IG 

4-1-13 

4-1-35 

1.(1(10.(1(1 

1.000.00 

MK170545G 

4-1-43 

4   1-55 

l.IMIII.OO 

1,000.00 

M137(.3K1G 

4-1-13 

■1-1-55 

1.000.00 

1,(100.00 

I)01fi51H(; 

4-1-43 

4-1-35 

300.0(1 

500.00 

Mlil(l.n33G 

9-1-13 

9-1-55 

1 .00(1.0(1 

1,000.00 

M23359n7G 

2-1-44 

2-1-50 

1,011(1. (Ill 

1.000.00 

M27()0G(llG 

4-1- U 

4-1-50 

1.(10(1.00 

1 .11011.00 

M27(10C(iOG 

4-1-14 

J -1-30 

1.(10(1.00 

1,0(10.00 

M2772895G 

0-1-44. 

0-1-50 

1.000.00 

1,000.00 

M277289eG 

0-1-44 

0-1-30 

1,000.00 

1.000.00 

TOTAL   TAR   V 

ALUE    AT 

MATURITY 

?25.1(1(1.00 

TOTAL  COST  \ 

ALUK   AT 

DATE 

OF    ACQUISITION— EXHIBIT    A    _. . 

$21,584.00 

Report  of  the  Executive  Secretary- 
It  was  a  year  ago  that  I  presented  to  you  my 
first  annual  report  as  executive  secretary.  At  that 
time  my  services  had  been  engaged  for  a  period  of 
seven  months  and  my  assignments  had  been  of  a 
minor  nature,  with  the  exception  of  a  directed  and 
free-range  orientation  by  observation,  study  and  con- 
sultation through  visiting  other  state  associations, 
visiting  A.M. A.  headquarters,  delving  into  the  files 
and  records  of  the  secretary-treasurer's  office,  and 
by  frequent  conferences  with  your  Society  officials. 
That  type  of  activity  continued  to  late  June,  1948, 
terminating  in  the  assumption  of  more  clearly  de- 
fined responsibilities  for  the  Society  as  directed  by 
your  president  and  secretary.  Elsewhere,  a  report 
will  be  presented  to  you  outlining  the  steps  in  es- 
tablishing executive  headquarters  in  Raleigh  and 
the  delegation  of  additional  duties  and  responsibili- 
ties to  the  executive  secretary. 

At  this  point  I  desire  to  recognize  the  splendid 
cooperation  extended  to  me  in  this  early  period  by 
President  Robertson,  Secretary  McMillan,  President- 
Elect  Murphy,  other  officers,  members  of  the  Coun- 
cil and  Executive  Committee,  and  the  chairmen  of 
the  several  committees  of  the  Society.  They  have 
imparted  to  me  much  of  your  philosophy,  portrayed 
a  stimulating  personal  confidence,  and  extended  to 
me  every  encouragement  possible.  For  this  I  am  pro- 
foundly grateful.  I  shall  cherish  the  recollection  of 
this  formative  period  of  service  as  one  of  the  most 
interesting  and  pleasant  experiences  of  my  life. 

You  will  have  noted  from  President  Robertson's 
address  and  Secretary  McMillan's  report  that  the 
past  year  has  been  one  of  marked  activity  in  your 
State  Society.  One  would  sense  that  it  is  significant 
of  the  turning  of  an  era  hinged,  so  to  speak,  to  the 
centennial  and  sesquicentennial  dates  in  the  history 
of  your  affairs.  It  has  been  an  unusual  opportunity 
for  one,  as  an  administrator,  to  be  identified  with 
this  year's  program.  It  may  be  an  omen  of  what  the 
future  may  hold. 

The  following  account  of  activities,  in  some  mea- 
sure, depicts  the  work  of  the  Executive  Office  since 
it  was  opened   in  July,   1948,  and   of  the  executive 
secretary  since  his  last  report  to  you  on  May  2,  1948: 
Letters   (personal,  general,  and 

public   relations)    8,803 

Telephone  communications   (local  and  toll)....    792 

Telegrams    75 

Reports  (formal,  miscellaneous,  memoranda, 

agenda,   and   transmittals)    - 34fi 

Review  of  literature  (publications,  brochures, 
bulletins,  pamphlets  and  reports  from 
other  associations,  AM. A.,  and  sundry 

agencies) 143 

Personal   conferences    (Society  officials, 

other   officials,   agencies   and   persons)....    317 
Meetings  attended   (official,  public, 

legional,   and   national)    78 

(42  of  these  were  official  meetings  of 
professional  groups,  as  follows: 
Five  district  medical  society  meetings  6 

County   society  meetings   -- 7 

State  society  committee  meetings 20 

Executive   Committee   meetings   8 

House  of  Delegates  1 

Public   speeches 14 

Radio  broadcasts  1 

Releases  to  the  press  8 

Releases  to  the  radio  3 

I  may  assure  you  that  the  conducting  of  the  gen- 
eral correspondence,  production  and  dissemination 
of  the  general  mailings  of  letters,  memoranda,  re- 
ports, etc.  under  the  direction  of  the  officials  of  the 
Society  is  a  large  undertaking.  We  have  endeavored 
to  meet  the  deadlines  established  and,  except  in  one 
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or  two  instances,  have  met  these  deadlines  and  pro- 
duced material  in  a  manner  acceptable  to  those  who 
have  charged  us  with  these  tasks. 

The  Executive  Office  has  been  fully  charged  with 
the  responsibility  for  staging-  and  promoting  the 
technical  and  scientific  exhibits,  except  the  initial 
invitations  to  the  scientific  authors.  The  Scientific 
Committee  has  helped  in  many  ways.  While  the  ex- 
hibit reservations  equal  our  accommodations,  there 
are  fewer  displays  than  a  year  ago.  On  the  other 
hand,  revenues  from  this  source  exceed  those  of  last 
year,  and  the  expenses  involved  are  markedly  less. 
We  urge  your  interest  and  cooperation  in  the  pro- 
motional plan  to  enhance  the  success  of  the  exhibit 
project. 

We  have  not  reached  a  reporting  period  since 
assuming  responsibility  for  the  business  affairs  of 
the  .Journal  as  of  last  January.  We  have  laid  some 
ground  work  for  initiating  advertising  in  the  Roster 
Supplement  this  year,  and  have  a  number  of  new- 
advertisers  pledged  to  utilize  this  medium.  We  have 
secured  several  new  advertising-  contracts  for  the 
regular  issues  of  the  .Journal,  and  have  others  in  the 
offing.  If  our  plans  materialize,  we  hope  to  increase 
revenues  for  your  publication  within  the  next  re- 
porting year,  despite  the  observable  trend  in  busi- 
ness which  is  of  concern  to  all  of  us.  Increasing- 
advertising,  and  thereby  revenue,  for  the  Journal  is 
our  next  immediate  objective  following  these  ses- 
sions. 

Beginning  in  early  "February  we  developed  and 
expedited  considerable  mailings  at  the  direction  of 
the  Public  Relations  Committee.  Hereafter,  we  shall 
be  better  geared  to  this  type  of  production  and,  in 
collaboiation  with  the  National  Educational  Cam- 
paign of  A.M. A.,  and  with  your  own  establishments 
for  medical  public  relations,  do  a  more  thorough 
job  on  this  detail.  In  this  connection,  invitations  for 
speaking  engagements  are  on  the  increase  in  both 
professional  and  lay  circles.  We  pledge  to  fit  into 
the  needs  of  the  program  in  this  respect  to  the 
e.xtent  of  our  capacity.  Much  ground  work  has  been 
laid  and  there  should  be  some  vital  accomplishments 
in  medical  public  relations  during  the  coming  year. 
This  can  be  said,  also,  of  the  national  legislative 
situation  as  public  relations  may  relate  to  that  prob- 
lem. 

It  is  our  sense  that  a  real  contribution  has  been 
made  in  facilitating  the  committee  work  of  the  So- 
ciety. We  have  endeavored  to  convey  prompt  notice 
of  the  appointments,  duties,  and  procedures  of  com- 
mittees as  instructed  by  the  president  and  Executive 
Committee.  We  have  met  with  many  committees  and 
have  served  to  coordinate  and  disseminate  informa- 
tion in  regard  to  their  activities  to  the  officials  and 
various  bodies  of  the  Society  at  the  state  and  county 
levels.  We  believe  we  can  be  increasingly  useful  in 
this  respect. 

Inevitably,  the  Executive  Office  staff  will  be 
called  on  to  meet  with  and  to  participate  in  allied 
agency  programs  related  to  civic  and  health  matters 
and  activities.  Guided  by  the  officers  and  the  Exec- 
utive Committee,  W"e  have  already  done  much  along 
this  line  and  will  continue  to  do  so  as  directed  by 
the  Society  and  its  officials. 

The  Executive  Office  collaborated  with  the  Legis- 
lative Committee  and  the  attorneys  of  the  State 
Society  throughout  the  meeting  of  the  1949  General 
Assembly  of  North  Carolina.  We  found  useful  oppor- 
tunities and  made  considerable  efforts  and  contribu- 
tions to  correlate  the  influence  of  physicians 
throughout  the  state  to  the  objectives  of  the  com- 
mittee. 

As  we  move  into  another  year  of  activity,  we  do 
so  with  a  profound  regard  for  the  responsibilities 
which  are  being  placed  upon  us  and  for  the  necessity 
of  making  greater  efforts  to  accomplish  the  tasks 


which  you  have  imposed,  and  will  impose.  During 
the  past  two  years  of  your  program  much  of  the. 
experience  of  your  executive  secretary  has  been  on 
the  side  lines  observing,  absorbing  your  philosophy, 
and  gaining  the  "know  how"  from  you  as  profes- 
sional individuals  and  from  your  deliberations  as 
bodies  and  officers  of  a  functioning  organization. 
This  period  has  served  to  instill  elements  of  strength 
and  capacity  into  one  who  desires  to  serve  you 
efficiently  and  well.  Transposing  your  philosophy, 
your  "know  how,"  and  your  goals  and  purposes  into 
the  administrative  experiences  and  achievements  in 
other  fields  over  the  past  twenty-five  years,  and 
then  projecting  these  into  an  efficient  and  effective 
program  for  your  future  seems  to  be  the  assign- 
ment of  the  moment.  In  contemplation,  I  pledge 
my  "all"  with  a  continued  sense  of  deep  humility, 
but  with  a  strong  determination  to  learn  and  to 
serve  efficiently  the  best  interest  of  medicine. 
Again,  I  would  say,  I  shall  succeed  to  the  extent 
that  we  find  the  spirit  of  understanding  and  guid- 
ance in  the  increasing-  number  of  professional  men 
in  all  levels  of  medical  organization.  With  the  pass- 
ing of  time  I  find  greater  assurance  in  the  capacity 
of  medical  leadership  in  our  state  and  nation  to  do 
the  job  of  our  time.  With  your  help,  and  with  the 
help  of  God,  we  shall  advance  your  cause  in  the 
year  ahead. 

Respectfully  submitted, 
JAMES   T.   BARNES 
The   reports  of  the  district  councilors  were   read 
by  title  and  each  was  accepted. 

Reports  of  the  Councilors 
First  District 

During  1948  the  First  District  Medical  Society 
had  its  usual   quarterly   meetings. 

The  first  was  held  in  Elizabeth  City,  March  26, 
1948.  Dr.  Sidney  Page  of  Richmond  was  our  invited 
guest  speaker.  His  subject  was  "Anti-Infective 
Agents." 

The  second  meeting  was  held  June  16,  1948,  at 
Sunbury  with  Dr.  C.  F.  Joyner  of  Suffolk,  Virginia, 
the  invited  guest  speaker.  His  subject  was  "Immu- 
nization and  Contagious  Diseases  of  Children." 

The  third  meeting  was  held  at  the  Parkerson 
Hotel  at  Nags  Head,  August  27,  1948.  Dr.  Joseph 
Barauch,  of  Pittsburgh,  Pennsylvania  was  the  in- 
vited guest  speaker.  His  subject  was  "Diabetes 
Mellitus." 

The  fourth  meeting  was  held  at  Woodville,  De- 
cember 28,  1948.  The  guest  speaker  was  Dr.  C.  J. 
Andrews,  of  Norfolk,  Virginia.  His  subject  was 
"Obstetrical  Emergencies." 

All  the  meetings  were  well  attended. 

There  has  been  no  irregularity  among  the  pro- 
fession in  the  First  District. 

ZACK  D.  OWENS,  M.D. 
Second  District 

The  Second  District  Medical  Society  held  its  reg- 
ular annual  meeting  at  Kinston  in  February,  1949, 
with  the  Lenoir  County  Medical  Society  as  host.  At 
this  time  the  Surgeon  General  of  the  tlnited  States 
Public  Health  Service  made  an  address.  The  meeting 
was  w-ell  attended. 

A  great  majority  of  the  members  of  the  Second 
District  Medical  Society  have  paid  their  A.M.A. 
assessment  to  fight  the  compulsory  health  insurance 
bill,  and  the  Second  District  Medical  Society  went 
on  record  as  being  100  per  cent  opposed  to  this  bill 
and  to  socialized  medicine  in  any  form. 

There  were  no  irregularities  in  the  practice  of 
medicine  reported  to  the  Councilor  in  this  district 
during  the  past  year. 

JOHN  C.  TAYLOE,  M.D. 
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Third   District 

The  Third  District  Medical  Society  and  its  com- 
ponent county  societies  have  functioned  smoothly 
during  the  year. 

The  District  Society  met  in  February  in  White- 
ville  under  the  supervision  of  President  W.  E.  Miller 
and  had  an  excellent  scientific  meeting,  at  which 
time  Dr.  Samuel  F.  Marshall  of  Boston  spoke. 

There  have  been  no  disrupting  or  unpleasant  oc- 
currences in  the  Third  District  during  this  year. 

A  request  was  received  by  your  Councilor  from 
the  Duplin  County  Medical  Society  for  a  merger 
of  that  society  and  the  Sampson  County  Medical  So- 
ciety. If  the  request  is  endorsed  by  the  Sampson 
County  Society,  I  wholeheartedly  recommend  such  a 
merger  and  request  that  it  be  approved  by  the 
House  of  Delegates. 

DONALD  B.  KOONCE,  M.D. 
Fourth  District 

The  Fourth  District  Medical  Society  has  had  a 
successful  year.  Its  quarterly  meetings  have  been  in- 
teresting and  well  attended.  Two  counties  in  the  dis- 
ti'ict — Northampton  and  Greene —  have  no  medical 
society.  Greene  County  has  only  four  physicians, 
and  these  have  an  occasional  meeting.  Northampton 
County  has  eleven  doctors  who  attend  neighboring 
county  societies.  Now  that  there  is  a  hospital  at 
Ahoskie,  it  is  hoped  that  they  will  form  their  own 
society.  The  remaining  societies — Edgecombe-Nash, 
Wilson,  Halifax,  Johnston,  and  Wayne — have  a  total 
of  185  members.  The  majority  of  these  societies 
meet  monthly.  The  meetings  are  fairly  well  attended, 
the  attendance  being  about  50  per  cent.  The  secre- 
taries of  the  various  societies  reported  that  they 
knew  of  no  illegal  practices,  professional  or  other- 
wise, in  their  counties. 

Ninety-four  members  have  paid  the  $25.00  assess- 
ment to  the  A.M. A.  Approximately  ninety-one  mem- 
bers have  requested  laymen  to  write  letters  to  their 
congressmen  asking  them  to  oppose  Senate  Bill 
No.  5. 

N.  P.  BATTLE,  M.D. 

Fifth  District 

I  wish  to  report  that  everything  in  this  district 
lias  been  very  quiet.  AU  doctors  are  cooperating 
nicely.  I  wish  "further  to  state  that  I  have  contacted 
each  "county  medical  society  either  personally  or  by 
letter  during  my  teim  of  office.  I  have  attended  a 
number  of  sessions  of  the  North  Carolina  State 
Board  cf  Medical  Examiners  and  have  attended  a 
number  of  Executive  Board  meetings  of  the  North 
Carolina  State  Medical  Society.  I  have  made  two 
investigations  relative  to  the  conduct  of  some  physi- 
cians in  this  district.  Reports  on  these  investigations 
have  been  forwarded  to  the  proper  authorities. 

J.  N.  ROBERTSON,  M.D. 
Sixth  District 

I  am  happy  to  report  that  all  county  medical  so- 
cieties in  my  district  are  having  regular  meetings, 
excellent  scientific  programs,  and  very  good  attend- 
ance. 

At  this  time  harmony  and  good  will  prevail.  I 
know  of  no  litigation  pressing  against  any  physician 
at  this  time. 

M.  D.  HILL,  M.D. 
Seventh  District 

The  Seventh  District  Society  has  had  a  very  suc- 
cessful year.  The  meetings  have  been  well  attended, 
the  scientific  papers  especially  good.  The  annual 
meeting  at  Rutherfordton  was  thoroughly  success- 
ful. The  different  local  societies  have  responded 
most  enthusiastically  in  the  fight  against  socialized 
medicine. 

ELIAS  S.  FAISON.  M.D. 
Eighth  District 

Things  are  going  smoothly  in  the  Eighth  District. 
Each  county  society  has  been  contacted  from  time 


to  time.  Each  society  is  holding  its  meetings  regu- 
larly and  attendance  is  good. 

The  Eighth  District  Society  has  held  three  meet- 
ings since  last  May.  The  first  was  in  Greensboro  in 
June,  1948.  The  next  was  in  October,  in  High  Point. 
On  March  24,  1949,  the  Forsyth  County  Society  was 
host  to  our  group  in  Winston-Salem. 

A  member  of  one  of  our  county  societies  reported 
that  two  members  of  this  society  were  addicted  to 
alcohol  and  narcotics.  This  information  was  passed 
on  to  Ihe  Committee  on  Mental  Hygiene  and  to  the 
State  Board  of  Medical  Examiners.  No  legal  action 
has  been  taken  to  date. 

One  hospital  in  the  district  reported  the  admission 
of  a  patient  on  whom  a  criminal  abortion  had  been 
done.  The  hospital  obtained  an  affidavit  from  the 
patienc,  stating  when,  where,  and  by  whom  the  op- 
eration had  been  done.  The  hospital  requested  in- 
formation as  to  proper  procedure  in  such  cases. 
There  is  information  that  the  case  was  relayed  to 
the  State  Board  of  Medical  Examiners,  and  by  them 
to  the  law  firm  employed  by  your  State  Society.  In 
this  pa'ticular  case,  since  the  crime  had  been  com- 
mitted in  Virginia,  your  Board  had  no  jurisdiction. 
The  Board  told  me  what  to  do  in  case  of  the  girl's 
death,  but  gave  a  very  ambiguous  answer  to  the  re- 
quest for  the  proper  procedure  to  be  followed  in 
such  cases.  I  realize  that  the  reporting  of  criminal 
abortions  is  a  delicate  and  touchy  subject.  Neverthe- 
less, the  State  Board  of  Medical  Examiners  should 
inform  all  hospitals,  in  writing,  of  the  exact  pro- 
cedure to  be  followed  in  such  cases,  and  inform  them 
as  to  their  legal  status  (financial  liability  and  lia- 
bility to  being  accessories  after  the  fact)  when  such 
felonies  are  not  reported  to  proper  authorities. 
JAMES  H.  McNEILL,  M.D. 
Ninth  District 

The  Ninth  District  Medical  Society  held  its  annual 
meeting  in  Statesville,  on  September  30,  1948,  with 
about  200  doctors  in  attendance. 

The  afternoon  session  was  given  to  a  scientific 
program,  with  a  number  of  interesting  and  informa- 
tive subjects  being  presented  and  discussed  at 
length.  Dr.  James  W.  Davis  of  Statesville  was  toast- 
master  at  the  dinner  meeting.  Dr.  Norman  Q.  Brill 
of  Washington,  D.  C,  was  guest  speaker  and 
brought  a  splendid  message  on  psychosomatic  con- 
ditions. The  Rowan-Davie  County  Medical  Society 
sponsored  the  University  Extension  Course  in  the 
fall.  There  were  seventeen  meetings,  with  about  100 
doctors  attending. 

Osteopathic  House  Bill  No.  686  has  been  discussed 
at  numbers  of  meetings  throughout  the  district  and 
the  doctors  have  wired  their  representatives  at  Ra- 
leigh to  fight  this  bill.  Also,  there  have  been  many 
metings  with  reference  to  compulsory  health  insur- 
ance. Senate  Bill  No.  5  is  practically  unanimously 
disapproved  by  the  doctors  of  our  district,  and  many 
letters  have  been  -wi-itten  to  our  senators  and  con- 
gressmen. 

Things  are  running  smoothly.  I  do  not  know  of 
any  malpractice  or  irregularities  in  the  Ninth  Dis- 
tri"ct. 

IRVING  E.  SHAFER,  M.D. 
Tenth  District 

My  appointment  came  unsolicited  immediately 
after  the  death  of  the  very  efficient  and  hard  work- 
ing Dr.  D.  M.  Mcintosh  of  Old  Fort,  a  councilor 
whom  every  doctor  in  the  district  loved  and  re- 
spected, and  I  entered  upon  my  duties  about  Decem- 
ber 1,  1948.  I  have  no  information  as  to  what  went 
on  prior  to  my  appointment. 

I  have  attended  every  meeting  of  the  Executive 
Committee,  and  one  called  meeting  of  the  House  of 
Delegates.  I  made  one  trip  through  the  extreme 
western  area  of  my  district,  calling  on  the  doctors 
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in  Jackson,  Macon,  Clay,  Cherokee,  and  Swain  Coun- 
ties. At  each  meeting  I  tried  to  stress  the  impor- 
tance of  our  working  together  for  our  common  good, 
and  insisted  that  all  societies  appoint  their  publicity 
committees,  and  insert  in  each  of  their  county  pa- 
pers a  half  page  advertisement  for  which  the  county 
society  paid.  I  have  visited  on  separate  dates  the 
Haywood  County  Society  and  the  Buncombe  County 
Society.  At  all  of  these  county  meetings  I  was  well 
received  and  given  a  very  hearty  welcome,  and  all 
have  agreed  to  cooperate  in  every  way  they  could. 

I  have  for  the  past  month  been  urging  each  county 
society  to  donate  $25.00  to  our  State  Medical  Society 
Publicity  and  Educational  Committee  to  further  its 
work  in  North  Carolina.  This  is  a  large  district,  and 
I  could  not  reach  all  of  the  counties  in  it. 
W.  A.  SAMS,  M.D. 

President  Robertson  called  for  the  report  of  the 
delegates  to  the  American  Medical  Association, 
which  was  read  by  Dr.  Strosnider 

Report  of  the  Delegates   to  the   American 
Medical    Association 

Xinety-Seventh  Annual  Session 

The  ninety-seventh  annual  session  of  the  American 
Medical  Association,  held  in  Chicago  June  21-25, 
1948,  inclusive,  is  history,  but  it  will  be  many  years 
before  the  convention  is  forgotten  by  the  thousands 
who  attended.  The  total  registration  was  11,963  fel- 
lows. Doctors'  wives  and  guests,  exhibitors  and  mem- 
bers of  their  families  and  others  swelled  the  attend- 
ance another  10,000  for  a  total  of  22,000. 

On  Sunday,  June  20,  1948,  at  10  a.m.,  the  county 
medical  society  officers  met  in  the  Palmer  House. 
This  meeting  was  presided  over  by  Dr.  A.  M. 
Mitchell.  Several  most  interesting  papers  were  read 
and  discussed.  The  Academy  of  General  Practitioners 
was  attacked  as  being  superfluous  and  unnecessary 
by  four  speakers.  The  Academy  was  defended  vig- 
orously by  your  delegates  and  others. 

Sunday  afternoon,  June  20,  1948, 1  attended  a  meet- 
ing in  Dr.  Walter  Martin's  room,  when  the  question 
of  having  a  rural  health  meeting  in  the  South  was 
discussed.  Doctors  were  in  attendance  from  Virginia, 
North  Carolina,  South  Carolina,  Georgia,  and  Flor- 
ida. It  was  decided  to  hold  a  meeting  in  Columbia, 
South  Carolina,  in  October,  1948. 

The  House  of  Delegates  met  Monday,  June  21, 
1948  au  10  a.m.,  in  the  Palmer  House,  at  which  time 
172  ouu  of  176  delegates  were  present. 

Dr.  Ross  McElwee,  one  of  our  delegates,  was  un- 
able to  attend  on  account  of  illness,  and  Dr.  G.  G. 
Dixon  of  Ayden,  his  alternate,  attended  in  his  stead. 
Dr.  B.  0.  Edwards  of  Asheville  (alternate  for  Dr. 
Roscoe  McMillan),  Dr.  Dixon,  and  Dr.  C.  F.  Stros- 
nider of  Goldsboro  attended  all  of  the  meetings  of 
the  House  of  Delegates.  Dr.  C.  F.  Strosnider  was 
appointed  by  the  speaker  of  the  House  to  serve  on 
the  Committee  on  Medical  Education  and  Hospitals. 

At  the  Interim  Session  of  the  House  of  Delegates, 
held  in  Cleveland,  Ohio,  in  January,  1948,  a  resolu- 
tion was  passed  directing  the  speaker  of  the  House 
to  appoint  the  committee  members  of  the  House  of 
Delegates  sixty  days  prior  to  each  meeting,  and  to 
have  the  lists  of  said  committees  printed  in  the 
handbook  of  the  House  thirty  days  prior  to  each 
meeting.  Our  State  I\Iedical  Society  was  not  notified 
of  this  resolution  by  the  secretary  of  the  American 
Medical  Association.  As  a  result  of  this  oversight, 
your  delegates'  names  did  not  appear  in  the  hand- 
book. The  speaker  of  the  House  of  Delegates,  Dr. 
Roy  Fonts,  suggested  a  remedy  to  prevent  such 
oversights  in  the  future.  His  suggestion  was  that 
the  delegates  from  all  the  component  medical  so- 
cieties of  the  American  Medical  Association  take 
office  on  January  1  following  their  election. 


j\lr.  President,  in  order  that  our  society  be  prop- 
erly represented  in  the  future,  I  suggest  the  follow- 
ing resolution: 

"Resolved:  That  all  delegates  now  serving  or  in 
the  future  elected  as  delegate  to  the  American  Med- 
ical A.ssociation  shall  assume  office  on  January  1 
following  their  election." 

A  New  Code  of  Ethics  as  well  as  a  new  Consti- 
tution and  By-Laws  was  adopted  by  the  House  of 
Delegates  on  June  24,  1948.  This  was  accomplished 
after  four  years  of  trial  and  error. 

Officers  Elected 

Prcsident-Elect — Ernest   Edward   Irons,   Chicago 

Vice  President — Roy  V.  Fouts,  Omaha,  Nebraska 

Secretary — George  F.  Lull,  Chicago 

Speaker — Francis  F.  Borzell,  Philadelnhia 

A'ice  Speaker — James  R.  Reuling,  Bayside,  N.  Y. 
Meeting  Places  for  1949  and  1950 
Atlantic  City,  June  6-10,  1949 
San  Francisco,  1950 
Atlantic  City,  1951 

A   fact   worth   knowing   is   that   "The   component 
medical  society  is  the  sole  judge  as  to  whom  it  elects 
to  membership  provided  the  applicant  shall  meet  the 
medical   requirements  for  membership." 
Interim  Meeting 

The  Interim  Meeting  of  the  House  of  Delegates 
was  held  in  St.  Louis,  Missouri,  November  30-De- 
cember  3,  1948.  The  meeting  was  well  attended  by 
173  out  of  176  delegates. 

Our  State  Medical  Society  was  represented  by  the 
following  delegates:  Dr.  B.  O.  Edwards,  Asheville 
alternate  for  Dr.  McMillan;  Dr.  Grady  Dixon  Avden' 
alternate  for  Dr.  McElwee;  Dr.  C.  F.  Strosnider^ 
Goldsboro.  The  speaker  of  the  House  appointed  Dr! 
C.  F.  Strosnider  a  member  of  the  Registration  and 
Credentials  Committee. 

The  House  was  busy  disposing  of  numerous  reso- 
lutions covering  various  phases  of  business  pertain- 
ing to  the  operation  of  the  American  Medical  Asso- 
ciation. The  following  resolutions  gave  us  consider- 
able food  for  thought  and  discussion:  1— The  Blue 
Cross-Blue  Shield  proposed  national  insurance  com- 
pa.iy  2  —  How  to  raise  funds  to  combat  na- 
tional compulsory  health  insurance.  Number  one 
was  disposed  of  by  adoption  of  the  report  of  the 
Reference  Committee  on  Medical  Care  This  com- 
mittee held  an  open  meeting  lasting  three  hours 
hearing  arguments  pro  and  con  on  the  resolution  for 
adoption.  The  committee  was  in  entire  accord 
with  the  necessity  and  advisability  of  extending 
medical  care  and  coverage  to  all  classes  of  our  pop- 
ulation. The  committee's  report  was  as  follows: 
"lour  Committee  does  not  believe  that  sufficient 
factual  data  have  been  supplied  to  enable  it  to  make 
an  intelligent  decision  on  this  most  important  sub- 
.lect.  Therefore,  the  resolution  favoring  the  Blue 
Cross-Blue  Shield  National  Insurance  Company  is 
not  approved."  It  was  the  majority  opinion  that  we 
should  foster  the  medical  care  and  hospital  care 
plans  further  on  a  county  or  state  level  to  gain  more 
valuable  experience  before  assuming  such  a  major 
undertaking. 

Number  2.  It  was  the  opinion  of  the  House  of 
Delegates  that  an  educational  campaign,  national  in 
scope,  was  imperative — a  nation-wide  plan  of  educa- 
tion on  the  progress  of  American  medicine,  the  im- 
portance of  the  conservation  of  health,  and  the  ad- 
vantage? of  the  American  system  in  securing  a  wide 
distribution  of  a  high  quality  of  medical  care. 

It  was  a  necersity  that  funds  be  made  available 
to  the  Board  of  Trustees  to  conduct  the  educational 
campaign.  There  were  several  resolutions  introduced 
suggesting  ways  to  accomplish  the  desired  end. 
After  much  discussion,  the  House  of  Delegates 
passed  a  resolution  directing  the  Board  of  Trustees 
of  the  American  Medical  Association  to  assess  each 
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nieinlicr  of  the  Aiiieiicaii  Medical  Association  the 
sum  of  .$25.00,  annually,  until  the  emergency  now 
confronting;  the  American  Medical  Association  was 
met.  This  assessment  was  to  become  effective  Jan- 
uary, 1949. 

The  resolution  adopted  read  as  follows: 

"RESOLVED:  That  the  House  of  Delegates  in- 
struct the  Board  of  Trustees  to  implement  a  state- 
ment of  policy  as  adopted  by  the  House  at  this  ses- 
sion; 

"RESOLVED:  That  the  House  of  Delegates  declare 
that  the  Board  of  Trustees  of  the  American  Medical 
Association  has  its  complete  confidence  in  its  inten- 
tion and  ability  to  carry  out  the  objective  and  exe- 
cute the  mandate  of  the  House  of  Delegates; 

"RESOLVED:  That  the  House  of  Delegates  auth- 
orize the  Board  of  Trustees  to  levy  an  assessment 
of  $25.00  on  the  members  of  the  American  Medical 
Association; 

"RESOLVED:  That  this  House  of  Delegates  here- 
l)y  direct  the  immediate  expansion  of  the  Washing- 
ton office  and  its  placement  directly  under  the  super- 
vision, direction  and  control  of  the  Board  of 
Trustees; 

"RESOLVED:  That  the  immediate  employment  of 
suitable  Public  Relations  Council,  to  assist  in  the 
execution  of  this  program  is  recommended; 

"RESOLVED:  That  in  order  to  coordinate  the 
activities  of  the  Public  Relations  phase  of  the  pro- 
gram at  all  levels,  the  Public  Relations  Council  shall 
disseminate  to  (a)  the  general  public,  (b)  The  Con- 
gress of  the  United  States,  (c)  State  and  County 
Medical  societies  and  to  individual  physicians; 

"RESOLVED:  That  it  be  the  unanimous  expres- 
sion of  the  medical  profession  as  represented  by  the 
House  of  Delegates,  that  we  are  firmly  united  behind 
the  positive  and  constructive  program  as  outlined 
by  the  House  of  Delegates;  that  we  are  confident  in 
the  ability  of  our  leadership;  that  we  are  determined 
to  project  and  foster  the  high  standards  of  medical 
care  for  the  public;  that  we  are  steadfastly  opposed 
to  the  regimentation  and  socialization  of  American 
medicine,  and  that  we  are  confident  that  an  intelli- 
gent and  informed  public  will  join  us  in  our  crusade 
to  ever  improve  the  health  and  welfare  of  the 
American  people" 

Any  state  within  the  American  Medical  Associa- 
tion may  officially  present  a  name  to  the  Board  of 
Trustees  of  the  American  Medical  Association,  and 
the  Board  reviews  all  of  those  nominations  for 
generHi  practitioner  of  the  year,  and  presents 
from  that  group  three  names  for  the  consid- 
eration of  the  House  of  Delegates.  There  were 
twenty-three  nominations  this  year,  and  from  this 
number  the  Board  of  Trustees  presented  to  their 
House  of  Delegates  the  names  of  Dr.  W.  L.  Pressly 
of  Due  West,  South  Carolina,  Dr.  Lyle  Hare  of 
Spearfish,  South  Dakota,  and  Dr.  Charles  M.  Horton 
of  Franklin,  Louisiana.  On  the  first  ballot  Dr.  Press- 
ly received  a  majority  of  the  votes  cast,  and  was 
declared  the  winner  of  the  Gold  Medal. 

The  Board  of  Trustees  consists  of  nine  leaders 
of  our  profession.  These  men  are  conscientious, 
capable,  and  zealously  interested  in  the  progress  of 
our  profession.  Their  work  demands  much  time, 
much  travel  and  endless  work  in  our  behalf.  Full 
cooperation  on  our  part  will  greatly  aid  them  in 
carrying  out  our  mandates,  which  mandates  are  for 
the  best  interest  of  all  concerned. 

Numerous  resolutions  were  acted  upon  by  the 
House  of  Delegates,  after  due  consideration  by  the 
various  Reference  Committees. 

On  November  30,  1948,  at  7  p.m.,  the  Grass  Roots 
Conference  of  the  county  medical  society  officers 
met  in  the  Jefferson  Hotel.  The  room  was  filled  to 
capacity,  and  a  good  program  was  presided  over  by 
Dr.  A.  M.  Mitchell.  These  meetings  are  gro\ving  in 
interest  to  all  concerned. 


This  report  covers  the  high  lights  of  the  Interim 
Session  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

Respectfully  submitted, 
G.  G.  DIXON,  M.D. 

B.  O.  EDWARDS,  M.D. 

C.  F.   STROSNIDER,  M.D. 

Dr.  .Strosnider:  Mr.  President,  I  move  that  hence- 
forth the  delegates  elected  in  May  by  our  State 
Medical  Society  take  office  in  the  January  following. 

.  .  .  The  motion  was  seconded  and  carried  without 
discussion. 

Reports   of   Delegates   to   Other   Societies 

Medical  Society  of  Virginia — Dr.  John  A.  Payne, 
III  (Sunbury):  I  attended  the  meeting  in  Richmond 
in  October  and  enjoyed  it  very  much.  There  was  an 
interesting  program,  and  the  meeting  was  well  at- 
tended. The  president  sent  his  greetings  to  our 
Society. 

.Medical  Association  of  South  Carolina — Dr.  L.  R. 
Hedgpcth  (Lumberton):  That  society  convenes  next 
week.  It  has  not  met  since  this  committee  was  ap- 
pointed. 

Medical  Association  of  Georgia — Dr.  Hedgpeth: 
That  society  is  meeting  this  week,  and  Dr.  N.  O. 
Benson  is  attending  the  meeting. 

Tennessee  State  Medical  Association — No  report. 

North  Carolina   Dental  Society — No  report. 

Secretary  McMillan:  The  North  Carolina  Dental 
Society  has  sent  as  its  representative  to  the  House 
of  Delegates  of  this  Medical  Society  of  the  State 
of  North  Carolina  one  of  its  ablest  members,  a  mem- 
ber of  the  legislature  this  year  and  a  past  member 
of  the  State  Board  of  Health.  It  is  my  happy  privi- 
lege to  present  to  this  group  Dr.  Paul  Jones,  a 
member  of  the  dental  fraternity,  from  Farmville. 

Greetings  from   the  North   Carolina   Dental   Society 

Dr.  Paul  Jones:  It  gives  me  great  pleasure  to  have 
the  honor  of  bringing  to  the  North  Carolina  Medical 
Society  greetings  and  congratulations  from  the 
North  Carolina  Dental  Society  on  your  one  hundred 
and  fiftieth  anniversary.  In  comparison,  we  of  the 
dental  profession  are  mei'e  children,  our  Society 
having  been  organized  in  1856.  It  is  interesting  to 
note  that  several  of  the  leaders  in  the  organization 
of  the  Dental  Society  were  physicians  as  well  as 
dentists.  Our  first  president.  Dr.  Wm.  F.  Bason, 
practiced  medicine  before  attending  and  graduating 
from  the  Baltimore  College  of  Dentistry  in  1846. 

You  will  recall  that  in  colonial  days  many  physi- 
cians practiced  dentistry,  insofar  as  it  was  developed 
at  that  time.  The  student  of  medicine  was  trained 
in  th3  dental  techniques  of  his  day.  Dentistry  as  a 
science  and  art  developed  gradually  and,  by  degrees, 
became  a  separate  profession.  Dr.  Wilson  G.  Smillie 
in  his  "Foreword"  to  McCall's  Fundamentals  of 
Dentistry  in  Medicine  and  Public  Health,  expresses 
the  opinion  that  this  separation  has  been  unfortun- 
ate, resulting  in  "intangible  losses  to  the  profes- 
sions concerned"  and  checking  "the  advancement  of 
the  health  and  welfare  of  the  people  of  the  nation." 

The  dental  profession  owes  much  to  certain  medi- 
cal pioneers  for  their  contributions  to  dental  prog- 
ress and  for  the  recognition  of  the  relationship  of 
the  two  professions  in  the  prevention  and  treatment 
of  many  diseases.  Hippocrates  and  Galen  recognized 
dental  ills  as  being  related  to  health.  In  modern 
times  one  of  the  earliest  of  the  pioneers  in  calling 
to  the  attention  of  the  dental  and  medical  profes- 
sions the  dangers  of  focal  infection  of  dental  origin 
was  Sir  William  Hunter.  Another  was  the  late  Dr. 
Charles  H.  Mayo.  He  has  been  quoted  as  saying  that 
over  60  per  cent  of  the  cases  in  the  Mayo  Clinic 
were  there  as  a  result  of  oral  infection. 
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A  contemporaiy  physician  to  whom  dentistry  in 
North  Carolina  is  greatly  indebted  is  Dr.  George 
M.  Cooper  of  our  State  Board  of  Health.  It  was  he 
who  haii  the  vision  to  realize  that  dentistry  had  a 
place  in  public  health.  Through  his  pioneering  ef- 
forts North  Carolina  was  the  first  state  to  include 
dentistry  in  its  public  health  program.  And  I  am 
glad  to  be  able  to  say  that  dentistry  has  proved 
itself  worthy  of  this  recognition. 

We  point  with  pride  to  the  accomplishments  of 
the  Division  of  Oral  Hygiene  of  our  State  Board  of 
Health.  The  records  show  that  its  educational  and 
corrective  program  in  the  schools  is  resulting  in 
better  dental  health  for  the  children  of  our  state. 
As  a  dentist,  I  am  cognizant  of  other,  concomitant, 
benefits  of  the  program.  I  would  like  to  mention  a 
few  of  these.  It  satisfies  society's  demand  that 
something  be  done  for  the  underprivileged.  In  one 
of  its  best  years  the  necessary  dental  corrections 
were  made  for  87,000  underprivileged  children.  The 
program  helps  to  establish  a  friendly  feeling  toward 
the  deiUist.  The  school  dentists  are  trained  in  child 
psycholcg.y.  They  win  the  confidence  of  the  children, 
not  only  for  themselves,  but  for  all  dentists.  And 
finally,  the  program  stimulates  greater  interest  in 
and  apijreciation  of  good  dental  health  and,  there- 
fore, in  the  services  and  benefits  of  dentistry. 

I  feel  sure  that  this  program  has  had  a  large 
share  in  bringing  about  the  increased  demand  for 
dental  service.  This  demand  is  not  being  met  and 
cannot  be  met  with  the  existing  ratio  of  dentists  to 
population  in  North  Carolina.  The  comparatively 
small  number  of  dentists  is  not  due  to  a  lack  of 
desire  on  the  part  of  young  North  Carolina  men  and 
women  to  enter  the  profession.  This  is  evidenced  by 
the  fact  that  there  are  now  nearly  300  predental 
students  enrolled  in  the  colleges  and  universities  of 
the  state.  No  doubt  there  was  approximately  the 
same  number  this  time  last  year.  But.  last  Septem- 
be'-  less  than  two  dozen  students  from  North  Caro- 
lina were  admitted  to  all  the  dental  schools  in  the 
country. 

Is  it  any  wonder  that  the  Legislature,  to  whom 
these  facts  were  very  vividly  and  effectively  pre- 
sented by  the  Dental  College  Committee  of  the  North 
Caroli!ia  Dental  Society,  made  provision  for  the  im- 
mediate establishment  of  a  dental  school  at  the  Uni- 
versity of  North  Carolina  ?  I  felt  that  it  was  a 
privilege  and  duty,  a  real  service  to  the  people  of 
my  stale,  to  introduce  the  bill  authorizing  the  es- 
tablishment and  support  of  this  school. 

I  see  in  the  school  of  dentistry  to  be  established 
at  our  University  a  wonderful  opportunity  to  train 
dentists  and  to  train  them  well.  It  is  my  understand- 
ing that  the  plan  is  for  the  dental  students  and  medi- 
ical  students  to  be  admitted  on  the  same  basis,  and 
that  their  basic  training  will  be  the  same  and  will  be 
given  in  the  same  classes.  This,  to  my  mind,  will  be 
of  benefit  to  both  professions  in  bringing  them 
closer  together.  I  am  glad  to  have  this  opportunity 
of  expressing  to  you  the  genuine  appreciation  of 
the  members  of  the  North  Carolina  Dental  Society 
for  your  support  and  help  in  this  undertaking. 

Bo.ird  of  Medical  E.xaminers  of  the   State  of 
North   Carolina 

The  members  of  the  Board  have  endeavored  to 
carry  out  the  spirit  and  the  letter  of  the  Medical 
Practice  Act  in  an  effort  to  maintain  the  high 
standard  of  medical  practice  in  this  state  and  to 
serve  to  the  best  advantage  the  citizens,  the  pro- 
fession, and  all  candidates  for  medical  licensure. 
Legislation 

The  1949  General  Assembly  presented  the  prob- 
lem with  which  organized  medicine  is  confronted  at 
each    session — that    is,    whether    or    not    osteopaths 


will  be  allowed  to  practice  medicine  in  this  state.  At 
the  recent  session  of  the  General  Assembly  House 
Bill  No.  686  was  introduced,  which  hill  was  as 
follows : 

"Section  1.  That  General  Statutes  Section  90-129 
defining  Osteopathy  be  and  the  same  is  hereby 
amended  by  striking  out  the  comma  in  line  three 
thereof  and  inseiting  in  lieu  thereof  in  parentheses 
the  following  (except  for  the  temporary  alleviation 
of  pain.)" 

"Section  2.  That  said  Section  be  further  amended 
by  substituting  a  semi-colon  for  the  period  at  the 
end  of  said  Section  and  adding  a  proviso  as  follows: 
'Provided,  however,  that  nothing  in  this  Chapter 
shall  h<i  construed  as  preventing  the  suggestion  or 
use  by  licensed  osteopathic  physicians  of  any  medi- 
cinal preparation  which  is  purchasable  by  the  gen- 
eral public  without  a  physician's  prescription.' 

"Section  3.  That  this  Act  shall  be  in  force  and 
effect  from  and  after  its  ratification." 

This  bill  was  identical  to  the  one  introduced  in 
the  1947  General  Assembly,  which  was  unanimously 
defeated  in  the  committee. 

Members  of  the  State  Medical  Society,  including 
the  president  and  secretary,  representatives  of  the 
three  medical  schools,  representatives  of  the  State 
Board  of  Medical  Examiners,  and  the  secreta)-y  of 
the  State  Board  of  Health,  together  with  counsel  for 
the  State  Medical  Society,  spoke  at  the  hearing  held 
by  the  Committee  on  Health,  with  reference  to  the 
osteopathic  bill.  The  osteopaths  were  represented  by 
counsel  and  supported  by  osteopaths  in  the  State  of 
North  Carolina  and  a  member  of  the  faculty  of  one 
of  the  osteopathic  schools.  The  osteopaths  w'ere  well 
organized  and  presented  a  strong  plea  in  their  be- 
half. The  bill  was  subtle  and  very  broad  in  its  scope. 
It  would  allow  osteopaths  to  prescribe  drugs,  which 
would  only  be  an  entering  wedge  to  the  practice 
of  medicine,  and  thereby  lower  the  standard  of  the 
practice  of  medicine. 

The  Committee  on  Health  voted  17-7  against  the 
osteopathic  bill:  however,  the  minority  group  intro- 
duced a  minority  report  to  bring  consideration  of 
this  bill  to  the  floor  of  the  House  of  Representatives. 
A  detei  mined  effort  was  expended  by  the  State  Med- 
ical Society  throughout  the  state  to  enlighten  the 
members  of  the  House  of  Representatives  upon  the 
subject  and  scope  of  this  bill.  As  a  result  of  the 
very  good  work  done  through  your  organization  the 
minority  report  was  withdrawn  and  the  osteopathic 
bill  was  placed  upon  the  unfavorable  calendar.  Di'. 
D.  H.  Bridger,  vice  chairman  of  the  Health  Com- 
mittee, worked  untiringly  in  an  effort  to  have  the 
osteopathic  bill  reported  unfavorably. 

Senate  Bill  5  was  ratified,  which  bill  required  that 
every  agency  and  administrative  or  quasi-judicial 
functions  file  "with  the  Principal  Clerk  of  the  Senate 
and  the  Principal  Clerk  of  the  House  of  Represen- 
tatives ...  a  copy  of  all  general  administrative  rules 
and  regulations  or  rules  of  practice  and  procedure, 
the  violation  of  which  would  constitute  a  crime, 
formulated  or  adopted  by  such  agency  or  adminis- 
trative board  fni  the  performance  of  its  functions 
or  for  the  exercise  of  its  authority  .  .  .\ny  regula- 
tion amended,  revoked  or  otherwise  modified  by  the 
General  Assembly  shall  not  thereafter  be  re-adopted 
or  enforced  by  any  such  agency  or  administrative 
board,  except  as  authorized  by  the  General  Assem- 
bly." 

This  Act  was  amended  requiring  that  such  rules 
and  regulations  also  be  filed  with  the  clerk  of  the 
superior  court  in  each  county  of  the  state,  and  that 
any  additional  or  amendatory  rule  or  regulation  be 
filed  with  each  clerk  of  the  court. 

The  principal  clerks  of  both  the  Senate  and  House 
of  Representatives  were  advised  that,  upon  review- 
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ing  the  rules  which  are  on  file  with  the  Secretary 
of  State,  we  found  no  rules,  the  violation  of  which 
would  constitute  a  crime  aside  from  the  require- 
ments of  the  Statutes  of  North  Carolina  relating 
to  the  practice  of  medicine. 

State  vs.  Baker 

At  the  1948  spring  term  of  the  Supreme  Court, 
in  a  very  able  opinion  by  Mr.  Justice  Erwin,  the 
conviction  in  Richmond  County  Superior  Court  of 
Richmond  County  of  Richard  D.  Baker,  licensed  os- 
teopath, on  a  charge  of  practicing  medicine  without 
a  license,  was  upheld. 

In  overruling  each  of  the  defendant's  contentions, 
the  court  in  a  very  broad  opinion  clarified  and  up- 
held the  Medical  Practice  Act,  among  other  things: 

1.  That  the  term  "drugs"  in  the  statute  defining 
osteopathy  means  any  substance  or  preparation 
used  for  the  treatment  of  a  human  ailment,  and 
that  it  is  therefore  immaterial  that  the  medicines 
recommended  or  used  are  purchasable  without  a 
physician's  prescription. 

2.  That  the  definition  of  osteopathy  as  "the  science 
of  healing  without  the  use  of  drugs  as  taught  in 
the  schools  of  osteopathy"  does  not  broaden  the 
meaning  of  osteopathy  as  heretofore  known  and 
defined  and  does  not  authorize  an  osteopath  to 
use  drugs. 

Pj.    That   it  was   immaterial  that   the   defendant   is- 
sued no  written  prescriptions  where  it  appeared 
that  he   orally   recommended,   suggested,   or   or- 
dei'ed  drugs  for  the  use  of  his  patients. 
Had   the   decision   of   the   Supreme   Court   been   in 
favor  of  the  defendant  upon  his  several  contentions, 
the  present  restriction  on  the  practice  of  osteopathy 
under  the  North  Carolina  statutes  would  have  beeii 
nullified.  The  defendant  attacked  the  present  statute 
l)roadly   and   in   all   of  its   aspects   and   had   he   suc- 
ceeded, the  practice  of  osteopathy  would  have  been 
redefined   by  court  decision  as  a  science  of  heal'ng 
as  tauf^'ht  in  any  of  the  schools  of  osteooathv  recog^ 
nized  by  the  State  Osteopathic  Board,  with  or  with- 
out  the   use   of   drugs,   which    right   the    osteopaths 
have  sought  from  the  Legislature  over  a  period  of 
years.  The  opinion  covered  ten  important  Questions 
and    resulted   in   clarification    of   the   statute    in    ac- 
cordance with  every  contention  of  the  state. 

Hearings 

On  May  4,  1948,  a  preliminary  hearing  was  held 
by  the  State  Board  of  Medical  Examiners  in  the 
case  of  Dr.  N..  who  was  indicted  in  the  Federal 
Court  for  violation  of  the  Federal  Narcotic  Law, 
the  chprge  being  that  he  sold  narcotic  drugs  not  in 
the  course  of  his  professional  practice.  He  was  con- 
victed .'ind  judgment  was  as  follows:  Seven  months 
suspended  and  placed  on  probation,  on  good  behavior 
for  three  years;  fined  .$500.00  to  be  paid  within  six 
months;  narcotic  license  to  be  revoked. 

Probable  cause  was  found  by  the  State  Board  of 
Medical  Examiners  and  a  formal  hearing-  was  di- 
rected. On  .June  23,  1948,  the  State  Board  of  Medical 
Examiners  held  a  regular  court  tvpe  of  hearino-  in 
the  case  of  Dr.  N.  After  a  complete  hearing-  of  all 
ot  the  evidence,  including  that  of  several  witn«>ssps 
the  board  determined  that  Dr.  N.  has  been  guilty 
of  unprofessional  and  dishonorable  conduct  and 
re-,olved  "that  the  medical  license  of  Dr.  N  be  re- 
voked for  a  period  of  three  years,  the  last  two  vears 
ot  sucjli  revocation  being  suspended  upon  condition 
tliat  the  respondent  be  and  remain  of  good  behavior 
^v\  HOC  violate  any  of  the  provisions  of  the  Medical 
Iractiee  Act,  Federal  Narcotic  Act,  or  of  any  pro- 
visions of  the  State  or  Federal  criminal  law. 

'It  IS,  therefore  pursuant  to  the  foregoing  action 
and  resolution   of  the   Board  of   Medical    Examiners 


of  the  State  of  North  Carolina,  ordered  and  decreed 
that  the  medical  license  of  Dr.  N.  be  revoked  and 
suspended  upon  condition  that  he  be  and  remain  of 
good  behavior  and  shall  not  violate  any  provisions 
of  State  or  Federal  criminal  law,  and  that  the  said 
Dr.  N.  be  and  he  is  hereby  directed  to  surrender  his 
medical  license  issued  by  this  board  to  the  secretary 
of  the  board  to  be  held  by  the  secretary  of  the  board 
in  accordance  with  this  order." 

On  June  22,  1948,  Dr.  Y.  appeared  before  the 
Board  of  Medical  Examiners  with  the  request  that 
his  medical  license  be  restored  on  the  grounds  that 
he  had  not  used  narcotic  drugs  for  nine  months.  One 
member  of  the  board  living-  in  the  vicinity  of  Dr.  Y. 
reported  that  he  had  made  investigation  and  was 
convinced  that  he  had  been  free  of  diugs  since 
August,  1947.  Letters  from  prominent  citizens  of 
his  community,  together  with  one  from  a  United 
States  Probation  Officer,  stated  that  he  had  made 
every  effort  to  rehabilitate  himself.  The  medical 
license  of  Dr.  Y.  was  restored  on  condition  that  he 
retrain  from  the  use  of  drugs  for  a  period  of  two 
years  and  that  his  license  be  automatically  revoked 
if  at  any  time  he  used  drugs;  also  provided  that  he 
reiiort  to  the  member  of  the  board  living-  in  his 
vicinity,  and  if  at  any  time  he  failed  to  report  that 
would  constitute  a  violation  of  this  order. 

The  Board  of  Medical  Examiners  both  respects 
and  appreciates  the  opinion  of  the  Rehabilitation 
Committee  concerning  discipline  of  violators  of  the 
Federal  Narcotics  Act.  In  the  case  of  Dr.  Y.,  how- 
ever, additional  information  justified  the  board  in 
taking  a  position  somewhat  contrary  to  that  of  the 
Rehabilitation  Committee. 

Dr.  H.  appeared  before  the  Board  of  Medical  Ex- 
aminers July  22,  1948,  and  requested  that  his  medi- 
cal license  be  restored,  which  license  had  been  re- 
voked on  June  20,  1945.  After  paying  his  legal  debt 
to  society.  Dr.  H.  had  served  as  an  intern  at  the 
Eastern  North  Carolina  Sanatorium  for  a  period  of 
one  year.  The  director  of  this  institution  appeared 
before  the  board  and  stated  that  Dr.  H.  had  served 
well  and  with  dignity.  Whereupon,  the  board  rein- 
stated his  license. 

Two  physicians.  Dr.  S.  and  Dr.  C,  were  requested 
to  appear  before  the  Board  of  Medical  Examiners 
with  reference  to  narcotic  addiction,  and  after 
weighing  the  evidence,  they  were  both  placed  on 
probation. 

Young  physicians  practicing   without  license 

It  has  come  to  the  attention  of  the  Board  of  Med- 
ical Examiners  on  many  occasions  that  young  physi- 
cians, while  awaiting  medical  licensure,  were  prac- 
ticing medicine  with  older,  established  physicians, 
said  younger  physicians  having  been  advised  that 
this  was  legal.  The  Medical  Practice  Act  requires 
that  all  physicians  practicing  medicine  in  North 
Carolina  must  have  a  license.  The  Board  of  Medical 
Examiners  meets  at  frequent  intervals  to  expedite 
licensure  in  order  to  assist  physicians,  as  well  as  the 
citizens  of  the  state.  Therefore,  it  is  not  the  policy 
of  the  board  to  issue  any  temporary  license.  Your 
Board  of  Medical  Examiners  asks  the  cooperation 
of  all  the  members  of  the  medical  profession  in  up- 
holding the  Medical  Practice  Act. 

Summary 

To  ."-ummarize,  the  board  has  assembled  five  times 
in  the  past  twelve  months  in  order  to  expedite  li- 
censure of  physicians  and  to  conduct  other  business. 
.411  members  have  attended  all  meetings,  with  the 
exception  of  one  absentee  due  to  illness. 

Total  number  applicants  granted  licence 270 

By    reciprocity    __ _ 157 

By  written  examination  113 


August,  1949 


HOUSE  OF  DELEGATES 


441 


X  umber  who  took  Part  I 

of  the  written  examination 67 

Written  examination  failures  0 

Aiiplicants  who  have  been  refused  license 
for  failure  to  meet  the  requirements  of  the 
board   (graduates  of  foreign  medical  schools).-     2 
Number  of  physicians  allowed  to  practice  in 
state   institutions   under   the   resolution 
passed  by  the  Board  of  Medical  Examiners 

in   January,   1948   6 

Foreign  graduates   4 

Grade  B  graduates,  natives  of  North  Carolina.      2 
Physician    (foreign   graduate)    working 
under  this  resolution  who  has  moved 

his  residence  to  another  state 1 

Hearings: 6 

Convicted  felony  Federal  Court  2  (same  case) 

Narcotic   addiction  2 

Narcotic  addiction — restoration  license   1 

Convicted  felony  Superior  Court — 

restoration  license   .-. 1 

Placed  on  probation  '. 3 

License   revoked:    2 

License  restored: 2 

In  conclusion,  the  board  feels  that  medical  licen- 
sure in  North  Carolina  is  conducted  on  regulations 
based  on  stable  policies;  that  licenses  are  issued  in 
a  regular  manner,   at  frequent  intervals,   and   with 
complete    fairness    to    each    applicant.     Physicians 
throughout  the  state  are  more  familiar  with  the  Med- 
ical Practice  Act  and  show  a  healthy  spirit  of  cooper- 
ation with  the  State  Board  of  Med"ical  Examiners. 
THOMAS   LESLIE   LEE,   M.D. 
President 
IVAN   PROCTER,    M.D. 
Secretary-Treasurer 

Report    of    the    North    Carolina    Board    of 
Nurse  Examiners 

.  Sines  January  1,  1949,  6623  professional  nurses 
have  reregistered  in  the  state.  Reregistering  of  the 
professional  nurses  in  North  Carolina  has  been  most 
helpful  to  the  nursing  profession.  It  keeps  up  the 
state  nurses'  registry,  as  to  the  location  of  each  reg- 
istered nurse  and  the  field  of  nursing  in  which  she 
is  engaged. 

The  members  of  The  North  Carolina  Board  of 
Nurse  Examiners  conducted  examinations  on  Oc- 
tober 6  and  7,  1948,  in  Raleigh. 

1.  Applicants  reported  for  examinations. 510 

2.  Applicants  passed   examinations   473 

3.  Number  registered  in  recognition  of 
their  registration  in  other  states  149 

On  April  13-14,  1949,  the  Examiners  conducted  an- 
other examination  in  Winston-Salem. 

1.  Applicants  reported  for  examination 152 

2.  (Number  passed  not  known  yet) 

3.  Number  registered  in  recognition  of 
their  registration  in   other   states, 
April  12,  1949  190 

The  number  of  practical  nurses  licensed  by  waiver 
from  June  1,  1947,  up  to  present  time  as  follows: 

1.  Number  of  practical  nurses  licensed 

at  end  of  1948  1652 

(Of  this  number  481  were  licensed  in 
1947  and  1171  in  1948.) 

2.  Number  of  practical  nurse  applications 
winch  are  in  the  office   and  most  of 
which  will  be  finally  approved  at  the 
next  meeting  of  N.  C.  Board  of  Nurse 
Examiners,  Enlarged,  June  14,  1949 325 

3.  Number   of   practical    nurses   licensed 
by  reciprocity  with  other  states    (2 
Virginia;  2  New  York;   1  Maryland) 5 


(The  waiver  clause  expires  July  1,  1949.  After 
that  date  registration  by  examination  will  be  re- 
quired.) 

LOUTEN  R.  HEDGPETH,  M.D. 

Committee   on   Finance 

The  1949  budget  was  approved  by  the  House  of 
Delegates  on  May  3,  1948.  Since  then  only  one 
change  has  been  made  in  it.  The  expense  of  the 
executive  office  was  estimated  at  $3,000.00.  This 
estimate  will  have  to  be  raised  by  $283.44.  It,  there- 
fore, seems  that  the  only  thing  to  be  brought  to  the 
attention  of  the  Executive  Committee  (and  the  House 
of  Delegates)  relative  to  the  1949  budget  is  to  ap- 
prove this  increase  of  $283.44  as  already  set  forth. 
V.  M.  HICKS,  M.D. 
Chairman 

...  A  motion  to  accept  the  report  was  seconded 
and  carried. 

The  following  reports  were  read  liy  title,  and  each 
was  accepted: 

Committee  to  Work  with  the  North  Carolina  Indus- 
trial Commission  to  Evolve  a  Satisfactory  Pl^n  for 
the  Administration  of  the  Medical  Provisions  of 
the  Workmen's  Compensation  Act 

Acting  upon  the  instructions  of  the  Executive 
Committee,  this  committee  was  instrvnnental  in  tak- 
ing to  the  Supreme  Court  of  North  Carolina  two 
cases  involving  the  constitutionality  of  the  Work- 
men's Compensation  Act  as  applied  to  physicians. 
As  had  been  rather  anticipated,  the  Supreme  Court 
reversed  the  Superior  Court  and  held  that  the  In- 
dustrial Commission  does  have  the  authority  to  set 
medical  fees,  but  it,  to  a  considerable  degree,  evaded 
the  question  of  constitutionality. 

There  were  two  subsequent  developments: 

(1)  The  chairman  of  the  Industrial  Commission 
requested  President  Robertson  to  appoint  a  com- 
mittee to  discuss  the  matter  of  increases  in  fees. 
That  committee  will  present  its  own  report. 

(2)  The  Legislative  Committee  undertook  the  task 
of  securing  some  badly  needed  amendments  to  the 
Workmen's  Compensation  Act.  As  this  is  written, 
the  Legislature  is  in  session  and  the  amendments 
have  not  come  up  for  consideration. 

G.   W.    MURPHY,    M.D.. 
Chairman 

Committee  on  Hospitals 

It  is  impossible  to  overemphasize  in  the  delibera- 
tions of  our  House  of  Delegates  the  importance  of 
the  relationship  between  physicians  and  hospitals. 
It  is  th-e  cordial  relationship  between  the  medical 
staff,  administrator,  executive  board,  and  nursing 
staff  that  is  all  important.  We  of  this  committee 
believe  it  can  best  be  accomplished  through  the 
efforts  cf  the  above  named  groups  in  each  individual 
hospital.  Our  thought  is  that  most  progress  can  be 
made  by  monthly  joint  meetings  of  genuinely  in- 
terested staff  and  board  executive  committees.  In 
hospital  association  circles  the  trustees  and  admin- 
istrators are  circularized  and  informed  by  numerous 
pamphlets  and  hospital  journals.  Hospital  staffs, 
as  such,  get  no  direction  from  the  State  Medical  So- 
ciety or  the  A.M.A.  This  points  to  the  great  impor- 
tance of  well  organized,  actively  functioning  medical 
staffs.  Doctors  in  every  community  and  on  every 
medical  staff  must  work  together.  It  is  also  of  im- 
portance that  our  state  medical  society  serve  as  a 
center  of  coordination  and  exchange  of  ideas  as  to 
the  activities  of  medical  staffs  of  hospitals,  and  as 
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to  the  staff-aflministratoi'-board  relationship  in  hos- 
pitals throug-hout  the  state. 

There  has  been  no  further  study  I'egarding  the 
extent  that  hospitals  are  engaging  in  the  practice  of 
medicine  in  North  Carolina.  We  know  that  some 
hospitals  are  employing  doctors  in  various  special- 
ties on  salaries  oi'  commissions,  and  are  collecting 
fees  for  these  doctors'  services.  We  know  of  the 
competition  between  private  diagnostic  clinics  in 
teaching  hospitals  and  their  fellows  on  the  outside 
whom  they  have  helped  to  train.  Thus  when  we  seek 
to  impi'ove  medical  practice  by  our  present  methods 
of  medical  education,  we  unwantingly  create  prob- 
lems in  medical  economics  for  which  we  must  find 
solutions.  And  we  cannot  wait  for  some  super 
authority  at  a  so-called  higher  level  to  do  this  for 
us  on  paper.  The  problems  are  here  at  home;  it  is 
hei'e  that  we  must  solve  them.  The  relationship  be- 
tween the  corporate  practice  of  me<licine  by  hospitals 
and  medical  schools  and  private  practice  must  be 
determined  for  the  good  of  the  public  and  the  pi'O- 
fession. 

The  cost  of  construction  is  not  qviite  as  high  as  it 
was  a  year  ago.  The  cost  of  operation  of  hospitals 
is  about  the  same.  As  unemployment  increases,  and 
money  is  not  as  plentiful,  hospital  and  medical  costs 
l)ecome  more  impressive.  As  payments  aie  asked  in 
advance,  more  patients  are  perplexed  by  these  costs. 
The  holder  of  a  Blue  Cross-Blue  Shield  certificate 
approaches  the  situation  with  justifiable  confidence. 
As  doctors  and  hospitals,  it  is  clearly  our  duty  to 
keep  costs  down  and  spread  prepayment  by  insur- 
ance. 

We  in  North  Carolina  are  getting  off  to  a  slow 
start  in  establishing  training  schools  for  licensed 
practical  nurses.  Rlany  nurses,  and  doctors  as  well, 
do  not  undei'stand  that  a  girl  taking  this  type  of 
training  will  not  take  the  place  of  the  registered 
graduate  nurse.  On  the  othei'  hand,  the  professional 
graduate  will  be  free  to  give  treatment  and  super- 
vision for  which  she  is  trained  beyond  the  duties 
given  the  practical  nurse.  Three  schools  for  prac- 
tical nurse  training  are  in  operation:  one  at  Ala- 
mance General  Hospital,  Burlington,  for  white  girls; 
one  at  Duke  Hospital  for  Negro  girls;  and  one  at 
Hugh  Ciiatham  Memorial  Hospital,  Elkin.  A  booklet, 
"Minimum  Requirements  and  Curriculum  for  the 
Training  Program  in  Practical  Nursing  in  the  State 
of  North  Carolina,"  is  available  through  the  North 
Carolina  Board  of  Nurse  Examiners,  419  Commer- 
cial Building,  Raleigh,  N.  C.  With  the  present  eco- 
nomic situation,  it  is  not  as  difficult  to  recruit  stu- 
dent nurses  as  it  was  a  year  ago. 

The  ccst  of  nurse  education  still  very  largely  falls 
upon  the  patient.  IMuch  that  is  taught  in  our  train- 
ing schools  could  be  and  should  be  taught  in  high 
schools  and  colleges.  It  is  our  conviction  that  as 
much  as  possible  of  the  nurse's  education  should  be 
taught  in  the  regular  school  system,  reserving  in- 
struction in  nursing  arts  and  clinical  teaching  for 
the  hospitals;  also,  that  the  expense  of  nursing  edu- 
cation should  be  borne  by  the  general  education  sys- 
tem and  partly  by  the  students  themselves  with  a 
liberal  provision  for  scholarships.  Under  the  depart- 
ment of  vocational  training  state  assistance  is  now 
given  to  hospitals  training  practical  nurses. 

Progress  has  been  made  toward  more  mutual  in- 
terest between  the  North  Carolina  Hospital  .Asso- 
ciation and  the  State  Medical  Society.  As  has  been 
pointed  out  previously  by  this  committee,  very  few 
doctoi-s  attend  hospital  association  meetings.  A  re- 
cent change  in  the  by-laws  of  the  Hospital  Associa- 
tion provides  for  individual  membership  by  any  in- 
terested citizen.  The  fee  is  $3.00  per  year.  Applica- 


tions should  be  made  to  Mr.  Sample  B.  Forbus.  Sec- 
retary-Treasurer, North  Carolina  Hospital  Associa- 
tion, Durham,  N.  C.  Although  such  members  are  not 
privileged  to  vote  or  hold  office,  the  floor  is  open 
to  them  for  discussion,  and  they  enjoy  all  other 
piivi leges.  Of  course,  any  staff  member  can  have 
iiis  hospital  assign  him  as  a  representative  of  the 
hospital;  however,  few  doctors  know  when  or  where 
such  meetings  are  held  unless  they  have  individual 
memberships. 

The  Executive  Committee  of  the  State  Medical 
Society  has  provided  for  the  designation  of  at  least 
one  doctor  from  each  district  to  attend  the  Hospital 
.Association  meetings.  This  is  a  good  beginning  and 
we  hope  it  will  bear  fruit.  Also,  on  invitation  of  the 
State  Medical  Society  Executive  Committee,  a  mem- 
ber of  the  Board  of  Trustees  of  the  Hospital  Asso- 
ciation has  been  elected  to  attend  meetings  of  the 
Medical  Society  Executive  Committee  in  an  ex- 
officio  capacity. 

It  is  of  interest  to  all  of  us  that  both  the  Ameri- 
can Hospital  Association'  and  the  North  Carolina 
Hospital  Association  ai'e  active  in  their  efforts  to 
extend  hospital  care  to  all  the  people  by  voluntary 
means,  and  to  help  educate  physicians,  nurses,  medi- 
cal pei-Eonnel,  and  the  public.  The  progi'am  includes 
research  and  preventive  medicine,  the  extension  of 
voluntary  insui-ance  for  hospital  and  medical  care, 
and  extension  of  rural  health.  The  emphasis  is  on 
the  individual  hospital  and  community,  just  as  with 
us  it  is  upon  the  individual  doctor.  Efforts  of  hos- 
pitals aie  to  remain  free,  to  preseive  American  tra- 
dition and  the  spirit  of  individual  initiative  and 
enterprise. 

HARRY  L.  BROCKMANN,  M.D. 
Chairman 

Committee  on   Industrial   Health 

Our  committee  has  not  lieen  too  active  during  the 
Vf-ar,  and  has  had  no  meetings,  although  the  mem- 
bei's  have  been  kept  informed   of  important  events. 

In  accordance  with  the  plans  projected  in  1947  and 
1948,  committees  on  industrial  health  were  set  up 
in  most  of  the  larger  county  medical  societies.  There 
has,  however,  been  no  great  amount  of  activity  in 
these  groups,  nor  has  there  been  any  request  for 
information  specifically  from  any  county  group. 
Dr.  Henncssy,  of  the  American  Medical  Association, 
prepared  an  article  for  the  January  issue  of  the 
North  Carolina  Medical  Journal  on  "Medical  Rela- 
tions in  Industiy."  The  committee  has  made  ar- 
rangements to  publish  in  July  an  article  on  "Sur- 
gery of  the  Hand." 

We  have  no  fui'ther  recommendations  to  make, 
except  to  puisue  the  objectives  in  our  report  of  1947, 
which  We  feel  have  still  not  been  completed. 

HARRY  WINKLER,  M.D., 
Chairman 

Advisory    Committee   to   the    North    Carolina 
Medical  Care  Commission 

This  committee  has  held  itself  in  readiness  to 
serve  the  Medical  Care  Commission  and  the  Medical 
Society.  The  Society,  however,  is  ably  represented 
liy  members  on  the  Commission;  and  there  has  been 
no  activity  on  the  part  of  this  committee  duiing 
the  year. 

HARRY  L.  BROCKMANN.  M.D. 
Chairman 

.  .  ,  LT])on  request,  the  following  report  was  read 
in  full: 
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Committee   to    Effect    a    Merger    of   the    Hospital 
SnviiiK  Association  and  Hospital  Care  Association 

The  I'lan  submitted  last  year  for  the  merger  of 
the  Hospital  Saving  and  Hospital  Care  Associations 
was  approved  by  this  House  of  Delegates,  by  the 
Hospital  Association,  and  by  the  Hospital  Care  As- 
sociation, but  was  not  approved  by  the  Hospital 
Saving  Association.  As  a  result  it  became  necessary 
to  try  to  work  out  further  plans. 

On  April  23,  under  Dr.  V.  K.  Hart's  instigation 
and  with  Dr.  Paul  Hawley,  chief  executive  officer 
of  Blue  Cross  and  Blue  Shield  Commissions,  present, 
a  group  met  in  Charlotte  and  worked  out  a  plan 
that,  ;t  is  believed,  will  be  accepted  by  both  the 
Hospital  Care  and  the  Hospital  Saving  Associations. 

1.  Th.at  the  governing  board  be  composed  of 
ei.ghteen  members,  six  of  which  shall  be  doctors  of 
medicine,  six  hospital  administrators,  and  six  repre- 
sentatives of  the  public  who  shall  not  be  connected 
with  hospitals  or  the  practice  of  medicine. 

2.  That  the  initial  board  be  composed  of  two  phy- 
sicians, two  hospital  administrators,  and  two  repre- 
sentatives of  the  public  elected  by  each  of  the  pres- 
ent boards  of  the  Hospital  Care  and  Hospital  Saving 
Associations,  together  with  two  doctors  of  medicine 
elected  by  the  State  Medical  Society,  two  hospital 
administrators  elected  by  the  State  Hospital  Asso- 
ciation, and  two  representatives  of  the  public  elected 
by  the  other  board  members  previously  qualified. 

3-  (a)  That  the  respective  boards  of  Hospital 
Care  and  Hospital  Saving  shall  elect  one  physician, 
one  hospital  representative,  and  one  public  repre- 
sentative for  three  years;  and  one  physician,  one 
hospital  ]'epresentative,  and  one  public  representa- 
tive for  four  years. 

(b)  That  the  terms  of  the  members  of  the  gov- 
erning board  initially  elected  by  the  State  Medical 
Society,  the  State  Hospital  Association,  and  the  pub- 
lic representatives  initially  elected  by  the  board 
shall  be  for  two  years. 

(c)  That  after  the  initial  terms  of  office  herein 
specified  shall  have  expired,  succeeding  terms  of 
offices  of  all  members  of  the  board  shall  be  for  three 
years,  and  thereafter  the  Medical  Society  represent- 
atives shall  be  elected  by  the  State  Medical  Society, 
the  hospital  representatives  by  the  State  Hospital 
Association,  and  the  public  representatives  by  the 
other  qualified  members  of  the  board  for  terms  of 
three  years  each.  The  four  representatives  of  the 
^ledical  Society  and  the  four  representatives  of  the 
Hospital  Association  initially  elected  by  Hospital 
Care  and  Hospital  Saving  shall  be  approved  by  the 
respective  Associations  or  the  interim  governing 
bodies. 

Should  a  vacancy  occur  among  the  members  init- 
ially elected  by  the  present  boards  of  Hospital  Care 
and  Hospital  Saving,  the  unexpired  term  shall  be 
filled  by  the  remaining  members  originally  elected 
liy  Hospital  Saving  or  Hospital  Care.  All  other  va- 
cancies occurring  by  death  or  resignation  shall  be 
filled  by  the  appointing  agencies. 

4.  That  no  alteration  in  existing  subscriber  con- 
tracts of  either  plan  be  made  without  the  approval 
of  two  thirds  of  the  governing  board  during  the 
first  year  of  the  merger. 

The  committee  asks  the  approval  of  the  House 
of  Delegates  for  this  proposed  plan  of  merger. 

GEO.  L.  CARRINGTON,  M.D. 
Chairman 

.Dr.  C'arrin.nton:  Within  the  last  week  or  so  we  have 
received  notice  from  the  Hospital  Saving  Associa- 
tion, under  date  of  May  2,  that  they  will  approve 
that   plan   as   the   basis   of   the   merger;    and   under 


date  of  May  5  we  have  rcceiveil  a  letter  from  the 
Hospital  Care  Association  indicating  that  they  ap- 
prove the  plan  in  principle,  but  that  there  are  a 
few  items  which  they  desire  to  discuss  further. 

Dr.  H.  L.  Brockmann  (High  Point):  I  move  that 
the  House  of  Delegates  pass  the  following  resolu- 
tion: 

"BE  IT  RESOLVED  that  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina, in  annual  session  assembled  at  Pinehurst,  N.  C, 
May  9,  1949,  accepts  the  report  of  the  Committee 
to  Effect  a  Merger  of  the  Hospital  Saving  Associa- 
tion and  the  Hospital  Care  Association  and  accepts 
the  plavi  proposed  as  the  basis  for  a  merger  of  Hos- 
pital Saving  Association  of  North  Carolina,  Inc.,  and 
North  Carolina  Hospital  Care  Association,  Inc.,  as 
outlined  in  the  report  of  the  Committee  on  Merger, 
which  plan  contains   the  following  provisions: 

(1)  That  any  differences  between  the  two  Asso- 
ciations which  can  not  be  resolved  by  the  Boards  of 
Directors  of  the  said  Associations  shall  be  submitted 
to  arbitration. 

(2)  That  the  two  Associations  agree  to  be  bound 
by  the  decision  of  the  arbitrators. 

(3)  That  there  shall  be  three  arbitrators,  one  to 
be  appointed  by  Hospital  Saving  Association  of 
North  Carolina,  Inc.;  one  to  be  appointed  by  North 
Carolina  Hospital  Care  Association,  Inc.;  and  the 
other  either  to  be  chosen  by  these  two  or,  if  they 
can  no;;  agree  upon  the  third,  to  be  appointed  by 
Dr.  Paul  Hawley,  executive  head  of  National  Blue 
Cross  and  Blue  Shield." 

.  .  .  This  motion  was  seconded  and  carried. 
The  following  reports  were  read  by  title  and  ac- 
cepted: 

Committee  on  Mental  Hygiene 

The  Mental  Hygiene  and  Doctors'  Rehabilitation 
Committee  has  been  very  active  during  the  past 
year.  We  have  had  four  meetings. 

Last  year  the  Executive  Committee  appropriated 
$500  for  the  rehabilitation  program  at  the  request 
of  this  committee.  A  subcommittee  has  been  named 
to  which  those  unfortunate  doctors  who  are  in  need 
of  financial  help  may  be  referred.  The  chairman  is 
Dr.  Burke  Suitt.  The  other  two  members  are  Dr. 
Lloyd  Thompson  and  Dr.  Charman  Carroll.  This 
committee  has  asked  that  the  State  Society  appro- 
priate $500  each  year  until  $5,000  has  been  accum- 
lated  for  this  purpose.  The  number  of  unfortunate 
doctors  now  in  our  files  is  16. 

The  president  of  each  county  medical  society  has 
received  a  letter  from  this  committee,  asking  that 
the  Councilors  and  the  Board  of  Censors  of  each 
county  act  as  a  local  committee  to  report  any  exist- 
ing conditions  in  which  they  feel  ti:at  the  State  I\Ien- 
tal  Hygiene  Committee  might  be  of  help.  This  in- 
formation is  to  be  held  in  strict  confidence. 

It  is  recommended  by  this  committee  that,  before 
a  license  is  restored,  the  doctor  go  before  a  Cuuncil 
of  three  psychiatrists  appointed  either  by  the  Medi- 
cal Society  or  the  chairman  of  the  Mental  Hygiene 
Committee.  It  has  been  a  pleasure  for  us  to  work 
in  close  cooperation  with  the  State  Board  of  Medical 
Examiners,  and  we  are  gratified  that  our  relations 
have  been  most  cordial. 

The  committee  votes  unanimously  to  ask  the  In- 
suiance  Committee  of  the  State  Medical  Society  to 
continue  their  work  with  the  Blue  Cross  Insurance 
agencies  and  all  private  agencies,  so  that  equal 
hospitalization  benefits  may  be  granted  to  psychi- 
atric patients  as  to  patients  with  any  other  illness, 
whether  they  be  in  a  state,  private  psychiatric,  or 
general  hospital. 
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At  our  request,  the  State  Medical  Society  is  on 
record  as  supporting  the  allottment  by  the  North 
Carolina  Medical  Care  Commission  of  two  psychi- 
atric beds  in  general  hospitals  built  through  the  use 
of  Hill-Burton  funds.  A  survey  shows  that  there  are 
psychiatric  patients  being  held  in  the  jail  of  every 
large  city  awaiting  admission  to  a  general,  state, 
or  private  hospital.  This  committee  asked  that  the 
House  of  Delegates,  through  the  Legislative  Com- 
mittee, sponsor  a  bill  at  the  next  Legislature  re- 
quiring that  two  of  every  fifty  beds  built  by  state 
and  federal  funds  be  adapted  to  the  care  of  psychi- 
atric patients. 

The  Mental  Hygiene  Committee  asked  that  the 
Legislative  Committee  be  instructed  to  communicate 
to  the  Legislature  the  committee's  urgent  reconi- 
mondation  that  the  salaries  available  for  psychia- 
trists and  ajlied  personnel  for  institutions,  out- 
patient clinics,  traveling  clinics  for  rural  areas,  and 
education  and  treatment  of  those  in  need  of  special 
education  within  the  public  schools,  as  well  as  those 
employed  by  the  State  Mental  Health  authorities  or 
the  State  Hospitals  Board  of  Control,  be  increased 
to  compare  favorably  with  corresponding  positions 
in  other  progressive  states.  This  discrepancy  appears 
directly  accountable  for  failure  to  attract  or  to  re- 
tain within  the  state  an  adequate  number  of  such 
personnel. 

The  above  request  is  made  in  consideration  of  a 
great  number  of  recoverable  mild  neuropsychiatric 
patients  among  the  World  War  H  Veterans.  Psy- 
chiatric service  to  this  group  is  hindered  by  the 
widely  scattered  points  of  residence  and  the  time 
and  distance  factors  required  for  these  patients  to 
travel  to  points  where  there  are  a  small  number  of 
available  psychiatrists  capable  of  treating  such  dis- 
orders. It  is  a  recognized  fact  that  many  of  these 
cases  are  not  recognized  as  service  connected  dis- 
abilities by  the  Veterans  Administration,  and  these 
traveling  clinics  would  serve  this  uncovered  field. 

This  committee  has  been  instrumental  and  active 
in  forming  a  National  Organization  of  State  Mental 
Hygiene  Committees  of  State  Medical  Societies.  This 
association  is  to  have  its  first  meeting  in  Montreal 
the  latter  part  of  JMay.  The  president  of  the  Medical 
Society  of  the  State  of  North  Carolina  is  asked  to 
authorize  the  chairman  of  this  committee  to  accept 
the  invitation  and  to  attend  the  meeting,  since  he 
has  been  asked  to  participate  in  the  round  table 
discussion.  A  report  was  given  to  this  committee  by 
Dr.  Burke  Suitt,  who  attended  the  International 
Mental  Health  Council  in  London  as  a  representative 
of  this  committee.  He  has  asked  the  Committee  to 
take  special  cognizance  of  the  mental  hygienic  and 
medical  aspects  of  defense  against  atomic  energy, 
and  asked  that  Dr.  Dale  Cameron  be  invited  to  give 
a  paper  on  this  subject. 

ALLYN  B.  CHOATE,  M.D., 
F.A.C.P.,  Chairman 

Committee  on  Postgraduate  Medical  Study 

Since  the  last  meeting  of  the  Society  many  oppor- 
tunities for  postgraduate  instruction  have  been 
available  for  the  profession  of  the  state  at  the  teach- 
ing centers  and  in  many  towns  throughout  North 
Carolina.  These  have  been  offered  in  the  form  of 
(1)  seminars,  (2)  symposiums  of  one  to  three  days, 
(3)  clinics,  ward  rounds,  conferences,  and  lectures 
at  the  teaching  institutions,  and  (4)  medical  exten- 
sion lectures  and  clinics  at  various  centers. 

Specifically,  these  include  the  Southern  Pediatric 
Seminar  at  Saluda,  the  splendid  symposia  arranged 
and  sponsored  by  (a)  the  New  Hanover  County  So- 
ciety at  Wilmington  in  August,  (b)  the  Matheson 
Foundation    at    Charlotte,    (c)    Duke    Hospital,    (d) 


Watts  Hospital,  (e)  the  Greensboro  Academy  of 
Medicine,  and  (f)  the  North  Carolina  Academy  of 
General  Practice  at  Charlotte.  At  the  Duke  and 
Bowman  Gray  Schools  of  Medicine  there  are  weekly 
clinics,  ward  rounds,  and  clinicopathological  con- 
ferences to  which  all  practicing  physicians  have  a 
cordial  invitation. 

Seven  extension  courses  sponsored  by  the  Uni- 
versity of  North  Carolina  have  been  held  at  Salis- 
bury and  Shelby  in  the  fall;  Goldsboro  and  Wilming- 
ton in  the  winter;  and  North  Wilkesboro,  Salisbury, 
and  Raleigh  in  the  spring. 

The  reports  on  the  attendance  at  these  various 
graduate  activities  indicate  that  there  were  more 
than  2100  North  Carolina  registrations,  not  including 
interns,  residents,  nurses,  and  other  interested 
groups.  While  this  seems  a  large  number  in  the  ag- 
gregate, it  must  be  remembered  that  many,  perhaps 
a  majority,  of  these  doctors  attended  at  least  three 
to  five  of  these  meetings,  and  therefore  it  is  likely 
that  less  than  half  of  the  total  number  of  practicing 
physic'ans  in  the  state  attended  any  of  these  locally 
sponsored  postgraduate  programs. 

Greao  credit  is  due  the  program  committees  of 
all  these  symposia  and  courses  for  selecting  excel- 
lent speakers  with  timely  subjects.  It  is  regrettable 
and  indeed  somewhat  discouraging  that  more  doc- 
tors did  not  take  advantage  of  the  fine  opportunities 
available.  For  example,  the  splendid  programs  ar- 
ranged by  the  North  Carolina  Academy  of  General 
Practice  and  the  staff  of  the  Duke  Medical  School 
were  poorly  attended  by  the  doctors  in  the  fields  of 
medicine  most  in  need  of  refresher  work. 

At  this  time,  when  the  medical  profession  is  con- 
stantly under  fire  from  many  quarters,  it  behooves 
all  of  us  to  serve  to  the  best  of  our  ability  in  the 
fine  traditions  of  an  honored  profession  and  to 
strive  constantly  to  improve  that  service.  We  can  all 
profit — whether  we  be  specialists  in  a  limited  field 
or  in  family  practice — by  the  professional  stimula- 
tion now  available  at  the  postgraduate  meetings  and 
courses  in  North  Carolina.  Your  committee  sincerely 
hopes  that  in  the  years  ahead  the  many  fine  meet- 
ings designed  for  the  professional  advancement  of 
the  members  of  this  Society  will,  have  the  support 
and  backing  of  the  doctors  of  North  Carolina,  which 
the  excellence  of  these  programs  so  richly  deserves. 
W.  R.  BERRYHILL,  M.D., 
Chairman 

.  .  .  Upon  request,  ihe  following  report,  which  had 
been  considered  and  accepted  by  the  Executive  Com- 
mittee, was  read  to  the  House  of  Delegates: 

Committee   on   Public   Relations 

Following  the  policy  of  the  past  two  years,  there 
has  been  a  continued  attempt  towards  the  organiza- 
tion of  public  relations  committees  in  each  county 
medical  society  in  the  state.  This  at  the  present 
time  has  been  accomplished  in  sixty  out  of  the 
seventy-three  county  societies.  Attempts  were  also 
made  to  establish  speakers'  bureaus  in  the  indi- 
vidual county  societies.  This,  to  date,  has  not  met 
with  very  good  response.  Since  February,  1949,  the 
state  committee  has  attempted  to  furnish  chairmen 
of  the  individual  county  public  relations  committees 
with  periodic  letters  and  information  which  they 
might  use  in  their  work. 

The  annual  high  school  essay  contest  which  was 
begun  in  1948  is  again  in  progress  at  the  present 
time.  As  last  year,  the  ■\\'inner  of  this  contest  will 
receive  $600. Oo"  tuition  to  any  college  or  university 
of  his  choice  which  meets  the  standards  of  the 
Southern  Association  of  Colleges  and  Secondary 
Schools.  The  title  for  this  year  is  a  choice  of  the 
following  two: 
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(1)  "I     Am     in     Favor     of     Socialized     Medicine 
Because" 

(2)  "I  Am   Not   in  Favor   of   Socialized   Medicine 
Because" 

Our  monthly  "Public  Relations"  column  which 
was  published  in  the  North  Carolina  Medical  Journal 
was  stopped  the  first  of  1949  because  of  the  new 
editorial  policy  of  not  having  special  sections  de- 
voted to  a  single  committee  or  organization.  The 
Public  Relations  Committee  has  been  invited  to  use 
the  section  on  "Committees  and  Organizations"  in 
the  May  and  December  issues. 

Many  talks  have  been  given  throughout  the  state 
by  the  chairman  and  members  of  the  Public  Rela- 
tions Committee  (including  the  executive  secretary 
of  the  State  Society)  on  questions  pertaining  to 
public  relations   and   compulsory  health   insurance. 

A  Public  Relations  Conference  similar  to  the  one 
held  in  March,  1948,  is  to  be  held  on  Sunday,  April 
24,  1949.  This  Public  Relations  Conference  will  be 
attended  by  public  I'elations  committees  of  the 
county  societies,  the  presidents  and  secretaries  of 
the  county  societies,  the  public  relations  councilors 
of  the  ten  medical  districts,  the  State  Public  Rela- 
tions Committee,  officers  of  the  State  Medical  So- 
ciety, and  invited  guests.  The  primary  purpose  of 
this  Conference  will  be  to  formulate  definite  plans 
for  the  establishment  of  an  adequate  public  relations 
program  for  the  State  Medical  Society,  and  to  decide 
on  an  adequate  means  of  financing  such  a  program. 

The  recommendations  from  this  Coirference  will  be 
presented  to  the  Executive  Committee  at  its  meet- 
ing in  May.  If  approved  by  the  Executive  Committee, 
these  recommendations  will  be  presented  to  the 
House  of  Delegates  for  ratification. 

DONALD  B.  KOONCE,  M.D., 
Chairman 

Proposals    and   Recommendations   for    a    Public 

Itelatians  Program  for  the  Medical  Society 

of  North  Carolina 

At  a  call  meeting  of  the  House  of  Delegates  of 
the  North  Carolina  Medical  Society  on  January  30, 
1949,  it  was  moved  and  passed  that  the  Executive 
Committee  have  drawn  up  a  plan  for  an  adequate 
public  relations  program  for  the  Medical  Society  of 
the  State  of  North  Carolina,  including  a  full  time 
public  relations  secretary,  and  that  a  plan  for  the 
financing  of  such  a  program  be  also  drawn  up.  The 
motion  included  that  these  plans  were  to  be  pre- 
sented to  the  House  of  Delegates  at  their  regular 
meeting  in  May  of  1949.  The  president  of  the  So- 
ciety instructed  the  chairman  of  the  Public  Relations 
Committee  to  draw  up  plans  for  such  a  program. 
At  the  second  annual  conference  of  the  Public  Rela- 
tions Council  of  the  Medical  Society  of  North  Caro- 
lina, held  in  Raleigh  on  April  24,  1949,  the  following 
recommendations  for  the  establishment  of  a  public 
relations  program  were  drawn  up  and  unanimously 
approved  by  the  Council.  (The  Council  consists  of 
the  presidents  and  secretaries  of  the  county  so- 
cieties, the  public  relations  committees  of  the  county 
societies,  the  ten  public  relations  councilors,  and  the 
Public  Relations  Committee  of  the  State  Society.) 
These  recommendations  are  to  be  presented  to  the 
Executive  Committee  for  presentation  to  the  House 
of  Delegates. 

1.    It  is  recommended  that  the  present  public  rela- 
tions organization  within  the  Medical  Society  of 
North    Carolina    be    maintained,    improved,  "and 
enlarged  upon  as  needed.   Specifically: 
(a)   A  State  Public  Relations  Committee  of  three 
to  be  appointed  by  the  president  of  the  State 
Medical  Society  for  a  period  of  not  less  than 
three  years,  staggered. 


(b)  Public  relations  committees  in  each  county 
medical  society,  to  be  appointed  by  the  presi- 
dent of  the  county  society  for  a  period  of  not 
less  than  three  years,  staggered.  The  num- 
ber composing  the  committee  should  be  op- 
tional for  each  county. 

(c)  Speakers'  bureaus  in  each  county  medical 
society  to  be  selected  by  the  president  of  the 
county  society  and  the  public  relations  com- 
mittee of  the  county  society. 

(d)  A  public  relations  councilor  in  each  of  the 
ten  medical  districts  in  the  state,  to  be  ap- 
pointed by  the  state  Public  Relations  Com- 
mittee with  the  approval  of  the  president  of 
the  State  Society  and  the  district  councilor. 

(e)  The  state  wide  Speakers'  Bureau  to  be  se- 
lected by  the  state  Public  Relations  Com- 
mittee with  the  approval  of  the  state  presi- 
dent. 

2.  It  is  recommended  that  a  full  time  and  adequate- 
ly framed  public  relations  secretary  be  employed 
by  the  State  Medical  Society. 

(a)  The  selection  of  such  a  public  relations  sec- 
retary to  be  made  by  a  special  committee 
appomted  by  the  president  of  the  State  So- 
ciety, and  which  shall  include  himself  and 
the  chairman  of  the  Public  Relations  Com- 
mittee; such  selection  to  be  referred  to  the 
Executive  Committee  for  approval. 

(b)  Such  a  secretary  to  be  employed  at  an  an- 
nual salary  subject  to  the  approval  of  the 
Executive  Committee. 

(c)  This  secretary  shall  work  under  the  direct 
supervision  of  the  president  of  the  State 
Medical  Society  and  the  chairman  of  the 
Public  Relations  Committee,  and  shall  be 
responsible  to  the  Executive  Committee  and 
the  House  of  Delegates.  The  duties  of  such 
a  secretary  shall  be  to  organize,  coordinate, 
and  execute  an  adequate  public  relations 
program  for  the  North  Carolina  Medical  So- 
ciety as  authorized  by  the  above  mentioned 
officers  and  legislative  bodies. 

(d)  The  public  relations  secretary  shall  employ 
a  secretary  or  stenographer  for  an  annual 
salary  subject  to  the  approval  of  the  presi- 
dent of  the  State  Society,  the  chairman  of 
the  Public  Relations  Committee,  and  the  Ex- 
ecutive Committee. 

(e)  The  public  relations  secretary  shall  rent  ade- 
quate office  space  in  Raleigh,  subject  to  the 
approval  of  the  president  of  the  State  So- 
ciety, the  chairman  of  the  Public  Relations 
Committee,  and  the  Executive  Committee. 

(f)  The  public  relations  secretary  shall  purchase 
office  furniture.  type\vriters,  and  other  fix- 
tures and  supplies  necessary  for  his  office 
subject  to  the  approval  of  the  president  of 
the  State  Society,  the  chairman  of  the  Pub- 
lic Relations  Committee,  and  the  Executive 
Committee. 

(g)  The  public  relations  secretary  shall  during 
each  year  spend  such  monies  budgeted  for 
such  purposes  for  the  execution  of  an  ade- 
quate public  relations  program  subject  to  the 
approval  of  the  president  of  the  State  So- 
ciety, the  chairman  of  the  Public  Relations 
Committee,  and  the  Executive  Committee. 

3.  It  is  recommended  that  the  financing  of  such  a 
public  relations  program  be  accomplished  in  the 
following  manner: 

(a)  That  as  of  January  1,  1950,  the  annual  dues 
of  the  members  of  the  North  Carolina  Medi- 
cal Society  be  increased  to  $40.00,  and  that 
this  additional  $15.00  be  earmarked  or  bud- 
geted for   the   use   of   the   Public   Relations 
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program.   That  upon   its  collection  this   sum 
of  money   (roughly,  $30,000.00)   be  deposited 
to  the  account  of  the  Public  Relations  Serv- 
ice of  the  N.  C.  Medical  Society.  That  at  the 
end   of   the   fiscal    year   any   portion   of   this 
allocated   sum   which   has   not   been   used   or 
which  has  not  been  definitely  earmarked  for 
use    by    the    Public    Relations     Service,    be 
turned"  back   into   the   general   funds   of   the 
N.  C.  Medical  Society, 
(b)   That  in  order  to   start   immediate   action  on 
such  a  public  relations  program,  as  of  May 
15,  1949,  each  member  of  the  N.  C.  Medical 
Societv  be  assessed  the  sum  of  if.5.00  (a  total 
sum  of  roughly  $10,000.00).  That  the  monies 
received    from   such    an    assessment   be    used 
for  the   immediate   employment   of   a   public 
relations  secretary  and  the  establishment  of 
a  Public  Relations  Office. 
...   A    motion    was    made   to    accept    the    report. 
Secretary  McMillan  then  read  the  following  excerpt 
from  the  minutes  of  the  last  meeting-  of  the  Execu- 
tive Committee: 

"Dr.  G.  Westbrook  Alurph>  :  I  think  we  should 
consider  the  momentous  step  of  employing  a  full- 
time  public  relations  secretary.  Would  the  resolution 
adopting  the  'Proposals  and  Recommendations  for  a 
Public  Relations  Program'  make  it  mandatory  for  a 
new  office  of  public  relations  to  be  set  up?  It  was 
not  made  clear  in  the  previous  action  whether  it 
would  function  through  the  executive  secretary's 
office  .  .   . 

"Mr.  Anderson  (attorney  for  the  Society):  I  don't 
think,  under  the  resolution  to  adopt  the  proposal,  as 
read  yesterday,  that  you  could  retain  a  secretary 
for  public  relations  as  a  part-time  employee. 

"Dr.  Elliott:  I  move  that  the  resolution  adopting 
thi  'Proposals  and  Recommendations  for  a  Public 
Relations  Program'  be  so  worded  as  to  read  that  the 
Committee  could  employ  a  public  relations  firm  as 
an  expert  consultant  for  the  State  Society  and  that 
it  would  be  advisable  to  set  it  up  under  the  executive 
secretaiy. 

"The  motion  was  seconded  liy  Dr.  Shafer  .  .  .  and 
carried." 

.  .  .  There  followed  considerable  discussion  as  to 
whether  a  public  relations  secretaiy  was  necessary, 
whether  he  should  work  under  the  executive  secre- 
tary, and  whether  it  would  be  better  to  hire  a  firm 
of  "publ''^'  I'elations  consultants.  Dr.  Rachel  Davis 
moved  that  the  recommendations  of  Dr.  Koonce's 
committee  be  accepted  without  the  change  proposed 
by  Dr.  Murphy  This  motion  was  seconded  and  car- 
ried. 

Committee   on   Tuberculosis 

The  committee  has   had   one   meeting. 

The  committee  wishes  to  bring  to  attention  two 
matters  of  considerable  importance  in  respect  to  the 
spread  of  tuberculosis.  These  matters  concern  the 
spread  of  the  disease  from  unknown  cases  admitted 
to  the  hospital  to  employees  and  possibly  to  other 
patients. 

There  are  two  acceptalile  ways  of  attacking  this 
problem.  The  fiist  is  by  installing  miniature  x-ray 
apparatus  in  hospitals  and  requiring  an  x-ray  of  the 
chest  upon  admission  of  all  patients — both  in-  and 
out-patients.  Such  a  scheme  has  reduced  the  inci- 
dence of  tuberculosis  among  employees  considerably 
in  hospitals  where  it  has  been  tried.  It  enables  the 
hospitalization  of  the  patient  to  be  done  under  con- 
ditions proper  for  precautions.  It  has  the  added  ad- 
vantage of  revealing  unsuspected  pulmonary  tuber- 
culosis and  of  pointing  attention  to  many  other 
thoracic   diseases   which   need   medical   attention. 

The  second  recommendation  concerns  the  use  ^of 
BCG    vaccination    among    hospital    employees.    BCG 


(bacillus  Calmette-Guerin)  is  a  living  cultu]-e  of  an 
attenuated  bovine  bacillus  isolated  nearly  fifty  years 
ago  and  carried  on  culture  media  since  that  time. 
Extensive  experimentation  has  failed  to  show  any 
danger  from  the  use  of  the  vaccine.  It  is  applied  to 
those  who  are  negative  to  tuberculin,  and  confers  a 
considerable  degree  of  immunity.  Where  it  has  lieen 
used  extensively  among  nurses  and  other  contacts 
and  in  Indian  reservations  and  compounds,  it  has 
borne  excellent  fruit,  for  in  nearly  all  of  these  large 
series  of  observations  only  about  one  seventh  as 
many  cases  of  tuberculosis  developed  in  the  vacci- 
nated as  in  the  unvaccinated  groups. 

It  is  the  recommendation  of  this  committee  that 
the  Medical  Society  take  a  stand  of  approval  on 
these  two  items,  and  recommend  the  adoption  of 
these  two  procedures  to  hospital  administrators 
throughout  the  state. 

HENRY   STUART  WILLIS,   M.D., 
Chairman 

...  A  motion  to  accept  the  report  was  seconded 
and  carried. 

The  following  reports  were  read  by  title  and  ac- 
cepted: 

Committee   on    Crime,    I'sychiatry    and    the    Coroner 

System,    Cooperating   with    the    North    Carolina 

Bar  Association 

Your  Committee  on  Crime  and  I'sychiatry  and  on 
the  Coroner  Sy.stem  begs  to  make  the  following  je- 
port: 

The  scope  of  our  duties  includes  two  entirely  dif- 
ferent subjects,  the  only  thing  in  common  between 
them  being  that  both  deal  with  medicolegal  prob- 
lems. We,  therefore,  present  this  report  in  two  sep- 
arate parts.  We  divided  our  committee  into  two  suli- 
committees — one,  headed  by  Dr.  Greenhill  (a  psy- 
chiatrist), working  upon  crime  and  psychiatry;  the 
other,  headed  by  Dr.  Forbus  (a  pathologist),  work- 
ing on  the  coroner  system. 

The  full  committee  considered  the  reports  of  the 
sulicommittees,  discussed  them  at   some  length,  and 
with  a  few  minor  changes  adopted  them  in  foto. 
Crime  and   Psychiatry 

The  committee  recognizes  that  the  subject  of 
crime  and  psychiatry  as  it  applies  to  criminal  pro- 
cedure iri  the  North  Carolina  courts  is  an  enormous 
one  and  that  the  preliminary  survey  of  the  field  it- 
self must  take  a  considerable  period  of  time.  To  date 
there  has  been  no  formal  consultation  with  the  North 
Carolina  Bar  Association,  but  the  committee  has 
been  in  contact  with  several  authoritative  members 
of  the  legal  profession  for  consultation  purposes. 
The  committee's  report  is  based  upon  a  preliminary 
survey  of  criminal  legal  procedure  in  North  Caro- 
lina, a  study  of  similar  procedure  in  other  states, 
communication  with  recognized  authorities  in  legal 
psychiatry,  and  correspondence  with  the  Committee 
on  Legal  Psychiatry  of  the  American  Psychiatric 
Association,  with  a  liaison  committee  of  the  North 
Carolina  Neuropsychiatric  Association  on  crime  and 
psychiatry,  with  the  Attorney  General  of  North  Car- 
olina, and  with  the  chairman  of  the  Maryland  State 
Commission  to  Study  Legal  Psychiatry.  The  great- 
est assistance  has  come  from  Dr.  John  Bradway  and 
Mr.  David  Kerr  Taylor  of  the  Duke  Legal  Aid  Clinic, 
who  have  supplied  much  significant  data.  This  re- 
port does  not  express  the  opinions  of  either  of  these 
barristei's  or  of  the  Duke   Legal   Aid   Clinic. 

The  essential  problem  in  the  trial,  judgment,  and 
sentencing  of  violators  of  the  criminal  code  in  North 
Carolina  is  the  almost  complete  absence  of  the  con- 
sideration that  persons  who  commit  antisocial  acts 
are  often  psychiatrically  ill,  and  that  there  are  al- 
most no  provisions  in  the  laws  or  in  court  proced- 
ures to  evaluate  and  manage  them  under  the  best 
dictates   of  medical   judgment.   The  common  law  of 
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this  state  is  based  almost  wholly  upon  the  authority 
of  the  opinion  of  the  Justices  in  McNaghten's  ease 
in  England,  1843,  which  is  often  properly  called  "the 
riiiht  and  wrong"  test  of  criminal  responsibility.  As 
applied  in  North  Carolina  it  is  held  that  the  mental 
ilisorder  which  takes  the  criminal  quality  out  of  an 
aci  must  prevent  the  accused  from  knowing  the 
nature  and  quality  of  the  act  he  is  doing.  The  "ir- 
resistible impulse"  test,  which  has  provided  a  nec- 
essary safety  valve  from  the  harsh  pressures  of 
the  McNag'hten  rule,  has  been  expressly  rejected  in 
North  Carolina  as  a  defense.  North  Carolina  Gen- 
eral Statutes  122-84  provide  state  hospital  commit- 
ment for  certain  types  of  crime  associated  with 
mental  disease,  but  into  this  category  fall  only  a 
few  of  the  violations. 

The  problems  in  North  Carolina  concerning  crim- 
inal law  procedure  as  it  approaches  the  field  of 
medicine  can  be  generally  divided  into  three  cate- 
gories: 

(1  )   The  lack  in  this  state  of  proper  expert  exami- 
nations  for   persons   accused   of   crime   before 
trial. 
(2)   The  tests  of  responsibility  for  crime  are  too 
narrow  and   artificial   and  are  not  applied   in 
the  light  of  the  best  modern  psychiatric  and 
other  medical   knowledge,   nor  with   the   best 
expert  methods. 
(?,)    The  jury  is  almost  never  given  the  benefit  of 
competent    and    unbiased    expert   opinion    and 
judgment  on  the  question  of  the  defendant's 
mental  health. 
Concerning-   the   first   point,   it   is   most   beneficial 
and    important    to    the    state    and    to    the    individual 
that  those  who  are  mentally  insecure   shall   not  go 
through   with   the   ordeal    and    process    of   trial    and 
then  have  to  end  up  in  a  mental  institution  anyway. 
Furthermore,    persons    accused   of    crime    may   have 
medical   psychiatric    problems   which    would    obviate 
formal   court  procedure   if  they  were   evaluated  be- 
fore tr:al  and  which,  under  trial,  are  never  evaluated 
as  medical  psychiatric  problems.  The  "Briggs  Law" 
in  the  State  of  Massachusetts  has  since  1921  effec- 
tively managed  this  problem  by  having  persons  ac- 
cused of  capital  offenses  I'eceive  a  mandatory  exam- 
ination by  medical  representatives  of  the  State  De- 
partment of  Mental  Health. 

The  second  major  problem  in  North  Carolina 
springs  from  the  fact  that  the  tests  of  responsi- 
bility are  too  narrow  and  artificial  and  are  not 
applied  in  the  light  of  the  best  psychiatric  knowl- 
edge and  with  the  best  expert  methods.  This  is  a 
problem  which  other  states  are  recognizing.  For  ex- 
ample, in  the  Arizona  Medical  .Journal  of  March, 
1949,  it  was  stated:  "Something  ought  to  be  done 
about  certain  medical-legal  situations;  namely,  court 
testimony  of  psychiatrists  .  .  .  Nothing  shakes  the 
confidence  of  the  public  more  than  to  see  medical 
experts  at  variance  in  court,  and  nothing  provokes 
more  ridicule  than  when  they  are  psychiatrists.  It 
LOOKS  like  an  opinion  sold  for  gold,  and  even  the 
jury  may  consider  itself  better  qualified  .  .  ."  The 
McNag'hten  ruling  followed  in  North  Carolina  does 
not  recognize  that  there  are  disorders  which  are 
characterized  by  deficiency  or  destruction  of  voli- 
tion. Almost  half  of  the  American  jurisdictions  have 
recommended  that  the  test  of  irresistible  impulse  be 
utilized  to  safeguard  the  individual  from  the  Mc- 
Naghten  ruling,  but  North  Carolina  has  rejected 
this.  No  state  can  be  expected  to  give  up  its  con- 
stitutional right  of  trial  by  jury,  but  it  would  seem 
fairer  to  the  individual  on  trial  if  the  jury  did  not 
have  to  pass  upon  whether  or  not  the  responsibility 
for  the  crime  was  based  upon  a  sick  mind  and  body. 
This  should  be  done  by  experts  who  pass  their  op- 
inions on  to  the  jury  outside  of  the  trial  procedure. 
The  third  objection  to  the  existing  situation  is  that 
juries  almost  never  gain  unbiased  opinion  as  to  men- 


tal health  of  the  accused.  Correction  of  the  situation 
would  be  easier  in  this  phase  of  the  problem  than 
in  any  other.  Major  emphasis  should  be  placed  on 
the  use  of  psychiatric  expert  testimony  in  and  out 
of  the  court  room  in  the  following  ways: 

1.  Primarily  the  difficulty  of  having  experts 
testify  as  they  do  now  lies  in  the  bias  and  prejudice, 
honest  as  it  may  be,  of  the  expert  for  the  side  for 
which  he  is  testifying.  The  solution  seems  inevitably 
to  lie  in  the  introduction  of  competent  testimony  by 
txperts  who  are  qualified  and  strictly  impartial. 
A  suggestion  often  made  is  that  the  trial  judge 
should  appoint  experts  to  examine  the  defendant  and 
testify  at  trials,  subject  to  cross-examination  by  both 
sides.  This  is  provided  for  by  statutes  in  the  states 
of  California,  Colorado,  Indiana,  New  York,  Ohio, 
Rhode  Island,  Vermont,  and  Wisconsin.  The  "Briggs 
Law"  in  Massachusetts  has  been  found  to  be  an  even 
more  \s'orkable  solution.  This,  as  a  practical  mat- 
ter, has  done  away  with  the  "battle  of  experts."  It 
should  still  be  possible,  however,  for  either  side  to 
call  on  expert  witnesses  if  they  so  wish,  to  keep 
the  act  constitutional.  It  is  suggested  that  the  mat- 
ter of  regulation  of  counsel  fees  for  private  expert 
witnesses  is  most  important  and  should  tend  to  take 
the  human  element  out  of  testifying. 

2.  The  law  of  this  state  has  no  requirement  that 
a  witness  be  qualified  to  speak  as  an  expert  and 
give  opinion  as  to  sanity  other  than  that  he  must 
be  a  qualified  general  practitioner  or  a  layman  ac- 
quainted with  the  subject.  Correction  of  tliis  defect 
is  to  have  a  definition  of  the  qualifications  necessary 
for  one  to  speak  as  an  expert  on  the  mental  health. 

3.  A  third  objection  is  that  the  opinion  given  in 
testimony  in  many  cases  is  not  based  upon  suffi- 
cient scientific  examination.  Much  of  the  objection 
centers  around  the  impossibility  of  giving  expert 
medical  testimony  upon  a  hypothetical  question.  In 
this  the  expert  is  limited  to  hypothesis  and  facts 
given  him  by  a  legal  questioner,  by  and  with  the 
approval  of  the  court,  which  not  only  distorts  the 
true  picture  but  many  times  is  completely  false. 
In  this  way  it  is  often  impossible  for  the  expert  to 
got  over  to  the  jury  the  true  nature  of  the  medical 
psychiatric  facts  and  often  makes  the  discussion  of 
medical  problems  in  court  impossible.  A  pre-trial 
examination  by  unbiased  experts  whose  opinions 
would  be  given  to  the  jury  before  the  trial,  but 
who  could  be  cross-examined,  would  obviate  much 
of  this  difficulty. 

The  enormity  of  the  problem  of  crime  and  psy- 
chiatry precludes  the  committee  from  making  defi- 
nite recommendations  as  to  its  eventual  solution  in 
North  Carolina  without  further  study.  Further  study 
should  be  designed  around  evaluation  of  mandatory 
pre-trial  examinations,  mandatory  post-trial  and  pre- 
-sentencc  examinations;  and  establishment  of  legal 
procedures  for  determination  and  commitment  of 
offenders  who  have  been  defined  by  the  Marylan<l 
Commission  as  "defective  delinquents"  (those  indi- 
viduals who  by  demonstration  of  persistent,  aggra- 
vated antisocial  behavior  evidence  a  propensity  to- 
ward ci-iminal  activity  and  who,  on  the  evidence  of 
standard  test  and  clinical  procedure,  reveal  either 
intellectual  deficiency  or  emotional  disorder  or 
both).  A  board  of  review  charged  with  the  duty  of 
recommending  to  the  courts  when  a  prison  inmate 
may  safely  be  released  and  the  matter  of  providing 
qualified  expert  testimony  of  an  unbiased  nature  to 
the  courts  of  North   Carolina  is  suggested. 

This  committee  recommends  that  the  president  of 
the  Medical  Societv  of  North  Carolina  appoint  a 
Committee  on  Crime  and  Psychiatry,  to  be  com- 
posed chiefly  of  expei'ts  in  the  field  of  psychiatry, 
to  follow  up  on  this  pi'eliminary  report  by  further 
study  of  this  pioblem,  since  it  is  too  big  for  the 
existing  committee,  which  has  two  fvmctions.  It  fur- 
thermore  recommends    that,    as    the    study   proceeds 
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beyond  the  preliminary  stage,  the  liaison  with  the 
North  Carolina  Bar  Association  be  effected,  for 
changes  in  legal  procedure  can  most  effectively 
proceed  from  the  initiative  of  the  legal  group.  In 
the  words  of  the  late  Mr.  Justice  Cardozo,  "The 
student"  of  the  life  of  the  mind  in  health  and  disease 
will  combine  with  students  of  the  law  in  a  scientific 
and  deliberate  effort  to  frame  a  definition  and  a 
system  of  administration  that  wll  combine  effici- 
ency with  truth." 

Coroner   System 

The  committee  studied  extensive  data  relating  to 
the  coroner  system  in  North  Carolina  and  in  other 
states,  data  relating  to  the  several  medical  examiner 
systems  which  have  recently  replaced  the  coroner 
system  in  some  of  the  states,  and  considerable  in- 
formation relating  to  comparable  medicolegal  sys- 
tems in  operation  in  Great  Britain  and  on  the  con- 
tinent of  Europe.  Much  of  these  data  were  made 
available  by  the  Committee  on  the  Coroner  System 
of  the  North  Carolina  Pathological  Society.  As  a 
result  of  its  study  of  the  complicated  problem  in- 
volved in  formulating  a  program  which  the  State 
Medica'  Society  might  institute  to  serve  the  best  in- 
terests of  all  concerned,  the  committee  reached  the 
following  conclusions: 

1.  There  is  serious  need  for  improving  the  meth- 
ods and  procedures  of  medicolegal  work  in  North 
Carolina  as  it  pertains  to  the  coroner's  office. 

2.  In  view  of  the  constitutional  status  of  the  ex- 
isting coroner  system  in  North  Carolina,  it  would 
be  advisable  to  bring  about  the  needed  changes  for 
handling  medicolegal  matters  through  modification 
of  the  existing  coroner  system,  rather  than  by  sub- 
stituting an  entirely  new  legal  system  for  it. 

3.  The  statutes  governing  the  operation  of  the 
existing  coroner  system  in  North  Carolina  nrovide 
for  the  employment  by  the  coroner  of  physicians  as 
medical  examiners.  In  view  of  this,  any  new  legisla- 
tion which  might  seem  necessary  to  accomplish  the 
needed  improvement  in  the  operation  of  the  existing 
system  should  be  concerned  primarily  with  streneth- 
ening  the  position,  the  competency,  and  the  effici- 
ency of  the  medical  examiners. 

4.  The  committee  should  continue  its  study  of 
means  whereby  the  above  stated  objectives  can  be 
attained,  obtaining  if  possible  the  further  assistance 
of  the  Committee  on  the  Coroner  System  of  the 
Pathological  Society,  the  staff  of  the  Institute  of 
Local  Government  of  the  University  of  North  Caro- 
lina, the  staff  of  the  Legal  Aid  Clinic  of  Duke  Uni- 
versitv,  the  State  Bar  Association,  and  any  other 
special  agencies  and  experts  that  may  be  made 
available. 

JAMES   B.   BULLITT,   M.D.. 
Chairman 

Committee   to   Collaborate   with   the   National 
Physicians    Committee 

Your  committee  during  the  nast  year  has  actively 
cooperated  with  the  National  Physicians  Committee. 
It  has  also  established  a  larger  state  committee  to 
cooperate  more  efficiently  on  the  local  level.  It  has 
endeavored  to  have  the  members  of  Congress  from 
this  state  informed  about  the  issues  by  nhysicians 
and  other  business  and  nrofessional  men  from  their 
neighborhoods,  preferably  by  close  personal  friends 
in  whom  they  have  the  greatest  confidence. 

The  National  Physicians  Committee  is  now  being 
dissolved.  We  wish  to  include  the  official  statement 
of  the  Board  of  Trustees  of  that  organization  as  a 
part  of  this  committee's  report. 

This  committee  also  wishes  to  express  its  thanks 

to   the  many  North   Carolina   physicians   who   have 

so  loyally  supported  it  financially  and  in  other  wavs. 

GEORGE  L.  CARRINGTON,  U'.D. 

Chairman 


Official  Statement  of  the  Board  of  Trustees  of 
the    National    Physicians    Committee    for    the 
Extension  of  Jledical  Service  to  Officers  and 
Members    of    Cooperating    Organizations — and 
Contributors  to  National  Physicians  Committee: 

Ten  years  ago,  a  group  of  officers  and  fellows  of 
the  American  Medical  Association  realized  that  the 
American  Medical  Association  was  not  as  active  in 
certain  functions  as  was  deemed  necessary,  some  of 
which  seemed  at  that  time  inappropriate  for  the 
American  Medical  Association  to  perform.  As  a  re- 
sult, the  National  Physicians  Committee  for  the 
Extension  of  Medical  Service  was  created  and  has 
worked  during  these  intervening  years  within  the 
policies  established  by  the  House  of  Delegates  of 
the  American  Medical  Association. 

Several  times  during  those  years,  the  House  of 
Delegates  has  expressed  confidence  in  the  work  of 
this  organization. 

Two  years  ago,  a  Commiitee  of  the  House  of 
Delegates  reported  that  "the  American  Medical  As- 
sociation should  and  must  do  its  own  public  relations 
work." 

In  December,  1948,  the  House  of  Delegates  took 
action  to  create  a  new  agency  to  carry  on  public 
relations  activities  and  to  further  the  extension  of 
medical  care.  This  new  agency  has  been  created  and 
is  functioning.  The  program  as  planned  and  now 
being  carried  on  by  the  American  Medical  Associa- 
tion represents  the  fulfillment  of  the  objectives  for 
which  the  National  Physicians  Committee  was 
created  and  toward  which  it  has  been  working. 

Its  aims  having  been  accomplished,  the  Board  of 
Trustees  of  the  National  Physicians  Committee  met 
in  Chicago  on  April  10,  1949,  and  voted  (1)  to  ap- 
prove the  action  of  its  Management  Committee  in 
authorizing  cessation  of  all  activities  as  of  April  1, 
1949  and  (2)  to  liquidate  the  affairs  of  the  National 
Physicians  Committee  in  an  orderly  manner. 

It  planned  further  to  hold  its  next  meeting  in 
Atlantic  City  in  June,  1949,  and  at  that  time  to  con- 
sider further  action  looking  toward  dissolution  of  the 
organization. 

During  its  ten  years  of  activity,  the  National 
Physicians  Committee  has  brought  about  the  forma- 
tion of  forty-seven  state  committees  of  physicians 
and  forty-six  state  committees  of  dentists,  in  addi- 
tion to  other  local  organizations,  that  have  func- 
tioned vigorously  and  well.  The  Board  of  Trustees 
now  suggests  to  the  physicians  making  up  the  per- 
sonnel of  these  state  committees  that  tliey  offer 
their  services  to  the  new  American  Medical  Associa- 
tion agency. 

EDWARD  H.  CARY,  M.D.,  Chairman 
N.  P.  C.  Board  of  Trustees 
75  E.  Wacker  Drive 
Chicag':-,  Illinois 
Apriri4,  1949 

Physician   Members  of  the  North   Carolina 
Medical  Care  Commission 

Consideration  was  given  in  last  year's  report  to 
Public  Law  725,  better  knowm  as  the  Hill-Burlon 
Bill,  which  was  enacted  by  Congress  in  August.  194G. 
Mention  was  made  also  in  the  report  of  the  fact 
that  the  North  Carolina  State  Plan  for  the  adminis- 
tration of  the  law  was  one  of  the  two  which  were 
first  approved  by  the  United  States  Public  Health 
Service.  The  fact  that  the  1947  General  Assembly 
enacted  a  hospital  licensing  law  which  was  manda- 
tory for  hospitals  receiving  state  and  federal  aid, 
and  which  was  to  be  administered  by  the  Medical 
Care  Commission^',  was  pointed  out. 

There  had  been  17  county  hospital  bond  elections 


I.  Licensing  for  all  local  general  hospitals  bv  the  Medical 
Care  Commission  was  made  mandatory  by  the  1949  General 
Assembly. 
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and  one  city  bond  election  in  the  state  up  to  Decem- 
her  31,  1948,  amounting  to  over  4  million  dollars. 
Two  of  the  elections  failed  to  carry. 

Hospitals  approved: 

For  Year  July  1,  1947,  to  June  30.  1948 

Local  General  Hospital  Projects: 

Belhaven,  Beaufort  County  20  beds 

Scotland  Neck,  Halifax  County  20  beds 

Ahoskie,   Hertford   County   ,  42  beds 

Troy,  Montgomery  County  40  beds 

Laurinhurg,  Scotland  County  100  beds 

Clinton,   Sampson  County 100  beds 

Louisburg,  Franklin  County  50  beds 

Siler  City,  Chatham  County  50  beds 

Roxboro,  Person   County  60  beds 

Albemarle,   Stanly   County  100  beds 

Lenoir,  Caldwell   County  - 100  beds 

Taylorsville,  Alexander  County  23  beds 

Plymouth,  Washington   County  23  beds 

Greenville,  Pitt  County 120  beds 

State-Owned  Hospital  Projects: 

Durham,  Durham  County — Spastic  Hospital  40  beds 
Goldsboro,  Wayne  County — 

Mental    Hospital 302  beds 

Goldsboro,  Wayne  County — Power  Plant 
Morganton,  Burke  County — Employees'  Building 
McCain,  Hoke  County — (Tuberculosis)  Power  Plant 

For  Year  .lulv  1,  1948,  to  June  30.  1949 
Local  General  Hospital  Projects: 

Greenville.  Pitt  County  (split  project) 

Sparta,   Alleghany   County  20  beds 

Bryson  City.  Swain  County 20  beds 

Warrenton,  Warren  County  35  beds 

Smithfield,  Johnston   Countv  100  beds 

North  Wilkesboro,  Wilkes  County  100  beds 

Burlington,  Alamance  County 100  beds 

High  Point.  High  Point  Area  100  beds 

Edenton,   Chowan  County  35  beds 

Burg-aw,   Pender  County ?5  beds 

Windsor,  Bertie  County  50  beds 

Gastonia,  Gaston  County  100  beds 

Concord,   Cabarrus   County 100  beds 

Jefferson,  Ashe  County  25  beds 

Morganton,   Burke   County  40  beds 

State-Owned  Hospital  Projects: 

Goldsboro,   Wayne   County  185  beds 

Goldsboro,  Wayne  County,  Kitchen 

The  trustees  of  each  of  the  above  listed  hosnitals 
are  organized  to  operate  under  a  charter,  if  it  is  to 
be  a  non-profit  hospital,  and  under  resolutions  bv  a 
hoard  of  county  or  town  commissioners  ceating  p 
board  of  trustees,  if  it  is  to  be  a  publicly  owned 
hospital.  Each  hospital  area  has  procured,  at  local 
expense,  an  adequate  hosnital  site  accentable  to  the 
Commission,  the  United  States  Public  Health  Serv- 
ice, and  the  State  Department  of  Health. 

Each  board  of  trustees  has  certified  that  i*-  h.?s 
in  hand,  or  will  have  had  by  November.  1948,  all 
funds  necessary  to  cover  the  entire  local  .sharp  of 
the  cost  of  construction  and  equipment  of  the  hos- 
pital, and  a  satisfactory  guarantee  against  ?n  onpr- 
ating  deficit  during  the  first  two  years  of  hospital 
operation. 

Each  hospital  that  receives  state  and  federal  aid 
is  required  to  be  licensed  by  the  Medical  Care  Com- 
mission. A  trial  license  plan  became  effective  last 
July  1.  The  Commission  on  October  22  revi'sod  the 
plan.  The  State  Hospital  Association  heartily  en- 
dorsed the  revised  plan. 

The  first  two  years  of  the  Commission's  hospital 
construction  program — July  1,  1947  to  June  30,  1949 
—involved  the  approval  of  28  local  general  hospitals 
to  provide  1698  new  beds,  as  follows: 


No.  Projects  New  Beds 

Local    State       Local  State        Total 
First  year 

(7/1/47-6/30/48)       14         5         848  342       1,190 
Second  year 

(7/1/48-6/30/49)       14         2         850  185       1,035 


Total  two  years 
to  June  30,  1949 28 


7      1,698 


527 


2,225 


Contracts  have  been  let  for  all  of  the  hospitals  in 
the  first  year's  program. 

The  total  expenditure  scheduled  for  the  first  two 
years  of  the  Commission's  hospital  and  construction 
program  will  exceed  $20,580,000. 

I  might  mention  that  the  Roanoke-Chowan  Hos- 
pital at  Ahoskie  was  the  first  to  receive  state  and 
federal  aid  and  the  first  to  be  completed.  Their  dedi- 
catory exercises  were  held  on  October  4,  1948.  This 
project  was  started  in  1944  by  the  community,  which 
spent  8230,000  raised  by  private  contributions  be- 
fore state  and  federal  funds  became  available  in 
July,  1947. 

All  twenty-one  local  hospital  projects  included  in 
the  program  for  the  first  two  years  are  in  A,  B, 
and  C  priority  groups,  which  include  fifty-six  hos- 
pital areas.  The  county  has  been  made  the  hospital 
area  throughout  the  state,  and  there  are  103  hos- 
pital areas.  Additional  hospital  areas  in  these  cate- 
gories have  hospital  plans,  but  are  not  yet  ready 
with  funds  or  other  requirements  to  receive  approval 
of  their  applications.  The  Commission  is  unable  to 
fix  dates,  of  course,  when  the  lower  priority  areas 
may  expect  aid  for  hospital  construction  p'roiects. 
This  will  be  determined  by  the  amount  of  funds  that 
are  made  available  and  by  the  cost  of  building  and 
equipping  the  hosnitals.  It  is  felt  now  that  the  plan 
may  be  extended  for  five  years  longer.  These  devel- 
opments, of  course,  remain  for  the  future  to  con- 
firm. 

Loans  to  14  medical  students  and  one  dental  stu- 
dent have  been  made.  At  the  present  time  there  are 
7  approvable  applicants  for  funds.  The  amount  of 
yearly  loan  has  been  increased  to  $800,  and  the  in- 
terest on  the  loans  reduced  to  2  per  cent  per  vear. 
The  prospects  are  that  the  850,000  loan  fund  will  be 
exhausted  during  the  summer  of  1949. 

The  1947  Legislature  authorized  the  Commission 
to  make  loans  also  to  students  in  nursing,  dentistry, 
and  pharmacy. 

In  general,  it  is  the  feeling  of  the  Medical  So- 
ciety members  of  the  Commission  that  the  work  of 
the  Commission  is  progressing  satisfactorilv  and  is 
further  along  than  in  most  of  the  states.  The  work 
of  Dr.  Ferrell  and  his  staff  in  connection  with  the 
Medical  Care  Commission's  program  is  outstanding. 
They  have  done  a  prodigious  amount  of  work  in  a 
systematic,  consistent,  and  effective  manner,  and 
are  to  be  congratulated  highly  for  a  hard  job  well 
done. 

FRED  C.  HUBBARD,  M.D., 
Chairman 

Committee  on  Sesquicentennial   Celebration 

The  arrangements  for  this  event  are  progressing 
satisfactorily. 

The  speakers  for  this  occasion,  with  their  respect- 
ive addresses,  are  Dr.  Hubert  A.  Royster  of  Raleigh. 
"A  Century  and  a  Half  of  Medicine  in  North  Caro- 
lina," and  Dr.  Hugh  J.  Morgan  of  the  Vanderbilt 
University  Medical  School,  "Then  and  Now."  We 
feel  that  we  are  going  to  get  some  real  material 
in  these  two  addresses. 

Wm.  deB.  MacNIDER,  M.D. 
Chairman 
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Committee  to  Cooperate  with  the  N.  C.  Dental 
Society 

Although  I  was  not  able  to  get  my  committee  to- 
gether, I  did  meet  with  Dr.  Walter  McFall,  the 
president-elect  of  the  North  Carolina  Dental  So- 
ciety, and  Dr.  Westbrook  ilurphy.  the  president- 
elect of  the  Medical  Society,  in  .-^sheville  on  January 
29. 

Dr.  McFall  requested  the  support  of  our  society 
in  securing  a  dental  college  to  be  located  somewhere 
in  North  Carolina.  He  also  offered  every  assistance 
that  the  Dental  Society  could  give  in  cooperation 
with  our  Society  in  opposing  any  and  all  forms  of 
socialized  medicine  and  dentistry,  and  asked  for  in- 
formation as  to  how  this  should  be  done.  Both  Dr. 
Murphy  and  Dr.  McFall  expressed  the  hope  and 
desire  to  see  closer  cooperation  between  the  two 
societies. 

B.  O.  EDWARDS,  M.D. 
Chairman 

Committee  on  Rural  Health   and  Education 

The  Committee  on  Rural  Health  and  Education 
has  been  very  active  during  the  past  year.  Since  the 
1948  meeting  the  committee  has  met  several  times 
and  given  serious  consideration  to  the  development 
of  our  rural  health  program.  Attendance  at  national 
an;l  regional  meetings  on  rural  health  and  education 
has  helped  a  great  deal  in  forming  a  definite  con- 
cept of  the  work  to  be  done.  We  feel  now  that  we 
have  gotten  our  bearings,  more  or  less,  and  have 
worked  out  definite  plans  for  what  we  hope  will 
amount  to  an  effective  program. 

The  chairman  attended  the  fourth  National  Rural 
Health  Conference  at  the  Palmer  House  in  Chicago 
early  in  Feliruary,  1949,  and  the  second  Regional 
Rural  Health  Conference  in  Columbia.  South  Caro- 
lina,  in   October,   1948. 

In  July  and  August,  1948,  your  Committee  on 
Rural  Health  had  several  meetings  in  an  attempt  to 
find  ways  and  means  of  setting  up  rural  health  coun- 
cils in  the  different  counties  of  the  state.  To  these 
meetings  we  called  Dr.  W.  P.  Richardson  of  the 
State  Health  Department.  Dr.  E.  G.  McGavran  of 
the  School  of  Public  Health,  and  Dr.  I.  G.  Greer  and 
Mr.  H.  C.  Cranford  of  the  Good  Health  Association, 
in  consultation.  As  you  know,  the  N.  C.  Good  Health 
As'sociation  has  cooperated  with  the  Committee  since 
eai'ly  in  1947  in  nromoting  the  rural  health  nrogram. 

It  was  decided,  as  a  result  of  these  meetings,  that 
it  would  be  well  to  choose  four  counties  in  the  state 
— two  in  the  east  and  two  in  the  west — which  wei'e 
representativs  rural  counties,  in  which  to  set  up 
rural  health  councils.  Alexander  and  Watauga 
Counties  in  the  west  and  Person  and  Granville  Coun- 
ties in  the  east  were  selected.  It  soon  became  an- 
narent,  however,  that  a  trained  field  worker  would 
lie  necessary.  In  discussing  the  matter  with  Dr. 
Frank  Graham,  president  of  the  University  of  North 
Carolina,  we  found  that  it  would  be  possible  through 
his  interest  to  get  $5,000  from  an  out-of-state  edu- 
cational foundation  to  heln  finance  a  field  repre- 
sentative. We  asked  the  Executive  Committees  of 
the  Good  Health  .Association  and  th°  State  Medical 
Society  to  agree  to  pledge  up  to  $1,000  each  to  add 
to  this  amount.  IMiss  Charlotte  Rickman.  a  health 
educator  and  a  graduate  of  the  University  School 
of  Public  Health,  who  was  emnloved  at  the  time  bv 
the  Illinois  State  Jledical   Society,  accepted  the  job. 

Miss  Rickman  began  work  in  Alexander  County 
in  October,  1948.  .A.s  a  result  of  her  untiring  efforts 
and  ability,  the  first  rural  health  council  was  organ- 
ized. A  set  of  guiding  principles,  rather  than  a  cum- 
bersome constitution  and  by-laws,  "-as  drawn  ud  for 
their  guidance.  This  organization  did  a  grand  job  in 
helping  to  popularize  and  get  funds  and  bring  into 
existence  the  Alexander  County  Hospital  which  will 


be  built  with  the  aid  of  state  and  federal  funds.  This 
accomplished,  they  immediately  appointed  commit- 
tees and  began  work  on  campaigns  which  were 
more  closely  related  to  the  rural  health  problems. 
Primary  among  these  projects  is  the  promotion  of 
eniollment  in  Blue  Cross  Plans  and  of  sanitation  in 
the  different  communities  of  the  county.  There  are 
many  other  objectives  which  they  expect  to  begin 
work  on  soon,  such  as  nutritional  habits,  eye  clinics, 
maternal  and  child  welfare  clinics,  and  so  on. 

In  Watauga  County,  also,  the  organization  and 
progvam  of  the  rural  health  council  is  well  under 
way.  Here  it  will  be  more  split  up,  and  the  programs 
are  actually  being  taken  into  the  different  outlying 
districts  of  the  county.  In  this  way  it  is  felt  that 
gieater  interest  and  better  attendance  at  the  meet- 
ings will  be  accomplished.  I  might  say  here  that  in 
both  Alexander  and  Watauga  Counties  health  sur- 
veys have  been  made.  In  Watauga  County,  the  Lions 
Club  sponsored  an  essay  contest  bearing  on  the 
needs  of  extended  rural  health  work  which  did  much 
to  promote  individual  thinking  i7i  regard  to  the  solv- 
ing of  strictly  rural  health  problems. 

The  committee  feels  that  in  both  of  these  counties 
a  beginning  has  been  made  at  the  grass  roots  of  the 
health  x^i'oblem  and  that  the  people  are  being  edu- 
cated in  their  health  needs  and  are  being  stimulated 
to  think  for  themselves  and  to  work  out  their  own 
problems  in  a  truly  democratic  way. 

Contacts  with  the  medical  and  health  people  in 
Person  and  Granville  Counties  are  now  under  way 
with  a  view  to  setting  up  rural  health  councils  in 
those  counties  within  the  next  few  weeks. 

I  would  like  to  say  here  that  two  or  three  other 
counties  in  the  west,  particularly  Caldwell  and 
Stanly,  have  expressed  themselves  as  desirous  of 
having  rural  health  councils  organized  in  their 
counties.  The  people  of  Caldwell  are  actively  en- 
gaged at  the  present  time  in  laying  plans  to  oi'gan- 
ize  a  rural  health  council. 

On  March  11,  1949,  the  second  State  Rural  Health 
Conference  was  held  at  Chapel  Hill.  This  conference 
was  well  attended,  and  was  a  better  conference  in 
many  ways  than  the  1948  Conference. 

Altogether,  I  would  say  that  North  Carolina  is 
perhaps  as  well,  if  not  a  little  bit  farther,  on  its 
way  with  the  rural  health  program  than  anv  other 
state.  This  is  due  in  part,  I  am  sure,  to  the  advanced 
state  of  the  Medical  Care  Commission's  program,  to 
the  work  of  the  Good  Health  Association  in  the 
state,  and  to  the  fact  that  the  ground  for  such  work 
had  been  well  prepared  by  the  work  of  the  state 
health  forces  and  allied  organizations. 

FRED  C.  HUBBARD,  M.D., 
Chairman 

Committee  on  ^laternal   Welfare 

The  IMaternal  Welfare  Committee  has  attempted 
to  continue  an  active  program  in  the  interest  of 
olilaining  the  lowest  possible  maternal  mortality  in 
th;-  State  of  North  Carolina. 

One  of  the  principal  activities  of  this  committee 
hfs  been  to  continue  the  maternal  mortality  study 
which  was  begun  on  August  1,  1946.  The  results  of 
the  individual  investigation  of  maternal  deaths  have 
broughi.  to  light  specific  problems  relative  to  ma- 
ternal welfare  within  the  state.  Although  the  lack 
of  hospital  facilities  in  certain  areas  has  played  a 
part  in  some  maternal  deaths,  this  is  of  little  sig- 
nificance in  the  over-all  pi'oblem.  The  lack  of  hos- 
pital facilities  for  Negi'oes  is  of  greater  importance 
than  for  members  of  the  white  race. 

The  two  outstanding  factors  resulting  in  unneces- 
sary maternal  deaths  are  (1)  ignorance  or  neglect 
upon  the  part  of  the  patient  or  her  family  in  seek- 
ing medical  care  or  following  good  medical  advice 
after  it  has  been  given,  and  (2)  errors  in  diagnosis 
or  management  of  the  patient's  problem. 
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Six  hundred  and  twenty-five  records  have  been 
reviewed  by  the  Maternal  Welfare  Committee  in  the 
course  of  this  study.  Some  information  has  been  ob- 
tained concerning  every  case.  With  rare  exceptions, 
the  physicians  in  the  state  have  provided  all  of  the 
information  at  their  disposal  to  the  Committee. 

Meetings  of  the  Maternal  Welfare  Committee  to 
consider  groups  of  recox'ds  of  maternal  deaths  have 
been  held  with  representative  groups  of  doctors  from 
the  membership  of  the  Society  in  Durham,  Fayette- 
ville,  Kinston  and  Rutherfordton.  It  is  the  plan  of 
the  committee  to  continue  to  hold  meetings  to  con- 
sider the  records  of  maternal  deaths  in  the  state 
with  groups  of  physicians  in  any  locality  which  in- 
dicates its  interest  in  such  a  meeting. 

A  complete  analysis  of  the  case  record  by  the 
committee  has  been  sent  to  the  physician  who  at- 
tended the  patient  at  the  time  of  her  death,  as  well 
as  to  each  consultant  or  physician  who  observed  the 
patient  during  her  pregnancy.  If  the  death  was  pre- 
ventable in  the  opinion  of  the  committee,  the  lea- 
son  for  this  opinion  is  outlined  and  recommendations 
for  the  management  of  similar  eases  in  the  future 
are  made  in  the  final  analysis. 

It  is  the  opinion  of  the  Committee  on  Maternal 
Welfare  that  the  problem  of  ignorance  among  our 
patients  can  be  approached  best  through  the  medium 
of  radio  broadcasts.  The  committee  recommended 
that  such  a  program  be  instituted,  and  obtained  ap- 
proval of  the  Executive  Committee  to  attempt  to 
initiate  a  series  of  educational  radio  programs.  Four 
radio  scripts  have  been  prepared  which  deal  v.-ith 
prenatal  care,  postnatal  care,  toxemia  of  pregnancy, 
and  obstetric  hemorrhage.  These  scripts  have  lieen 
submitted  to  the  Public  Relations  Committee  for 
their  approval.  The  transcriptions  w-ill  be  prepared 
within  the  next  few  weeks,  and  their  broadcasts 
will  be  arranged  through  the  county  medical  so- 
cieties. 

The  radio  broadcasts  have  been  prepared  through 
the  cooperation  of  the  Communications  Center  of 
the  University  of  North  Carolina.  The  cost  of  prep- 
aration of  the  transcriptions  has  been  met  by  vol- 
untary contributions  received  from  the  home-owned 
life  insurance  companies  of  North  Carolina. 

The  following  is  a  statement  of  the  financial  con- 
dition of  the  Committee  on  Maternal  Welfare  of 
the  Society: 

Balance   July   1,    1948 $    141. .34 

Receipts:  Private  Diag.  Clin.,  Bow- 
man Grav  Sch.  of  Med.  $  520.00 

N.  C.  Med.  Soc 500.00 

N.  C.  Life  Ins.  Cos 1400.00       2,420.00 

Total  Receipts  and  Balance  to  April  1,  1949  $2,561.-34 

Disbursements  to  December  31,  1948: 

Salaries $  930.71 

Radio    Programs    500.00 

Post,   and  Printing  25.70       1,456.41 

Balance   $1,104.93 

The  committee  regrets  that  it  was  necessary  for 
Dr.  Ivan  Procter  to  resign  for  reasons  of  health. 
He  has  been  an  active  member  of  the  Committee 
throughout  its  period  of  activity. 

The  members  of  the  Committee  on  Maternal  Wel- 
fare would  like  to  offer  the  following  resolution  to 
the  House  of  Delegates  for  their  approval: 

WHEREAS  ignorance  and  neglect  upon  the 
part  of  the  patient  and  her  family  are  responsible 
for  -i  substantial  number  of  maternal  deaths,  and 
the  Committee  on  Maternal  Welfare  has  had  pre- 
pared a  group  of  radio  broadcasts  for  the  pui'pose 
of  public  education;  and 

WHEREAS  the  subject  matter  of  these  broad- 
casts has  been  approved  by  the  Committee  on  Pub- 
lic Relations  of  the  Medical  Society  of  the  State 


of  North  Carolina,  therefore 

BE  IT  RESOLVED,  that  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  North 
Carolina  hereby  approves  these  broadcasts  under 
the  sponsorship  of  the  various  county  medical 
societies  as  components  of  the  Medical  Society  of 
the  State  of  North  Carolina. 

FRANK  R.  LOCK.  M.D., 
Chairman 

...  A  motion  to  adopt  the  resolution  incorpo- 
rated :n  the  report  of  Dr.  Lock's  committee  was 
carried  unanimously. 

Upon  request.  Dr.  R.  B.  Davis,  chairman  of  the 
Committee  on  a  Practical  Medical  Curriculum,  gave 
a  summary  of  his  committee's  report,  which  was  dis- 
cussed at  some  length  and  then  accepted  by  a  vote 
of  28  to  13. 

Committee  on  a  Practical  Medical  Curriculum 

The  members  of  the  Committee  on  Medical  Cur- 
riculum have  read  the  lay  newspapers,  periodicals 
and  magazines,  endeavoring  to  get  the  opinion  of 
the  lay  public  about  the  medical  situation;  they  have 
written  or  received  some  fifty  or  more  letters  about 
medical  education;  they  have  had  conferences  with 
some  twenty-five  or  thirty  medical  educators,  and 
have  also  discussed  medical  education  with  many 
students  and  interns;  they  have  written  five  or  six 
articles  on  medical  education  for  publication  in  med- 
ical jouinals;  they  have  read  every  article  that  they 
could  obtain  pertaining  to  medical  education;  they 
have  visited  and  inspected  seven  or  eight  medical 
colleges  from  California  to  Georgia;  they  have 
talked  with  literally  hundreds  of  practicing  physi- 
cians; they  have  spent  hundreds  of  hours  and  trav- 
eled thousands  of  miles  in  trying  to  gather  prac- 
tical knowledge  concerning  medical  education  in  or- 
der to  bring  it  to  the  attention  of  the  North  Caro- 
lina Medical  Society.  These  facts  are  presented: 
Fact  No.  I 

All  doctors,  whether  they  be  educators  or  prac- 
ticing physicians,  agree  that  the  present  medical 
curriculum  ought  to  lie  changed.  Especially,  do  they 
agree  that  the  present  method  of  admissions  is  not 
satisfactory. 
Fact   No.  II 

All  doctors  except  a  very  few  educators  agree  that 
the  present  medical  educational  road  is  too  long, 
too  hard,  and  too  expensive.  It  takes  21  years  of  a 
man's  life  to  prepare  to  practice  for  not  over  an 
average  of  42  years.  Prospective  medical  students 
must  take  aptitude  tests  that  are  often  prepared  by 
either  a  psychiatrist  or  a  psychologist,  but  never 
by  a  general  practitioner.  The  would-be  doctor  is 
also  worked  very  long  hours,  studies  many  subjects 
that  are  of  minor  importance  as  well  as  being  re- 
quired to  learn  a  million  facts  that  cannot  be  re- 
tained much  beyond  the  closing  days  of  that  college 
year.  All  of  this  stress,  strain  and  long  hours  of 
study  Irecjuently  cause  students  to  have  a  nervous 
breakdown.  One  paper  written  on  the  subject  esti- 
mated the  cost  of  a  medical  education  at  $51,000. 
Fact   No.  Ill 

Practically  all  doctors  in  the  field,  and  especially 
those  who  have  been  practicing  for  ten  years  or 
more,  are  emphatic  in  their  statement  that  there 
are  not  enough  doctors  in  the  general  practice  of 
medicine.  We  giaduated  470  doctors  less  in  1945 
than  w^e  graduated  in  1905,  a  period  of  40  yeai's. 
During  that  time  our  population  has  doubled. 
Fact  No.  IV 

It  is  the  unanimous  opinion  of  all  that  the  diffi- 
culty in  getting  medical  care  is  the  main  factor  be- 
hind the  socialized  medicine  program. 

In  the  opinion  of  your  committee  the  scarcity  of 
doctors  can   be   overcome   because  of  the  following 
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observations: 

First,  there  are  enough  well  qualified  applicants 
requesting-  admission  to  our  seventy-two  medical 
colleges  each  year.  Everyone  in  a  free  democracy 
should  be  allowed  to  try  to  improve  himself.  No 
ona  except  the  educators  fail  to  see  this  fact.  Some 
of  them  do  not  feel  that  they  can  tell  who  will  and 
who  will  not  make  a  good  doctor  four  or  five  years 
hence.  Many  members  of  the  admissions  committee 
with  whom  your  committee  has  talked  will  readily 
admit  that.  But  they  ask,  how  can  anyone  tell  ?  We 
cannot  admit  all;  so  what  can  we  do?  The  study  by 
your  committee  reveals,  we  think  beyond  a  shadow 
of  a  doubt,  that  they  can  do  a  lot  about  it. 

They  can  get  away  from  the  high  value  now 
placed  on  scholastic  rating  in  high  school  and  pre- 
medical  college.  This  item  should  be  placed  at  least 
number  three  or  four  in  the  rating  of  applicants. 
The  applicant's  mental  ability  has  already  been  put 
through  the  tost  before  he  is  given  his  premedical 
diploma.  Some  educators  ask  the  question  if  there 
would  not  be  an  over  supply  of  doctors  if  they  did 
not  refuse  admission  to  a  large  percentage  of  the 
applicants.  They  say  there  will  be  some  thirty  thous- 
and applications  for  the  1949  class.  This  does  not 
mean  30,000  boys  applying,  because  the  study  shows 
that  each  boy  will  average  applying  to  at  least  three 
colleges.  So  this  will  cut  the  actual  number  of  boys 
applying  to  10,000  and  not  the  30,000.  The  Army 
and  Navy  and  the  U.  S.  Public  Health  Service  are 
asking  for  more  than  10,000  doctors  yearly  but  we 
are  not  furnishing  one  third  that  number.  The  col- 
leges usually  admit  about  600  yearly.  The  mortality 
percent  is  about  15  to  20;  so  there  we  lose  about 
600  to  1000  doctors  that  we  should  have  if  the  sys- 
tem of  admissions  were  different.  When  the  educa- 
tors are  confronted  with  the  question  of  the  short- 
age of  doctors,  here  are  some  of  the  answers: 

The  presidents  say  we  need  a  larger  endowment. 
My  faculty  tell  me  we  need  more  hospital  beds.  The 
deans  say  we  cannot  get  the  teachers,  as  teachers 
are  harci  to  find.  Real  teachers  for  the  preclinical 
years  are  very  scarce.  They  will  not  agree  to  teach- 
ing longer  hours  or  more  students.  They  are  not 
paid  enough  money;  therefore,  they  seek  other  fields 
of  practice.  The  preclinical  professor  will  advise  in 
the  first  letter  of  inquiry  concerning  a  new  job  that 
he  will  expect  50  per  cent  of  his  time  for  research. 
The  professors  will  say  they  are  overworked  and 
underpaid  and  that  their  class  rooms  and  labora- 
tories pre  overcrowded.  They  remind  you  of  the  fact 
that  their  students  go  out  to  private  practice  and 
soon  double  the  professor's  income. 

The  committee's  answer  to  the  presidents  is  that 
they  do  not  need  more  endowments  for  more  build- 
ings to  lie  idle  three  fourths  of  the  time.  Our  in- 
vestigations showed  this  clearly.  In  one  school  we 
made  two  visits  during  the  week-day  between  the 
hours  of  9  and  5,  and  saw,  on  one  occasion,  one  lab- 
oratory out  of  six  being  used.  On  another  occasion 
during  the  same  houi's  we  saw  one  laboratory  and 
one  classroom  out  of  seven  being  used.  At  another 
college  we  visited  a  whole  four-story  building  be- 
tween 4  and  5  o'clock  on  a  Tuesday,  and  in  the  whole 
building  only  two  rooms  were  occupied  by  s indents. 
We  do  not  need  more  medical  school  buildings.  One 
medical  school  hospital  we  visited  had  3000  beds, 
and  the  senior  class  had  not  over  60  in  it.  One  medi- 
cal schcol  we  visited  has  a  hospital  of  less  than  300 
beds  and  its  senior  class  has  over  70  in  it.  Now 
either  one  has  too  many  beds  and  some  to  spare,  or 
else  the  other  is  totally  lacking  and  should  not  be 
approved.  The  graduates  of  the  latter  school,  how- 
ever, are  well  known  to  members  of  your  committee 
and  they  are  good  doctors. 

The  committee's  answer  to  the  deans  is  that  they 
are  right  about  the  teachers  in  the  preclinical  years 


being  underpaid,  but  they  are  not  overworked.  One 
college  was  studied  from  this  angle,  and  here  are 
the  facts.  The  professor  of  anatomy  taught  during 
the  first  nine  months  480  hours  to  the  first  year 
class.  This,  when  broken  down,  means  an  average  of 
one  hour  and  forty-seven  minutes  per  day  for  the 
nine  months.  The  professor  of  biochemistry  taught 
during  the  freshman  year  one  hour  and  forty  min- 
utes per  day.  The  professor  of  histology  taught 
forty-eight  minutes  a  day.  The  professor  of  neuro- 
anatomy taught  thirty  minutes  per  day.  In  discuss- 
ing this  astonishing  fact  with  one  dean,  he  remarked, 
"I  do  not  doubt  the  report."  He  re-emphasized  the 
fact  that  they  demanded  one  half  of  their  time  for 
research.  Your  committee  believes  they  are  not  over- 
worked, and  further,  that  the  research  department 
should  be  divorced  from  the  undergraduate  medical 
school  and  put  into  the  graduate  medical  school. 
It  is  not  fair  to  charge  up  to  the  production  of  an 
M.D.  the  millions  of  hours  lost  in  research. 

The  committee's  answer  to  the  preclinical  profes- 
sors is  that  they  should  have  more  money;  that 
perhaps  their  classrooms  and  laboratories  are 
crowded  as  they  are  now  scheduled,  but  that  they 
are  not  overworked,  as  is  shown  in  the  above  inves- 
tigation. 

The  remedy  for  all  of  the  above  evils  is  simple, 
practical,  economical,  Christ-like,  and  democratic. 
Here  it  is,  stated  concisely:  Let  the  medical  school 
run  two  shifts  of  classes,  one  in  the  forenoon  and 
one  in  the  afternoon,  thereby  using  the  physical 
equipment  more  economically.  For  the  clinical  teach- 
ers, invite  more  of  the  practicing  physicians  in  the 
city  to  teach  in  the  college.  They  will  gladly  do  so 
gratis  for  the  honor.  Pay  the  preclinical  professors 
more  out  of  the  double  tuition  the  school  will  get. 
Deman^l  of  them  that  more  time  be  spent  in  just 
plain  teaching  of  already  known  facts  to  the  stu- 
dents. Last,  but  not  least,  remodel,  revise,  reverse, 
or  discard  the  present  system  of  admission  so  that 
any  worthy  student  with  a  premedical  degree  can 
enter  medical  college. 

Now  the  committee  recommends  to  the  North 
Carolina  Medical  Society,  through  the  House  of 
Delegates,  the  following: 

1.  That  a  copy  of  this  report  be  printed  and 
mailed  to  the  deans  of  our  72  medical  colleges. 

2.  That  a  similar  committee  be  again  appointed 
to  cari-y  on  this  study  for  the  coming  year. 

3.  That  the  Society  endorse  the  movement  now 
on  foot  by  some  doctors  to  establish  a  non- 
profit corporation  known  as  Medical  Education 
of  America  to  foster  medical  education  on  a 
practical  basis  in  the  United  States. 

R.  B.  DAVIS,  M.D. 
Chairman 

.  .  .  The  report  of  the  Committee  to  Cooperate 
with  the  University  Authorities  on  the  selection  of 
the  medical  school  faculty  was  read  by  title  and 
accepted. 

Committee  to  Cooperate  with   University   of  North 

Carolina  Authorities  on  Selection  of  the 

Medical  School  Faculty 

This  committee  has  not  held  a  meeting  since  April 
18.  1948.  A  subcommitee  of  this  committee,  under 
the  chairmanship  of  Dr.  J.  B.  Sidbury,  was  charged 
specifically  with  contacting  Assemblymen  in  every 
district  to  urge  them  to  vote  the  amount  of  funds 
requested  for  the  University  Medical  School  so  that 
a  top-flight  faculty  might  be  engaged.  It  is  my  be- 
lief that  this  committee  did  its  work  well,  because, 
when  we  appeared  before  the  Advisory  Budget  Com- 
mission in  Raleigh  in  January,  1949,  we  received  a 
very  cordial  reception,  and  they  recommended  the 
amounts    asked    by    the    University    almost    to    the 
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dollar     and    when    the    Budget    Commission    made  tioning  with  a  rather  high  degree  of  efficiency, 

recommendations   to    the   Assembly    later    on,    they  The  health  departments  are  putting  considerable 

did   recommend  the   exact   sum   asked   by   the   Uni-  time  and  effort  in  this  work.  This  is  also  true  of  the 

versitv  authorities.  With  this  amount  voted  on  fav-  private  physicians  throughout  the  state.  We  believe 

orably,  it  remains  now  only  to  obtain  the  men  who  that  mere  effort  should  be  directed  toward  contact- 

we  feel  are  the  most  outstanding  in  their  specialty.  tracing  and  education.                        ,        .  j., 

JAMES  F    ROBERTSON,  M.D.,  It  is  as  yet  too  early  to  say  what  influence  the 

Chairman  use  of  penicillin  will  have  on  the  control  of  venereal 

disease.  Certainly   it   should  markedly   decrease   the 

.  .  .  The  meeting  then  adjourned  at  5:5.5  p.m.,  to  complications   of  both  gonorrhea   and   syphilis,   and 

reconvene  at  8  p.m.  in  this  way  reduce  the  physical  damage  and  death 

^,TT^^T,»T^   ,~.T-,<:^c.T/-i-».T  from  these  diseases. 

MONDATi    EV  ENING  SEbSIOIN  rj,]^^  Venereal  Disease  Committee  has  published  an 

The  House  of  Delegates  reconvened  at  8  p.m.  and  article  in  the  February  issue  of  the  North  Carolina 

was  called  to  order  by  the  president.  The  following  Medical  Journal,   which   was   written   primarily  for 

reports  were  read  by  title  and  accepted:  the  general  practitioner.  A  second  article  is  expected 

„  .     ,,          .  ,  to  be  published  in  a  later  issue  of  the  Journal. 

Committee  on  McCain  Memorial  FRED  G.  PEGG,  M.D. 

After   being   appointed,   the   committee   requested  Chairman 

a  delineation  and  clarification  of  their  duties  from  _       ,    o     ,-o    r^  ,       .•        x      ^t     /^ 

the  officers  of  the  Societv,  and  proceeded  according  Professional    Staff    Delegation   to    N.    t. 

to  instructions  received.  After  careful  consideration  Hospital   Association 

your    committee,    along    with    Mrs.    McCain,    unani-  The  North  Carolina  Hospital  Association  held  its 

mously  selected  and  commissioned  Mr.  Frank  Ben-  annual  meeting  in  Asheville  on  April  21. 

sing  of  the  Grand  Central  Art  Galleries,  New  York  The  Association  passed  two  resolutions  of  especial 

City,   to   prepare   the  portrait   of   Dr.   McCain.   The  interest  to  the  Medical  Society  of  the  State  of  North 

portrait   was    completed    in    the   late   fall    and    was  Carolina: 

dedicated   in   a  beautiful,   impressive,   and   well   at-  (i)   Recommending   the    exemption    of   non-profit 

tended  ceremony  at  McCain,  N.  C,  on  December  7,  hospitals   from    the    provisions    of    the    Fair    Labor 

1948,  and  to  which  every  member  of  the  State  Medi-  Practices'  Act. 

cal   Society  was  invited.   The   account  of  this  cere-  (2)    Opposing    compulsory    health    insurance,    but 

niony  was"  published  in  the  North  Carolina  Medical  approving  federal  aid  to  medical  education,  and  the 

Journal.  extension  of  public  health. 

The  following  financial  statement  of  the  McCain  The    representative    of   the    Medical    Society    was 

Memorial  Fund  is  made  by  Secretary  R.  D.  McMil-  received  cordially. 

Ian,  at  the  request  of  your  committee:  The  meeting  was  judged  to  have  been  profitable 

,j       .    .  for  all  concerned. 

Receipts                                                                   «.,  m-^80  G.  W.  MURPHY,   M.D. 

Amount  collected  ^2,513.89  Chairman 

Disbursements 

Grand  Central  Art  Galleries  Conference  Committee  to  N.  C.  Congressional 

For    portrait    $1,000.00  Delegation 

For  frame 100.00  j  .^^.^j  named  bv  vour  president,  together  with  Dr. 

Express  on  portrait  and  part  Paul  whitaker  and  Dr.  Wingate  Johnson,  pursuant 

of  telephone  expense  57.86  to  a  motion  passed  bv  the  House  of  Delegates  at  the 

Cavmichael  Printing  Company  ^.^Hed  session  in  January  of  1949. 

for  printing  and  mailing  mvita-  Immediately  after  accepting  this   appointment,   I 

tions  to  unveiling  of  portrait      176.10       1,333.96  talked   to   the   congressman   from   my   district,    Mr. 

Hamilton    Jones,    by    long    distance    telephone.    He 

Balance  on  Hand  $1,179.93  agreed   to   canvass   the   situation.   He   later   advised 

Dr.   BIcMillan  informs    your    committee    that    on  nie  by  letter  that  he  thought  it  unnecessary  and  un- 

April  '7,  1949,  a  check  for  this  balance  of  $1,179.93  wise  to  bring  my  committee  to  Washington  at  this 

was  forwarded  to  Mrs.  E.  C.  Judd,  treasurer  of  the  time.   I   also  corresponded  with   Senator  Hoey,  who 

Auxiliary   to   the    Medical    Society   of   the   State   of  gave  me  the  same  advice.  Later  on,  when  Senate^  Bill 

North  Carolina,  to  be  used  as  they  see  fit  as  a  me-  5  comes  up  for  hearings,  they  are  to  advise  me  if  and 

morial  to  Dr.  Paul  P.  McCain.  when  to  come  to  Washington  with   my   committee. 

Mrs.    McCain    has    requested    your    committee    to  It  seemed  wise  to  me  to  follow  their  advice, 
express  her  grateful  thanks  and'  that  of  her  entire  I  do  think,  for  the  time  being,  that  great  stress 
family  to  the  Medical  Society  of  the  State  of  North  should  be  laid  on  letters  to  Dr.  Frank  Graham,  op- 
Carolina    for    the    beautiful    and    lasting    memorial  posing  state  medicine  as  outlined  in  Senate  Bill  5. 
which  it  has  made  to  her  illustrious  husband.  We  must  get  as  many  lay  people  as  possible  to  -wTite 

Your  committee  feels  that  in  the  portrait  of  Dr.  him.  His  stand  is  uncertain. 
McCain,  which  now  hangs  in  the  foyer  of  the  main  I  should  like  to  suggest,  and  it  is  purely  a  sug- 
building  of  the  Sanatorium  at  McCain,  their  Society  gestion  for  the  Executive  Committee,  that  our  exec- 
has  paid  proper  and  fitting  tribute  to  an  illustrious  utive   secretary  poll   the   North   Carolina  delegation 
member  who  served  faithfully  and  well  this  Society,  relative  to  their  stand  on  socialized  medicine.  Such 
his    profession,    and   his    state.    Your    committee,    in  information  might  be  useful  in  future  efforts, 
conclusion,  thanks  the  Medical  Society  of  the  State  V.  K.  HART,  M.D., 
of  North   Carolina  for   the   honor   and   privilege   of  Chairman 
having  been  allowed  to  serve.  As  the  committee  has  ^              -^i        i      t^  i  ui-  u    ■!?„„„..♦;..„    net;^^^ 
concluded  its  function,  we  recommend  that  it  be  dis-  Commmittee   to   Establish   Executne   Offices 
charged.  A  committee  on  this  subject  was  originally  desig- 
PAUL  F    WHITAKER,  M.D.  nated  by  the  late  president,  Frank  A.   Sharpe,  and 
Chairman  activities  were  reported  to  the  House  of  Delegates 

at  the  1948  Annual  Session. 

Committee  on  Venereal  Disease  During   the   month   of   May,   Secretary   McMillan, 

A  study  of  the  venereal  disease  control  problem  with   the    approval   of   the   president,   commissioned 

in  North  Carolina  reveals  that  our  program  is  func-  the  executive  secretary  to  seek  suitable  quarters  m 
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Raleigli.  There  was  a  dearth  of  office  space  in  the 
city,  but  on  June  30,  1948,  space  (2  rooms,  611 
square  feet)  was  tendered  by  the  management  of  the 
Capital  Club  Building,  provided  a  lease  for  a  year 
could  l>e  assured  no  later  than  July  1,  1948.  With 
Secretary  McMillan's  permission,  option  was  nego- 
tiated r.nd  lease  for  a  year  was  subsequently  signed 
for  space  at  203  Capital  Club  Building. 

In  mid-July    (after   some   redecoration   of  the   of- 
fices at  the  expense  of  the  owner)   minimum  equip- 
ment, consisting  of  the  following,  was  purchased: 
2  steel  desks  (with  glass  tops) 

1  steel  4-drawer  letter  file 

2  steel  desk  chairs 
1  side  chair 

1  costumer 

2  letter  stacks 
2  floor  mats 

2  waste  baskets 

3  file  racks 

1  Underwood  typewriter  (purchased 
in  the  spring  of  1948) 

The  total  outlay  for  the  above  list  of  peimanent 
equipment  amounted  to  $673.67,  leaving  a  balance 
of  $326.33  in  the  budget  for  permanent  equipment. 

Telephone  service  was  installed  in  late  August,  a 
postoffice  box  rented,  and  a  telegraphic  account  es- 
tablished. 

A  secretary  was  employed  effective  September  15, 
at  the  initial  salary  of  $175.00  per  month.  She  is  a 
young  woman  with  college  and  secretarial  training 
and  about  ten  years  of  valuable  e.xperience  in  varied 
secretarial  activities,  and  has  exemplified  this  in  a 
very  satisfactory  manner  during  these  first  few 
weeks.  It  is  believed  that  she  will  develop  into  a 
very  efficient  worker  for  this  peculiar  type  of  work, 
bcause  of  the  fine  interest  she  has  shown  in  it. 

The  Committee  on  the  Establishment  of  the  Exec- 
utive Offices  met  at  the  office  of  the  executive  sec- 
retary on  October  30,  1948.  Present  at  the  meeting- 
were  Dr.  James  F.  Robertson,  president;  Dr.  G. 
Westbrcok  Murphy,  president-elect;  Dr.  Roscoe  D. 
McMillan,  secretary-treasurer;  Dr.  V.  M.  Hicks, 
chairman  of  the  Finance  Committee;  and  Mr.  J.  T. 
Barnes,  executive  secretary. 

The  executive   secretary   had   prepared   an   agenda 
which   involved   questions   for   immediate    considera- 
tion, as  follows: 
I.    Office   Management 

A.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  schedule  of  work  days  per 
week  should  be  51/2  days,  beginning  Monday 
a.m.  and  extending  to  Saturday  noon. 

B.  The  schedvde  of  hours  during  which  the  office 
will  be  opened  each  day  was  unanimously  agreed 
upon  as  follows:  9:00  a.m.  to  5:00  p.m.  each 
week  day,  Monday  through  Friday;  9:00  a.m. 
to  ]2:00  noon  on  Saturday. 

C.  The  variation  of  days  and  hours  for  the  activi- 
ties of  the  executive  secretary  and  other  work- 
ers attached  to  his  office  were  unanimously  left 
to  the  discretion  of  the  executive  secretary  and 
to  his  judgment  in  managing  the  work  of  the 
executive  office. 

D.  1.    It  was  the  unanimous  recommendation  of  the 

committee  that  the  executive  secretary  be 
allowed  two  weeks  of  vacation  leave  annual- 
ly, to  be  determined  at  his  discretion  in  rela- 
tion to  the  work  of  the  executive  office. 
2.  That  the  secretary-stenographer  be  allowed 
annual  vacation  leave  of  two  weeks  with  pay 
at  a  time  to  be  determined  by  the  executive 
secretary  in  relation  to  the  work  of  the  of- 
fice and  the  desired  period  for  the  worker. 

E.  It  was  unanimously  agreed  by  the  committee 
that  annual  sick  leave  with  pay  should  be  ex- 
tended to    the    executive    secretary    and    other 
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workers  in  his  office  to  the  extent  of  two  weeks 
with  pay,  and  that  it  would  be  the  responsibility 
of  the  executive  secretary  to  account  for  such 
annual  leave  for  himself  and  other  workers. 

F.  It  was  the  unanimous  recommendation'  of  the 
committee  that  annual  vacation  leave  be  taken 
advantage  of  within  the  calendar  year  and  not 
be  accumulated  beyond  that  period. 

It  was  the  unanimous  view  of  the  committee 
that  unused  sick  leave  accruing  within  any  cal- 
endar year  should  be  accumulative  not  in  excess 
of  90  days. 

G.  It  was  the  unanimous  recommendation  of  the 
committee  that  holiday  observances  be  sched- 
uled in  the  discretion  and  judgment  of  the  exec- 
utive secretary  for  those  usually  celebrated  in 
the  state   (excepting  Memorial  Day.  May   10). 

H.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  executive  secretary  use  his 
discretion  with  reference  to  adjustments  of  over- 
time service  of  secretarial  workers  in  connection 
with  week-end  meetings  in  which  these  workers 
are  required  to  participate. 
I.  It  was  the  unanimous  view  of  the  committee 
that  the  development  of  an  employee  retire- 
ment system  was  too  advanced  for  the  program 
at  this  time.  Therefore,  no  provisions  are  recom- 
mended relative  to  this. 

II.    In.surance 

It  was  the  unanimous  view  of  the  committee 
that  all  equipment  installed  in  the  executive 
headquarters  should  be  properly  covered  by 
fire  insurance  only.  It  did  not  recommend  cov- 
erage for  theft  or  other  loss. 
While  recognizing  the  intrinsic  value  of  accum- 
ulated records,  it  was  the  unanimous  view  of  the 
committee  that  no  insurance  be  carried  on  the 
records  maintained   in  the  office. 

HI.  Schedule  of  Major  Duties  and  Responsibilities 
of  the  Executive  Secretary,  and  the  interval  at 
which  these  duties  and  responsibilities  are  to 
become  effective. 
.-\.  It  was  the  unanimous  view  of  the  committee 
that  from  this  day  forward  it  would  be  the  pri- 
mary duty  and  responsibility  of  the  executive 
secretary  to  plan  the  agenda  for  and  stage 
Council  and/or  Executive  Committee  meetings, 
but  that  this  work  should  be  done  in  close  col- 
laboration with  the  president  of  the  Society  and 
the  constitutional  secretary. 

B.  It  was  the  unanimous  view  of  the  committee 
that  the  executive  secretary  should  have  all 
A.  M.  A.  communiques  and  material  routed 
through  the  headquarters  office  in  Raleigh,  in 
order  to  facilitate  assimilation  of  data  and  form- 
ulating replies  and  reports.  Where  direction  is 
essential  and  the  function  of  the  authoritative 
oflicials  of  the  Society  necessary,  copies  of  such 
communiques  will  be  routed  to  the  president  and 
secretary  for  consideration,  instructions,  or  di- 
rections. So  far  as  possible  and  pertinent,  these 
officials  will  be  kept  informed  in  regard  to  the 
activities  of  the  executive  office. 

C.  It  was  the  view  of  the  committee  that  respon- 
sibility for  membership  rolls  and  collection  of 
dues  in  relation  to  county  societies  and  A.M. A. 
certification  should  be  continued  in  the  office  of 
th.?  constitutional  secretary  until  May,  1949, 
after  which  the  executive  secretary  would  as- 
sume full  responsibility  for  the  maintenance  of 
membership  rolls,  collection  of  dues  in  relation 
to  county  societies,  the  issuance  of  membership 
cards,  certificates  of  honorary  fellows  and  hon- 
orary membership,  and  certifications  to  A.M. A. 

D.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  executive  secretary  become 
responsible   in   the  future  for  formulating  and 
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steering'  of  the  annual  budget  schedule  under 
the  guidance  of  the  president  and  secretary  of 
the  State  Society,  it  being'  the  duty  of  the  latter 
to  present  the  budget  for  the  consideration  and 
approval  of  the  various  bodies  of  the  Society 
■tt'hich  are  charged  with  the  final  approval  and 
authorization  of  such  budget  schedule. 

E.  It  was  the  imanimous  recommendation  of  the 
committee  that  the  executive  secretary  assume 
the  management  of  the  business  affairs  of  the 
Journal  as  of  January  1,  1949.  In  this  connec- 
tioii  he  should: 

1.  Make  preparation  for  all  routine  CMAB  com- 
muniques to  be  routed  to  his  office  for  action 
?nd  final  disposition. 

2.  Collect  revenues  from  advertisers  and  place 
these  for  deposit  with  the  treasurer  of  the 
State  Society. 

3.  Undertake  the  solicitation  of  advertising  for 
the  Journal  in  conformity  with  the  require- 
ments of  the  Council  on  Pharmacv  and 
Chemistry  of  the  A.M.A. 

4.  Assume  all  relationships  for  the  State  So- 
ciety with  the  official  piinter  pertaining  to 
I'Outine  printing  and  all  printer-advertiser 
relationships. 

5.  Assume  the  responsibility  for  all  circulation 
problems  related  to  the  Journal. 

F.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  accounting  for  receipts  and 
expenditures  of  all  revenue  accruing  to  the 
State  Society  continue  as  the  responsibility  of 
the  constitutional  secretary  until  after  the  An- 
nual Session  in  May,  1949.  After  that  time  the 
executive  secretary  will  assume  this  responsi- 
bility, along  with  that  of  securing  annual  audits 
of  the  affairs  of  the  Societv,  giving  security 
bond  for  the  protection  of  the  Society  in  con- 
nection with  these  responsibilities,  and  the 
maintaining  of  an  adequate  system  of  book- 
keeping related  to  accounts,  receipts,  and  ex- 
penditures. 

G.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  executive  secretary  assume 
responsibility  for  group  insurance  routine,  ef- 
fective December  1,  1948. 

H.  It  was  the  unanimous  recommendation  of  the 
committee  that  there  be  a  conjoint  resnonsibilitv 
for  the  formulation  and  staging  of  the  Annual 
Sessions  program  between  the  secretary  and 
the  executive  secretary  to  May,  1949;  thereafter, 
it  would  be  the  responsibility  of  the  pxecntive 
secretary  in  collaboration  with  the  officials  of 
the  State  Society  to  formulate  and  stage  the 
Annual  Sessions  program. 

I.  It  was  the  unanimous  recommendation  of  the 
committee  that  there  be  a  conjoint  activity  be- 
tween the  secretary  and  the  executive  secretary 
in  the  handling  of  all  routine  corresoonf'ence 
and  maintaining  the  filing  of  same  until  Mav, 
1949,  with  the  executive  secretary  particularly 
performing'  detail  work.  It  was  the  view  of  the 
committee  that  the  constitutional  secretary 
should  increasingly  defer  to  the  executive  sec- 
retary the  handling  of  as  much  rou+ine  work, 
correspondence,  and  maintenance  of  the  files  as 
is  practical  within  the  interim  to  Mav,  1949. 

J.  It  was  the  unanimous  recommendation  of  the 
committee  that  responsibility  of  maintaining 
files  of  scientific  documents  accruing  as  prop- 
erty of  the  State  Society  progressively  devolve 
upon  the  executive  secretary,  with  the  fui'ther 
recommendation  that  the  executive  secretary 
work  cut  details  with  the  president,  secretary, 
and  editor  of  the  Journal  for  maintaining  perm- 
anent files  of  such  documents  as  are  the  prop- 
erty of  the  State  Society. 


K.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  executive  secretary  assume 
the  responsibility  from  this  date  forward  in 
arranging  reporting  services  of  Council  and/or 
Executive  Committee  meetings  and  of  the  An- 
nual  Sessions. 

IV.  Subscriptions 

A.  It  was  the  recommendation  of  the  committee 
that  the  executive  secretary  be  authorized  to 
secure  the  Raleigh  News  &  Observer  and  the 
Charlotte  Observer  as  sources  of  pertinent  in- 
formation related  to  the  membership,  officers, 
and  affairs  of  the  State  Society  for  permanent 
clipping  records. 

B.  It  was  the  recommendation  of  the  committee 
that  it  be  left  to  the  discretion  of  the  executive 
secretary  with  authority  to  purchase  what  he 
reasonably  needs  in  the  way  of  reference  books 
as  business  and  executive  aids,  to  be  paid  from 
the  funds  of  the  Society. 

C.  It  was  the  unanimous  recommendation  of  the 
committee  that  the  executive  secretary  secure 
a  subscription  to  the  A.M.A.  Journal  in  order 
to  keep  abreast  of  information  pertaining  to 
A.M.A.  and  resolutions  adopted  by  the  House 
of  Delegates,  Trustees,  Councils,  and  Commit- 
tees of  the  A.M.A. 

The  executive  secretary  was  authorized  to  have 
all  free-exchange  state  journals  routed  to  head- 
quarters office  after  May  1,  1949. 

V.  Office  Equipment 

It  was  the  recommendation  of  the  committee 
that  equipment  now  in  the  office  at  Red  Springs 
and/or  required  to  be  purchased  be  installed  in 
headquarters  office  before  June  1. 

VI.  It  was  recommended  by  the  committee  that  it 
become  the  responsibilty  of  the  executive  secre- 
tary from  this  time  forward  to  receive  the 
original  copy  of  minutes  of  all  Executive  Com- 
mittee meetings  and  that  these  be  summarized 
in  condensed  form  in  a  manner  suitable  for  pub- 
lication in  the  North  Carolina  IMedical  Journal. 
In  respect  to  this  responsibility,  with  reference 
particularly  to  the  September  meeting  of  the 
Executive  Committee,  the  executive  secretary 
should  have  the  opportunity  of  clearing  any  and 
all  matters  with  the  state  secretary  and  with 
Dr.  V.  K.  Hart,  chairman  of  the  Committee  on 
Prepayment  Medical  Services,  which  was  the 
primary  subject  of  the  September  meeting. 
This  report  was  read  and  accepted  as  established 
policy  at  the  meeting  of  Executive  Committee 
on  January  16,  1949. 

J.  F.  ROBERTSON,  M.D. 
Chairman 

.   .   .  Dr.   V.   K,   Hart  was   called   upon   to   discuss 
the  report  of  his  committee,  which  follows: 

Committee  to  Develop  Plan  of  Prepayment  Hospital 
and  Medical  Service  Voluntary   Tnsurance 

This  committee  was  established  through  a  group 
of  resolutions  presented  by  myself  and   adopted  by 
the  House  of  Delegates  at  the  1947  meeting  of  the 
North   Carolina    State   Medical    Society.   After   their 
adoption,    your    late    president,    Dr.    Frank    Sharpe, 
asked   me  to   serve   as  chairman   of  this   committee. 
He  also  gave  me  the  power  to  select  my  own  com- 
mittee. However,  the  selections  were  made  after  con- 
sultation not  only  with  Dr.   Sharpe  and  Dr.  McMil- 
lan,   but   with    various    members    of    each    specialty. 
Moreover,    an    effort    was    made    to    get    state-wide 
representation.  The  committee  is  as  follows: 
Dr.  V.  K.  Hart,  chairman 
Dr.  J.  Buren  Sidbury,  pediatrics 
Dr.  M.  Barnes  Woodhall,  neurosurgery 
Dr.  R.  A.  White,  obstetrics  and  gynetolog-y 
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Dr.  J.  Street  Brewer,  general  practice 

Dr.  H.  H.  Bradshaw,  surgery 

Dr.  John  S.  Rhode.s,  urology 

Di'.  J.  E.  Jacobs,  orthopedics 

Dr.  Paul  F.  Whitaker,  internal  medicine 

Dr.  David  G.  V/elton,  dermatology 

Dr.  Kenneth  L.  Pickrell,  plastic  surgery 

Dr.  Corbett  E.  Howard,  radiology 

Dr.  Horace  G.  Strickland,  ophthalmology 

First  let  me  pay  tribute  to  this  committee.  They 
have  worked  hard  and  most  conscientiously.  They 
reviewed  the  matter  of  fees  with  their  own  specialty 
members  before  presenting  a  report  to  the  commit- 
tee as  a  whole.  The  schedule  of  each  specialty  was 
reviewed  by  the  committee.  However,  the  represen- 
tative of  the  specialty  retained  the  right  of  veto. 
In  other  words,  no  change  could  be  made  in  that 
particular  schedule  without  his  consent. 

I  have  never  worked  with  a  more  sincere,  indus- 
triou.s  and  intelligent  committee.  Many,  many  hours 
of  work  have  gone  into  the  final  schedule.  Fine 
cooperation  has  also  been  furnished  by  Mr.  Craw- 
ford, of  the  Hospital  Saving  Association,  and  Mr. 
Herndon,  of  the  Hospital   Care  Association. 

Since  mv  report  to  the  House  of  Delegates  in 
1948.  a  definite  plan  has  come  to  fruition  with  the 
advice  and  approval  of  your  Executive  Committee. 

The  income  limits  to  be  given  full  protection  are 
*.'?.nnn.On  for  a  family,  $2,500.00  for  a  couple,  and 
$2,000.00  for  an  individual.  If  annual  incomes  are 
gi-oater  for  the  respective  groups,  the  policy  be- 
comes a  cash  indemnity  policy,  if  the  doctor  so 
elects. 

This  plan  offers  comnlete  ward  coverage  fregard- 
less  of  varying  hospital  ward  rates)  or  $5.00  a  day 
towards  a  private  room.  All  other  hospital  expenses 
would  be  paid.  A  verv  comprehensive  surgical  sched- 
ule is  nrovided,  with  a  maximum  fee  of  $150.00. 
Obstetric  care  is  nrovided.  Medical  care  is  also  fui-n- 
ished  for  hosnitalized  natients  at  $4.00  ripr  day,  but 
with  a  two-day  exclusion  for  ordinary  illnesses. 

Nevertheless,  p.  liberal  list  of  real  medical  emer- 
gencies has  been  accepted  bv  your  committee  for 
which  nayment  will  be  made  from  the  first  dav.  This 
was  done  because  the  medical  man's  hardest  work 
would  be  on  the  first  two  davs.  On  the  other  hand, 
the  Blue  Cross  organization  felt  that  too  manv  na- 
tients with  minor  illnesses  might  be  hospitalized  if 
all  were  paid  for  from  the  first  day  of  admission. 
Changes  can  later  be  made  in  the  light  of  actuarial 
exnerience. 

The  pol'cv  nrovides  for  two  weeks'  care  of  the 
mentally  ill.  Two  other  features  are  worthy  of  note. 
Anesthesia  has  been  nlaced  in  the  class  of  -profes- 
sional services,  and  the  fee  no  longer  limited  to  a 
hosnit.al  emnloyee.  There  is  also  provision  for  the 
treatmrnt  of  cancer  bv  x-ray  and  radium,  whether 
treated  in  the  hosnital  or  not.  This  provision  was 
made  because  we  felt  that  cancer  constitutes  a  real 
emergency. 

In  the  deliberations  between  this  committee  and 
the  Executive  Committee,  only  one  real  bone  of  con- 
tention has  arisen.  A  few  surgeons  have  felt  that  if 
the  patient  voluntarily  selects  a  private  room — not 
when  a  ward  bed  is  unavailable  or  when  the  condi- 
tion of  the  patient  merits  private  room  care — the 
surgeon  should  not  be  bound  by  the  fee  schedule, 
but  should  be  free  to  set  his  own  charge.  Mv  com- 
mittee almost  unanimously  felt  that  the  deciding 
factor  should  be  the  income.  It  was  felt  that  the 
administration  of  the  insurance  would  be  greatly 
complicated  for  the  Blue  Cross  and  the  hosnitals. 
Then,  too,  people  would  be  encouraged  to  buy  this 
insurance  on  the  basis  of  complete  coverage.  Too 
many  exceptions  may  give  a  bad  public  reaction. 
Practically  all  other  similar  plans  in  the  United 
.States  use  the  income  level  as  the  determining  fac- 


tor. Lastly,  only  about  35  per  cent  of  the  beds  in  the 
white  hospitals  are  ward  beds. 

Nevertheless,  there  are  always  two  sides  to  any 
question.  Moreover,  the  success  of  this  plan  depends 
on  the  wholehearted  support  of  75  per  cent  of  the 
doctors  of  the  state.  Consequently,  the  final  decision 
was  deferred  until  the  May  meeting  of  the  Exec- 
utive Committee  on  the  eve  of  the  State  Medical 
Society. 

There  was  another  reason  for  deferring  final  de- 
cision. Our  attorneys  requested  more  time  to  con- 
sider the  suit  brought  against  the  State  Medical 
Society  of  Oregon.  They  felt  that,  in  view  of  that 
suit,  wo  must  be  very  careful  about  the  manner  in 
which  this  insurance  is  launched.  Otherwise,  we 
might  be  adjudged  in  "restraint  of  trade."  It  only 
goes  to  show  that  we  are  dealing  wdth  a  ruthless 
group  in  Washington  who  are  determined  to  dis- 
credit us  in  any  way  possible,  regardless  of  how 
altruistic  our  purposes.  Nevertheless,  we  hope  that 
all  obstacles  will  be  cleared  at  the  Pinehurst  meet- 
ing, followin.g  which  the  program  can  be  launched. 

The  Executive  Committee  has  approved  a  fee 
committee  of  two  surgeons  and  one  medical  man  to 
be  appointed  by  the  president.  Their  function  will 
be  to  pass  on  any  operation  for  which  classification 
under  the  schedule  may  be  in  doubt  or  which  is  listed 
on  the  schedule  as  "individual  considei'ation."  Any 
dispute,  whether  relative  to  the  fee  schedule  or  other 
matters,  can  always  be  referred  to  the  Executive 
Committee  for  final  decision. 

The  Executive  Committee  also  passed  unanimous- 
ly the  following  motion:  "Resolved  that  the  Medical 
Society  of  the  State  of  North  Carolina  adopt  the 
plan  and  fee  schedule  for  prepaid  medical  insurance 
as  written  and  sulmiitted  by  the  Committee  on  Full 
Covera.ge  Program,  that  the  said  Committee  be  con- 
tinued for  the  next  three  years  to  guide  and  direct 
the  program,  and  that  any  suggestions  from  mem- 
bers of  the  Executive  Committee  or  any  other  per- 
sons be  turned  over  to  the  continuing  Committee 
for  consideration  and  action." 

It  is  questionable  whether  any  plan  can  be  said 
to  be  perfect.  We  selected  the  income  group  gener- 
ally covered  in  other  comparable  plans  in  the  L^nited 
States,  and  the  one  which  we  thought  included  the 
largest  number  of  people  needing  help.  Some  plan 
had  to  be  adopted  and  given  a  clinical  trial.  Only  by 
such  experience  can  we  modify  or  change. 

We  realize  its  imperfections.  Thus,  some  of  the 
most  difficult  and  time-consuming  procedures  re- 
ceive only  a  fee  of  $150.00.  It  may  be  that,  since 
these  are  not  the  most  frequently  done  operations, 
experience  will  allow  us  to  increase  these  fees.  They 
are  not  the  ones  which  vitally  influence  the  insur- 
ance premium. 

Then,  there  is  the  very  low-income  group — for 
example,  the  tenant  farmer,  who  makes  only  a  few 
hundred  dollars  a  year.  He  can  hardly  afford  to  buy 
this  insurance,  unless  someone  purchases  it  for  him. 
There  is  also  the  higher  income  group,  some  of 
whom  are  asking  for  full  coverag'e  insurance.  It  may 
be  that  the  answer  to  these  problems  will  be  several 
different  fee  schedules  issued  at  different  premium 
rates.  Only  the  future  will  tell. 

I  should  like  to  emphasize  that  this  is  our  pro- 
gram. As  contemplated,  the  plan  would  be  operated 
through  the  Blue  Cross  organization.  We  can  stop 
it  at  any  time.  We  can  change  the  plan  itself  or  the 
fees  in  the  light  of  experience.  We  can  later  expand 
the  program  if  it  seems  advisable. 

Your  committee  feels  that  this  is  the  best  anti- 
dote to  socialized  medicine.  The  best  lefense  is  a 
positive  offense.  The  public  is  tired  ot  a  negative 
approach.  We  must  interest  ourselves  in  this  prob- 
lem, furnish  the  leadership,  formulate  the  program, 
and  control  it  ourselves  at  the  state  level. 

To  those  ends  we  must  all  cooperate  wholeheart- 


(11 

(Si 

m 
w 


h( 


ilie 
ill 
Sire 
nor 
rse 


■By 

6il 

iJim 


August,  1949 


HOUSE  OF  DELEGATES 


457 


edly.  Otherwise,  we  will  be  swallowed  up  in  an 
extravagant,  inefficient  federal  bureaucracy  entirely 
controlled  by  politics.  Your  committee  feels  this 
would  be  a  catastrophe  for  the  public  and  the  pro- 
fession. 

V.   K.  HART,  M.D. 
Chairman 

Dr.  V.  K.  Hart:  I  should  like  first  to  comment  on 
the  medical  problem.  In  the  first  place,  this  is  not 
complete  coverage  in  the  full  sense  of  the  term. 
The  patient  is  responsible  for  his  first  two  days  of 
care  unless  he  comes  within  that  list  in  the  policy 
in  whi;h  most  of  the  doctor's  work  comes  in  the  first 
two  days. 

Nexf,  this  is  not  for  diagnostic  procedures.  Of 
course,  if  the  patient  is  really  ill  and  needs  hospital 
care  he  should  be  put  in  the  hospital,  whether  you 
have  diagnosed  his  illness  or  not.  Twenty-five  per 
cent  of  all  hospital  admissions  are  for  only  one  or 
two  d;iys.  Obviously  many  of  those  admissions  are 
for  purely  diagnostic  procedures,  which  could  be 
done  in  the  physician's  office. 

The  policy  or  contract  now  states  that  there  will 
not  he  Iwo  payments,  one  medical  and  one  sureical, 
for  the  same  patient  on  the  same  admission.  How- 
ever, if  a  surgical  case  develops  a  medical  compli- 
cation and  the  surgeon  will  state  that  he  considers 
medical  care  essential  for  the  welfare  of  his  patient, 
the  pob'cy  will  pay  a  medical  consultant  four  dollars 
a  dav.  Suppose  a  surgical  patient  develops  thrombo- 
nhlebitis  or  diabetic  coma,  and  a  medical  man  comes 
in.  The  doctor  will  be  paid  adequately  under  this 
plan  for  this  income  group. 

The  internists  themselves  have  agreed  to  fill  out 
a  blank  on  all  consultations  for  the  first  year,  giv- 
ing full  data  including  the  charge,  so  that  informa- 
tion can  be  gathered  which  might  enable  us  later 
to  impi'ove  this  policy  to  include  the  consultation 
fee. 

There  has  been  some  controversy  as  to  whether 
this  should  be  left  on  purely  an  income  basis  or 
placed  on  a  ward-and-income  basis.  The  Executive 
Committee  decided  yesterday  that  this  policy,  as 
comprehensive  insurance,  would  apply  to  the  ward 
patient  or  semiprivate  patient.  Your  Committee  felt 
that  if  we  should  limit  it  just  to  ward  patients 
there  would  probably  be  a  shortage  of  beds.  Those 
favoring  the  income  basis  compromised  on  the  ward 
or  semiprivate  basis. 

Some  of  the  x-ray  men  are  very  much  nertui-bed 
because  this  nolicy  does  not  pay  for  routine  office 
x-ray  work.  This  policv  does  provide  that  a  quali- 
fied roentgenologist  will  be  paid  for  the  x-ray  or 
radium  treatment  of  malignancy,  whether  it  is  done 
in  the  hospital  or  in  the  office.  Since  it  is  not  the 
intent  of  this  policy  to  pay  for  routine  diagnostic 
procedures  of  any  kind  in  the  hospital,  I  do  not 
think  an  x-ray  man  in  private  practice,  not  con- 
nected with  a  hospital,  will  suffer  from  this  policy 
any  moie  than  a  medical  man  will. 

.  .  .  Dr.  L.  R.  Hedgpeth  of  Lumberton  moved  that 
Dr.  Hart's  report  be  adopted,  and  the  motion  re- 
ceived several  seconds. 

Dr.  A.  L.  Daughtridge  (Rocky  Mount):  As  a  dele- 
gate from  the  Edgecombe-Nash  Society  I  was  in- 
structed to  vote  against  this  proposition  if  it  con- 
tained a  coverage  of  private  rooms  and  semiprivate 
rooms. 

Dr.  Hart:  Dr.  Daughtridge,  we  have  discussed  that 
and  arrived  at  a  compromise.  It  was  decided  to  put 
this  on  a  basis  of  ward  and  semiprivate  accomoda- 
tions. It  was  felt  that  people  would  be  penalized  if 
it  were  confined  to  ward  accommodations.  The  sur- 
geons v.'ho  discussed  this  — Dr.  Battle  and  others — 
said  that  if  a  patient  was  put  in  a  semiprivate  room 
because  a  ward  bed  was  not  available,  then  he  would 


not  be  penalized  by  having  to  pay  the  difference  in 
the  physician's  fee.  The  difference  is  that  if  the  pa- 
tient elects  to  tc'ke  a  private  room,  then  this  cover- 
age ceases  to  be  full  coverage. 

Dr.  Daughtridge:  How  are  the  underwriters  going 
to  determine  the  eligibility  of  the  people  who  want 
this  policy? 

Mr.  Crawford:  It  is  proposed  that  a  group  be  ap- 
proached as  a  group.  The  question  of  income  will 
not  apply  there,  and  it  will  be  the  doctor's  burden 
to  find  out  and  become  satisfied  in  his  own  mind 
as  to  what  the  individual's  income  is.  The  certificate 
will  have  a  provision  in  it  that  if  the  income  is  more 
than  $3,000  it  is  incumbent  to  pay  the  doctor's  reg- 
ular fee. 

Dr.  Hart:  I  can  not  see,  as  far  as  I  am  concerned, 
that  it  will  be  any  burden  to  me.  I  know  the  income 
of  90  per  cent  of  my  patients.  The  prerogative  is 
still  yours  to  raise  the  issue  if  you  feel  it  should 
be  raised. 

Dr.  W.  A.  Sams  (Marshall):  There  is  not  a  thing 
in  that  contract  that  gives  the  general  practitioner 
even  a  look-in.  Half  the  general  hospitals  in  North 
Carolina  will  not  let  a  general  practitioner  come 
into  them.  I  appeal  to  you  in  the  name  of  the  North 
Carolina  Academy  of  General  Practice  to  give  the 
general  practitioner  some  consideration. 

Dr.  A.  H.  London  (Durham):  A  good  many  years 
ago  we  1ried  out  a  comprehensive  coverage  with  one 
industrial  concern  in  Durham,  with  the  idea  of  ex- 
perimenting with  medical  fees.  We  learned  from  it 
that  medical  coverage  is  a  hazardous  thing  for  an 
insurance  company  to  undertake.  For  that  reason  I 
feel  that  your  present  committee  has  been  very  wise 
in  having  the  two-day  exclusion  and  a  low  medical 
fee  in  the  beginning  of  the  program.  I  feel  that  they 
have  actuarial  experience  enough  to  justify  the  lib- 
eral surgical  coverage  which  has  been  allowed,  and 
I  realize  that  there  are  possibilities  of  danger  in 
allowing  equally  adequate  medical  coverage. 

I  think  the  medical  group  in  this  Society  can  ac- 
cept it  with  good  grace  provided  there  is  some  prom- 
ise of  adequate  provision  in  the  future.  Therefore, 
I  suggest  an  amendment  to  the  motion  accepting 
the  report,  as  follows:  "PROVIDED  that,  as  experi- 
ence shows  more  adequate  compensation  can  be  al- 
lowed doctors  under  this  program  the  increased 
compensation  shall  be  directed  toward  eliminating 
the  two-day  exception  for  medical  service  and  to- 
ward more  adequate  fees  for  medical  service." 

I  move  that  the  report  be  amended  in  this  way. 

.  .  .  The  motion  to  amend  the  report  was  seconded 
by  Dr.  G.  H.  Macon,  of  VVarrenton. 

Dr.  .T.  Street  Brewer  (Roseboro):  As  I  represented 
the  general  practitioners  on  this  Committee  I  think 
perhaps  it  is  up  to  me  to  say  something. 

We  could  not  cover  at  this  stage  of  the  game  all 
the  illnesses  that  befall  mankind,  so  we  had  to  select 
a  certain  group  of  expensive  illnesses  that  burden 
people  down  with  hospital  and  surgical  expense.  We 
found  out  early  that  the  attempt  to  cover  all  medi- 
cal illnesses  was  just  impossible.  There  was  no 
actuarial  experience  to  go  on.  In  a  few  cases  at- 
tempts had  been  made  to  cover  medical  illnesses  and 
the  concerns  went  bankrupt.  However,  the  low-in- 
come group  will  be  in  better  position  to  pay  the 
general  practitioner  because  this  policy  takes  care 
of  the  surgical  fees. 

The  average  man  wants  to  pay  for  obstetrics, 
whether  in  the  home  or  in  the  hospital;  and  I  think 
there  are  few  hospitals  in  North  Carolina  that  really 
exclude  the  general  practitioner.  Perhaps  the  teach- 
ing hospitals  may.  I  was  rather  surprised  to  hear 
Dr.  Bradford  say  that  not  a  single  hospital  in  Char- 
lotte does.  If  you  deliver  a  patient  in  her  home  you 
will  be  paid.  If  a  general  practitioner  treats  a  frac- 
ture in  his  office  he  will  be  paid  for  it. 
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LTiidei  the  iiospital-construction  plan  most  towns 
of  any  size  in  North  Carolina  will  soon  have  hos- 
pitals. 

Dr.  \.  L.  Andrews  (Mt.  Gilead):  I  think  the  policy 
would  cover  the  situation  adequately  if  you  could 
sell  it  to  the  people,  but  it  just  can  not  be  done.  I 
do  not  see  how  in  the  world  these  poor  people  in  the 
I'ural  areas  can  ever  buy  this  insurance  at  $86  a  year. 

Dr.  Hart:  I  think  the  doctor  has  a  very  important 
part  to  play  in  educating  the  people  to  the  value  of 
this  insurance. 

Mr.  Crawford:  This  coverage  will  be  in  addition 
to  the  present  program  we  have.  At  the  present 
time  we  have  what  we  call  a  minimum-service 
ceitificate  and  a  comprehensive  certificate.  Each 
one  of  our  programs  has  fees  that  are  slightly  less 
and  will  cost  the  public  less.  However,  this  is  the 
one  program  under  which  the  doctors  agree  to  give 
full  coverage  within  a  certain  income  limit.  The 
other  policies  will  not  be  taken  off  the  market  and 
will  be  sold  as  much  as  possible.  We  admit  the  rural 
problem  is  a  ti'emendous  problem  and  must  be 
solved. 

Dr.  Hart :  There  seems  to  be  some  feeling  that 
this  fee  schedule  was  deliberately  withheld.  It  has 
not  been  mailed  out  because  it  has  not  liecome  an 
official  document  of  the  State  Society.  When  a  doc- 
tor has  written  in  foi  one,  however,  it  has  been 
supplied  to  him. 

Dr.  R.  L,  Pittman  (Fayetteville) :  I  have  had  my 
ups  and  downs  in  hospitals.  I  have  had  experience 
with  hospitals  for  twenty-eight  years;  and  I  have 
seen  the  time  when,  if  it  had  not  been  for  insurance, 
we  would  have  had  to  close  our  hospital.  I  think  the 
insurance  we  have  had  in  the  last  ten  or  twelve 
years  has  been  a  life  saver  to  the  hospitals  and  to 
people. 

We  have  been  getting  along  during  the  last  few 
years.  The  people  did  not  need  insurance:  they  had 
the  money  and  were  glad  to  pay  their  bills.  But  we 
shall  have  another  period  when  we  shall  be  glad  to 
get  the  hospital  liill  paid  and  the  doctor  will  be  glad 
to  get  II  reasonable  amount.  I  think  it  would  be  a 
good  idea  if  this  insurance  were  written  in  such  a' 
way  that  a  certain  amount  could  be  accumulated 
to  take  care  of  the  sick  people  during  these  depres- 
sions that  we  are  sure  to  have.  Then  you  would  have 
insurance  helping  the  people  when  they  need  it. 

However,  if  we  set  the  cost  too  high,  that  is  all 
the  information  the  government  wants.  It  will  say 
that  the  people  can  not  pay  it  and  that  the  govern- 
ment :l'  going  to  give  them  socialized  medicine. 
LTnless  we  can  get  something  in  our  program  that 
will  be  attractive  to  the  people  and  assure  them  of 
medical  care  at  all  times,  good  and  bad,  then  they 
are  going-  out  for  socialized  medicine. 

Dr.  Ben  F.  Royal  (Morehead  City):  This  thing 
that  Dr.  Hart's  Committee  has  worked  on  is  not  a 
perfected  article;  but  it  is  something  that  has  been 
lianded  to  us  as  the  result  of  a  long  study  by  a 
group  of  conscientious  North  Carolina  doctors.  We 
do  not  have  to  adopt  it  in  perpetuity  but  let's  give 
it  a  tiial.  If  two  years  from  now  we  find  this  is  a 
failui'9,  then  the  same  men  who  created  it  can  change 
it  and  can  find  something  better. 

Dr.  Sams:  Mr.  President,  a  good  many  of  my  gen- 
eral-practitioner friends  have  requested  me  to  come 
back  to  the  stand  and  state  our  position  again.  We 
are  unqualifiedly  for  this  thing,  because  we  believe 
it  is  a  starting  point.  But  we  do  want  recognition 
as  soon  as  we  can  get  it. 

.  .  .  Since  there  was  no  second  to  the  substitute 
motion.  President  Robertson  called  for  a  vote  on  Dr. 
London's  amendment,  which  was  carried  by  a  vote 
of  71  to  6. 

Dr.  Daughtridge:  I  move,  as  an  amendment,  that 
we    endorse    the   policy    but    that    it    become    an    in- 


demniU'  if  the  patient  elects  other  than  ward  accom- 
modation. 

.  .  .  This  amendment  was  seconded  by  Dr.  C.  W. 
Bailey,  and  after  some  discussion  was  defeated  l)y 
a  vote  of  .5(i  to  1.5.  The  original  motion  for  the 
adoption  of  the  report  of  Dr.  Hart's  committee  was 
then  put  to  vote  and  passed,  86  voting  for  it  and  4 
against  it. 

Organization   of   the   Nominating   Committee 

A  te)i-minute  recess  was  taken,  during  which  the 
delegates  from  the  different  districts  selected  their 
lepresentatives  on  the  nominating  committee.  Fol- 
lowing the  recess  the  names  of  the  members  elected 
were  reported  as  follows: 

First  District— Dr.  Zack  D.  Owens 
Second  District— Dr.  Rachel  D.  Davis 
Third  District— Dr.  J.  Street  Brewer 
Fourth  District — Dr.  Watson  Wharton 
Fifth  District— Dr.  L.  R.  Hedgpeth 
Sixth  District — Dr.  Ben  J.  Lawrence 
Seventh  District — Dr.  Claude  B.  Squires 
Eighth  District— Dr.  John  R.  Bender 
Ninth  District— Dr.  J.  R.  Terry 
Tenth  District— Dr.  B.  O.  Edwards 
Secretary  McMillan  appointed  Dr.  B.  O.  Edwards 
tempoi'ary  chairman. 

The  reports  of  the  Committee  on  Cancer,  the  Com- 
mittee on  Military  Service,  and  the  Committee  to 
work  with  the  Hospital  Saving  Association  on  the 
Home  Town  Medical  Care  of  Veterans  were  read  by 
title  and  accepted. 

Committee  on  Cancer 

This  committee  has  held  three  meetings  during 
this  year,  which  have  been  unusually  well  attended. 
The  chairman  attended  the  national  meeting  of  the 
American  Cancer  Society  in  New  York  during  Oc- 
tober. 

The  activity  of  the  committee  during  the  past  year 
has  been  chiefly  concerned  with  the  affairs  of  the 
.American  Cancer  Society  and  the  Division  of  Cancer 
Control  of  the  North  Carolina  State  Board  of  Health. 
Both  of  these  organizations  have  cleared  all  matters 
of  importance  through  the  committee. 

The  long-range  program  of  cancer  control  in 
North  Carolina  is  at  last  beginning  to  materialize. 
Two  points  of  the  program  are  a  reality — the  se- 
curing of  a  director  of  cancer  control  within  the 
State  Board  of  Health,  and  the  establishment  of  can- 
cer detection  and  diagnostic  centers  throughout  the 
state.  These  detection  and  diagnostic  centers  have 
met  with  enthusiastic  approval  both  of  the  [irofci- 
sion  and  of  the  laity  in  the  areas  in  which  they 
have  been  established.  At  present  there  are  six 
clinics  in  operation.  These  clinics  are  well  attended 
and  many  early  lesions  have  been  found,  as  well  as 
many  late  ones.  Physicians  working  in  the  clinics 
are  paid  a  nominal  fee  by  the  Division  of  Cancer 
Control.  Many  letters  have  been  received  from  gi'ate- 
ful  individuals  attending  these  clinics,  and  it  is  our 
opinion,  judging  from  these  letters,  that  these  clinics 
are  doing  no  small  amount  in  improving  our  public 
relations. 

That  the  educational  program  of  the  American 
Cancer  Society  is  producing  i-esults  no  one  can  deny. 
People  have  become  cancer  conscious,  maybe  a  little 
too  much  so,  Init  more  and  moi'e  people  are  coming 
for  periodic  health  examinations,  and  many  more 
come  when  they  first  notice  one  of  the  seven  danger 
signals  of  cancer.  This  is  a  healthy  indication,  for, 
if  we  aie  to  cure  cancer  and  save  lives,  we  must 
diagnose  cancer  early.  The  profession  must  alert 
itself  lest  the  education  program  get  away  from  us. 
When  people  come  and  want  to  be  examined  for 
cancer  or  have  one  of  the  seven  danger  signals  or 
Come  fur  periodic  health  examination,  the  profession 
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must  be  prepared  to  assure  them,  in  so  far  as  is 
possible,  that  they  either  do  or  do  not  have  cancer. 
All  accepted  methods  of  investigation  must  be  used. 

This  committee  has  direct  control  of  the  North 
Carolina  Division  of  the  American  Cancer  Society. 
All  matters  of  policy  are  cleared  through  the  Exec- 
utive Committee  of  the  North  Carolina  Division,  of 
which  a  majority  are  members  of  this  committee. 
The  chairman  approves  all  expenditures  and  alloca- 
tion of  funds.  These  duties  require  an  enormous 
amount  of  secretarial  work.  Requests  are  received 
for  cancer  information  from  all  over  the  state. 
Through  the  efforts  of  this  committee  and  the  State 
Board  of  Health,  with  approval  of  the  Medical  So- 
ciety, cancer  has  been  made  a  reportable  dusease. 
This  should  give  us  better  statistics. 

After  working  under  the  present  Cancer  Act  for 
a  year,  the  need  for  an  amendment  to  this  act  be- 
came evident.  As  the  act  is  wi'itten,  the  qualifica- 
tions for  those  physicians  working  in  diagnostic 
centers  were  too  stringent — that  is,  that  each  must 
be  a  diplomate  of  his  respective  board.  We  found 
that  there  were  not  sufficient  men  with  these  quali- 
fications available.  Consequently,  the  act  was 
amended,  with  the  approval  of  the  Executive  Com- 
mittee of  the  State  Medical  Society,  to  allow  the 
Division  of  Cancer  Control  and  the  Cancer  Commit- 
tee to  work  out  the  qualifications. 

The  pi'ogram  of  cancer  control  in  North  Carolina 
is  attracting  national  attention.  Many  inquiries  and 
visitors  from  other  states  come  to  learn  about  our 
program.  We  feel  that  we  have  in  North  Carolina 
the  ideal  set-up  for  the  control  of  cancer — namely, 
that  all  organizations  interested  in  this  phase  of 
cancer  are  cooperating  in  a  unified  effort  and  there 
is  no  duplication.  These  cooperating  agencies  are 
the  Medical  Society  of  the  State  of  IS^orth  Carolina, 
the  North  Carolina  State  Board  of  Health,  and  the 
North  Carolina  Division  of  the  American  Cancer 
Society. 

THOMAS  LESLIE  LEE.  M.D. 
Chairman 

Committee  on  Military  Service 

It  is  apparent  that  the  present  method  and  plan- 
ning for  the  procurement  of  medical  personnel  in 
the  armed  forces  is  inadequate  and  unsatisfactory. 
It  is  a  definite  fact  that  the  armed  foix-es  will  have 
a  shortage  of  4,000  medical  personnel  by  the  end  of 
the  current  year.  There  are  approximately  15,000 
men  eligible  for  service  in  the  armed  forces,  who 
were  either  excused  from  active  military  service  be- 
cause they  were  in  medical  school  or  who  were  ed- 
ucated under  the  A.S.T.P.  and  V-12  programs.  The 
only  way  in  which  these  men  can  be  brought  into 
the  armed  forces  at  the  present  time  is  on  a  volun- 
tary basis. 

An  effort  is  currently  being  made  by  the  Secretary 
of  Defense  to  obtain  the  necessary  personnel 
through  the  circulation  of  letters  directed  to  the  in- 
dividuals. So  far,  this  plan  has  met  with  very  little 
succes.3.  The  latest  figures  which  have  come  to  this 
office  indicate  that  out  of  10,000  registered  letters 
mailed  to  men  within  the  group  under  consideration, 
there  were  only  587  replies,  and  of  these  587  only 
61  voiced  a  willingness  to  enter  the  armed  forces 
this  year.  In  North  Carolina  there  are  123  men  who 
are  eligible.  Eleven  have  indicated  their  willingness 
to  enter  the  Armed  Forces.  A  report  of  the  activity 
for  the  past  two  weeks  is  not  at  hand.  It  is  the 
expressed  opinion  of  the  Council  on  National  Emer- 
gency Medical  Service  of  the  American  Medical  As- 
sociation, which  met  in  Chicago.  Illinois,  on  March 
21,  1949,  that  the  plan  utilized  by  the  Secretary  of 
Defense  would  prove  to  be  inadequate.  It  was 
pointed  out  that  there  was  no  existing  legal  provi- 
sion in  effect,  which  could  be  used  to  procure  medi- 
cal  personnel   other  than   on   a   voluntary   basis.   It 


has  been  suggested  and  there  is  at  present  under 
consideration  a  proposal  to  draft  new  legislation, 
which  would  make  the  men  under  consideration  sub- 
ject to  the  effect  of  a  draft.  The  Council  and  the 
American  Medical  Association  are  apparently  op- 
posed to  a  draft  except  as  a  last  resort. 

The  Council  on  National  Emergency  Service  spe- 
cifically urged  that  the  respective  state  chairmen  of 
Committees  on  Military  Service  not  proceed  with 
any  too  definite  planning  at  this  time.  It  is  stated 
that  much  serious  thought  is  being  given  this  mat- 
ter, and  it  is  suggested  that  the  various  states  wait 
for  a  nation-wide  plan  to  emerge. 

Since  this  matter  is  in  such  an  unsettled  state, 
since  there  is  the  possibility  of  federal  legislation 
concerning  these  men,  and  since  the  final  results  of 
the  present  plans  have  not  yet  been  determined,  this 
committee  does  not  feel  that  our  State  Society  can 
put  forward  an  individual  plan  for  the  procurement 
of  medical  officers.  It  is  the  feeling  of  this  commit- 
tee tha:  action  of  a  positive  nature  pertaining  to  the 
procurement  of  the  medical  personnel  of  the  Armed 
Forces  should  await  the  crystallization  of  a  unified 
national  plan,  which  is  expected  to  appear  about 
June  of  this  year. 

Civil  Defense  Planning 

Civil  defense  planning  might  be  termed  the  or- 
ganization of  the  people  to  minimize  the  effects  of 
enemy  action.  It  is  known  from  recent  experience  by 
various  nations  that  the  time  required  for  satisfac- 
tory organization  is  from  three  to  five  years.  There 
is  a  definite  need  for  civil  defense  planning. 

The  medical  and  health  service  in  a  war  of  the 
future  v.ill  be  of  a  most  complex  nature.  There  must 
be  planning  for:  casualties,  which  will  be  unparal- 
leled in  all  history;  medical  practice  services;  dental 
care;  nurses  ancl  nurses'  aides;  pharmacies;  hos- 
pitals; blood;  nutrition;  sanitation;  industrial  medi- 
cine and  hygiene;  mental  hygiene;  communicable 
disease  control;  biologic  warfare;  veterinary  care; 
materni;l  care;  public  health  with  all  of  its  varied 
aspects. 

It  can  be  assumed  that  all  of  these  and  other 
services  will  be  required  with  marked  shortages — 
shortages  in  medical  personnel,  hospitals,  and  hos- 
pital facilities  and  supplies  of  every  kind.  There  will 
be  a  definite  need  for  a  high  degree  of  efficient  use 
of  the  items  in  the  shortage  list. 

1.  It  is  important  that  action  be  taken  to  make 
certain  that  all  organizations  be  put  to  their  proper 
use. 

2.  Civil  defense  is  not  a  local  problem,  but  a  na- 
tional one.  There  must  be  great  cooperation  between 
the  national  and  state  organizations,  counties,  com- 
munitie.s  and  individuals. 

3.  A  survey  should  be  made  to  familiai'ize  us  with 
the  number  of  personnel  and  the  availability  of 
equipment  and  supplies,  hospitals,  and  hospital  sub- 
stitutes. 

4.  Each  of  the  states  and  the  medical  societies 
should  be  prepared  to  pai'ticipate  in  a  nation-wide 
program  of  training. 

(a)  Physicians   for   casualties   from   direct   or   in- 
direct enemy  action 

(b)  The  lay  public  in  first-aid  and  self  care. 

It  is  apparent  that  civil  defense  planning  has 
many  and  varied  ramifications.  Legislation  is  under 
consideration  by  the  present  Congress  for  a  national 
civil  defense  plan.  It  has  been  suggested  that  the 
question  of  civilian  peace-time  disaster  be  included 
in  the  plan.  This,  too,  is  receiving  serious  consider- 
ation, and  here  again  it  is  urged  that  the  respective 
states  wait  for  a  nation-wide  plan  to  emerge. 

The  committee  is  of  the  opinion  that  definite 
action  en  this  matter  by  the  State  Society  had  best 
be  deferred  until  further  instructions  are  received 
from    the     Secretary    of    Defense.     The    committee 
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wishes  to  express  its  willingness  to  exert  every  nec- 
essary effort  in  the  procurement  of  medical  person- 
nel and  civil  defense  planning.  It  is  aware  of  its 
responsibility  and  the  enormity  of  the  task.  It  re- 
spectfully urges  wholehearted  support  of  the  Exec- 
utive Committee  and  each  individual  member  of  the 
Medical  Society  of  the  State  of  North  Carolina  in 
performing  its  job. 

GEORGE  W.  PASCHAL,  JR.,  M.D. 
Chairman 

Committee   to   Work   with   Hospital   Saving 

Association  on  the  Home  Town  Medical 

Care  of  Veterans 

There  has  been  no  real  activity  of  this  committee 
throughout  the  year,  as  such,  and  no  meetings  have 
been  held. 

Certain  changes  have  been  undertaken  by  the 
Hospital  Saving  Association  in  an  attempt  to  make 
this  program  of  home  care  function  better.  Briefly, 
these  changes  consist  of  changes  in  form  so  that 
now  all  the  necessary  red  tape  can  be  handled  on 
one  page.  The  most  important  step,  however,  is  that 
the  Hospital  Saving  Association  opened  an  office  in 
Winston-Salem,  where  the  veterans'  offices  are  lo- 
cated, in  an  attempt  to  cut  down  delay  and  avoid 
confusion  in  the  handling  of  authorizations  and  ap- 
plications for  treatment.  There  is  close  liaison  be- 
tween Lhe  office  in  Chapel  Hill,  the  office  in  Win- 
ston-Saiem,  and  the  Veterans  Administration  Office 
in  Winston-Salem.  Authorizations  for  treatment  are 
mailed  directly  from  V,^inston-Salem  to  the  physi- 
cians. The  scope  of  the  work  under  the  home  care 
program  for  veterans  seems  to  be  increasing  from 
all  sections  of  the  state,  and  there  was  paid  through 
the  Hospital  Saving  Association  over  $23,000  to 
some  300  physicians  during  March  of  1949. 

Your  committee  re-emphasizes  its  belief  that  this 
is  a  satisfactory  and  wholesome  way  of  handling 
service-connected  disabilities,  and  believes  it  is  a 
source  of  good  medical  care  in  the  home  community 
for  the  veteran  and  maintains  professional  inde- 
pendence on  the  part  of  the  physician. 

E.  McG.  HEDGPETH,  M.D. 
Chairman 

The  following  resolution  adopted  by  the  Executive 
Committee  in  regard  to  revising  the  fee  for  pneu- 
mothorax refills  was  adopted  by  the  House  of  Dele- 
gates. 

•'WHEREAS  the  Committee  appointed  by  this 
Society  to  work  with  the  Hospital  Saving  Associa- 
tion of  North  Carolina,  Inc.,  on  the  Home-Town 
Medical  Care  of  Veterans  has  presented  to  the  Ex- 
ecutive Committee  a  request  from  the  United  States 
Veterans  Administration  for  revision  of  fees  for 
pneumothorax  and  pneumoperitoneum  refills;  and 

"WHEREAS  the  Executive  Committee  has  recom- 
mended to  the  House  of  Delegates  that  the  amount 
of  $7.50  shall  be  fixed  as  the  fee  for  such  treatment: 

"THEREFORE  BE  IT  RESOLVED  that  the  fee 
schedule  for  services  rendered  under  agreement  with 
the  Veterans  Administration  shall  be  changed  ac- 
cordingly." 

Resolution  Regarding  Prepayment 
Insurance  Program 

The  following  resolution  proposed  by  the  Society's 
attorneys  and  previously  adopted  by  the  Executive 
Committee,  was  read. 

"Whereas,  after  much  investigation,  study,  and 
counseling  with  various  committees  of  the  Medical 
Society  of  the  State  of  North  Carolina  appointed 
to  devise  and  consider  the  best  plan  and  means  for 
making  available  to  citizens  of  North  Carolina  in  the 
lower  income  groups  greater  and  better  medical  and 
professional  services  on  a  voluntary  prepayment 
basis,    the    Hospital    Saving    Association    of    North 


Carolina,  Inc.,  has  proposed  and  adopted  for  issuance 
and  writing  a  new  and  special  plan  for  prepaid 
medical  and  surgical  service  certificates  to  groups 
and  individuals  whose  applications  therefor  are  ap- 
proved and  accepted;  and 

"Whci-eas,  Hospital  Saving  Association  of  North 
Carolina,  Inc.,  has  presented  said  plan  to  the  Exec- 
utive Committee  of  the  Society  in  the  form  of  a 
sample  copy  of  a  proposed  certificate,  a  copy  of  a 
proposed  agreement  which  said  Association  proposes 
to  execute  with  physicians  who  desire  to  participate 
in  the  plan,  and  a  schedule  of  professional  fees  for 
which  participating  physicians  would  agree  to  fur- 
nish services  to  subscribers  of  such  plan;  and 

"Whereas,  said  proposed  plan  as  presented  and 
proposed  for  issuance  by  Hospital  Saving  Associa- 
tion has  been  recommended  by  the  Committee  of  the 
Society  and  has  been  fully  considered  and  investi- 
gated by  the  Executive  Committee: 

"NOW,  THEREFORE,  BE  IT  RESOLVED  that  the 
Executive  Committee  recommends  to  the  House  of 
Delegates  that  the  plan  above  referred  to,  for  pre- 
paid medical  service  on  a  voluntary  basis  as  pro- 
posed to  be  issued  and  written  by  Hospital  Saving 
Association  of  North  Carolina,  Inc.,  be  approved  and 
that  it  be  recommended  that  each  ijhysician  in  North 
Carolina  actively  participate  in  said  proposed  plan 
with  Hospital  Saving  Association  of  North  Carolina, 
Inc.,  and  such  other  qualified  association  or  company 
which  may  hei'eafter  propose  to  write  such  a  total 
plan,  when  such  participation  is  formally  requested; 
provided,  however,  that  this  approval  and  recom- 
mendation is  made  without  prejudice  to  the  right 
and  privilege  of  any  individual  member  of  this  So- 
ciety or  of  any  physician  to  act  according  to  his 
own  judgment  and  volition  regarding  participation 
or  non-participation  in  the  plan  with  Hospital  Sav- 
ing Association  or  with  any  association  or  company, 
or  in  any  other  plan,  or  the  making  of  any  agree- 
ment with  any  company,  and  that  this  recommenda- 
tion shall  in  no  way  be  considered  as  any  disap- 
proval of  any  ether  plan  proposed  or  issued  by  any 
other  association  or  company." 

Dr.  Sams  moved  the  adoption  of  the  resolution, 
and  the  motion  was  seconded. 

Dr.  .foseph  J.  Combs  (Raleigh):  I  should  like  to 
made  a  substitute  motion,  that  this  be  adopted  in 
accordance  with  Dr.  Hart's  plan  that  has  already 
passed  the  House  of  Delegates. 

.  .  .  Dr.  Hart  seconded  Dr.  Comb's  substitute  mo- 
tion, and  it  was  carried  unanimously. 

The  following  reports  were  read  by  title  and 
accepted: 

Committee   to   Study    Rebate   Problem 

On  February  27,  1949,  President  Robertson,  at  the 
direction  of  the  Executive  Committee,  appointed  a 
committee,  consisting  or  Dr.  Donald  B.  Koonce  as 
chairman,  and  Drs.  Roscoe  McMillan  and  Louten 
Hedgpeth.  This  committee  was  instructed  to  draw  up 
lecommendations  for  the  handling  and  punishing  of 
cases  of  alleged  acceptance  of  rebates  by  the  mem- 
bers of  the  North  Carolina  Medical  Society.  These 
recommendations  were  to  be  presented  to  the  House 
of  Delegates  at  the  Annual  Meeting  in  May,  1949, 
for  their  endorsement,  and  if  so  endorsed,  such 
recommendations  were  to  be  made  a  part  of  the  by- 
laws of  the  North  Carolina  Medical  Society.  Recom- 
mendations of  this  appointed  committee  are  as  fol- 
lows: 

(1)  That  any  physician  who  accepts  a  rebate  is 
guilty  of  unethical  conduct  and  such  conduct  is  in- 
compatible with  membership  in  the  North  Carolina 
^Medical  Society.  As  the  term  "rebate"  is  used  here- 
in, it  means  money,  credits,  or  anything  of  value 
which  is  received,  directly  or  indirectly,  in  any  guise 
whatsoever,  by  the  referring  physician  from  any 
person,  partnership,  or  corporation,  profit,  nonprofit, 
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or  cooperative,  to  whom  a  patient  or  any  person  is 
referred  or  sent  for  medical  or  laboratory  services, 
or  for  medical  or  professional  device,  equipment, 
materials,  or  supplies. 

(2)  That  the  Council  shall  thoroughly  investigate 
the  case  in  question  and,  if  requested  by  him,  give 
the  alleged  violator  the  opportunity  of  appearing 
before  it. 

(3)  That  if  the  Council  decides  that  such  a  mem- 
ber is  guilty  of  accepting  rebates  on  such  appliances, 
that  member  shall  automatically  be  expelled  from 
the  North  Carolina  Medical  Society. 

(4)  That  at  the  end  of  a  period  of  two  years, 
after  such  a  member  has  been  expelled  from  the 
Society,  he  may  be  given  the  right  to  again  appear 
before  the  Council  and  at  their  discretion  be  re- 
admitted to  full  membership  in  the   Society. 

DONALD  B.  KOONCE,  M.D. 
Chairman 

Medical  Society  Representative  on  North  Carolina 
Milk  Commission 

As  a  member  of  the  North  Carolina  Milk  Com- 
mission, so  designated  by  President  James  F.  Rob- 
ertson on  authority  of  the  Executive  Committee,  and 
appointed  by  the  Governor  of  North  Carolina,  I  wish 
to  report  that  I  met  with  the  Commission  during  the 
year  1948.  It  was  the  view  of  a  minority  group  on 
the  Commission  that  the  administration  of  laws  and 
regulations  pertaining  to  the  milk  supply  in  the 
state  was  properly  the  function  of  the  North  Caro- 
lina State  Board  of  Health.  To  this  end,  a  minority 
report  was  evolved  setting  forth  this  view  as  a 
recommendation  to  the  full  Commission,  and,  as 
your  representative  on  the  Commission,  I  signed  the 
minority  report.  However,  the  minority  report  was 
not  sustained  by  a  majority  vote  of  the  Commission; 
so  the  administration  of  the  laws  and  regulations 
governing  the  milk  supply  of  the  state  continues  to 
be  a  function  of  the  N.  C.  Department  of  Agricul- 
ture. 

ALDERT  S.  ROOT,  M.D.,  Member 
N.  C.  Milk  Commission 

Liaison  Committee  on  Insurance  to  Work  With 
North   Carolina   Insurance  Commissioner 

This  committee  met  in  Charlotte,  North  Carolina, 
with  all  members  present  on  March  20,  1949. 

It  is  the  individual  and  collective  opinion  of  this 
committee  that  over  the  years.  The  Aetna  Group 
Liability  Insurance  Company,  The  Commercial  Cas- 
ualty Insurance  Company,  and  The  World  Health 
and  Accident  Insurance  Company  have  been  official- 
ly endorsed  by  proper  authorites  of  the  North  Caro- 
lina Medical  Society.  After  conferring  with  the 
North  Carolina  Commissioner  of  Insurance,  no  justi- 
fiable grounds  can  be  found  for  recommending  to 
the  Executive  Committee  that  the  North  Carolina 
Medical  Society's  endorsement  be  withdrawn. 

This  committee  can  report  that  the  Hospital  Care 
Association,  as  well  as  some  commercial  companies, 
will  include  psychoneurotic  patients  in  their  cover- 
age. 

W.  E.  MILLER,  M.D. 
Chairman 

Committee  on  Medical  Society  Home 

There  was  never  a  formal  meeting  of  the  entire 
Committee  on  the  Selection  of  a  Home  for  the 
State  Medical  Society. 

I  discussed  with  Dr.  Robertson  and  with  Dr.  Hill 
the  possibilities  of  several  pieces  of  real  estate  in 
Raleigh.  The  prices  of  all  seemed  to  be  too  high. 

Wake-Stone,  the  former  home  of  Secretary  of 
the  Navy  Josephus  Daniels,  was  and  continues  to  be 
the  best  prospect.  The  price  was  $75,000.  It  can  be 
bought  for  considerably  less  if  some  of  the  acreage 
is  omitted  from  the  purchase.  By  renting  part  of  it, 
it  could  almost  carry  the  purchase  price  by  itself  on 


a  long  time  basis.  It  is  a  beautiful  and  a  well  built 
home. 

HUBERT  B.  HAYWOOD,  M.D. 
Chairman 

Committee   on   Child    Welfare 

There  has  been  no  official  meeting  of  the  Com- 
mittee on  Child  Welfare  during  the  past  year.  The 
chairman  of  the  committee  has  met  with  Dr.  George 
Cooper  of  the  State  Board  of  Health  to  go  over  the 
plans  for  premature  care,  and  believes  them  satis- 
factory for  the  state.  A  summary  of  the  premature 
care  plan  is  as  follows: 

Hospitals  in  the  state  are  designated  as  prema- 
ture centers.  In  order  to  be  designated  as  a  center, 
the  hospital  has  to  comply  with  certain  minimum 
standards  which  include  basic  equipment  in  the  nurs- 
ery and  twenty-four  hour  nursing  personnel,  the 
head  of  the  nursery  being  required  to  take  a  course 
in  premature  care.  The  centers  so  far  designated  are 
Rex  Hospital  in  Raleigh,  Watts  and  Duke  Hospitals 
in  Durham,  the  North  Carolina  Baptist  Hospital  in 
Winston-Salem,  Charlotte  Memorial  Hospital  in 
Charlotte,  and  the  Mission  Hospital  in  Asheville. 
Duke  Hospital  is  being  developed  as  a  training  cen- 
ter for  nurses.  Under  this  program  persons  who  are 
unable  to  finance  the  care  of  premature  babies,  in 
whole  or  in  part,  are  assisted  by  the  state.  Those 
children  who  are  on  the  program  are  paid  for  by 
the  state,  the  hospital  being  paid  a  per  diem  cost, 
and  the  physician  being  paid  a  daily  fee  up  to  the 
maximum  of  $50.00  for  physician  care.  It  is  hoped, 
as  this  program  develops,  that  it  can  be  expanded 
to  other  hospitals  in  the  state. 

The  chairman  of  this  committee  took  part  in  a 
panel  on  Child  Welfare  at  the  Rural  Health  Confer- 
ence at  the  University  of  North  Carolina. 

ARTHUR  H.  LONDON,  JR.,  M.D. 
Chairman 

Committee   on   Emergency   Medical  Care 

The  Committee  on  Emergency  Medical  Care,  after 
meeting,  agreed  that  the  problem  should  be  consid- 
ered in  terms  of  the  simultaneous  detonation  of  sev- 
eral atomic  explosions  in  densely  populated  or  stra- 
tegic areas.  The  medical  problems  arising  from  such 
a  situation  are  unique  and  complex  and  complicated 
by  the  lack  of  information  on  atomic  defense,  shield- 
ing of  radiation,  etc.  In  all  probability  the  imme- 
diate problems  of  rescue  and  relief  will  be  under 
the  direction  of  physicians  with  the  cooperation  of 
military  and  lay  groups.  In  spite  of  the  inadequacies 
in  our  present  knowledge,  there  is  little  question 
but  that  thousands  of  lives  could  be  saved  in  such  an 
emergency  by  the  institution  of  an  effective  pro- 
gram. 

The  chief  medical  problems  which  would  arise  can 
be  divided  as  follows: 

I.  First  Aid:  This  would  require  dressing  stations 
under  the  supervision  of  trained  medical,  nursing, 
and  technical  personnel  to  handle  burn  and  blast 
injuries  and  to  determine  the  need  for  and  the  spe- 
cific treatment  of  radiation  injuries.  In  anticipation 
of  the  above  it  would  be  advisable  for  each  medical 
society  to  appoint  an  initial  survey  group  to  deter- 
mine "the  local  availability  of  beds,  cots,  drugs,  and 
facilities  for  reception  or  shelter  in  such  places  as 
armories,  schools,  churches,  and  large  warehouses, 
in  addition  to  hospitals.  This  would  require  complete 
cooperation  and  liaison  with  fire  and  police  depart- 
ments, and  local  Red  Cross  representatives  to  pro- 
vide communication  and  transportation  and  to  as- 
sure proper  handling  of  emergencies  and  control  of 
traffic  in  and  out  of  contaminated  areas. 

II.  Inspection  and  monitoring.  This  will  require 
specialized  personnel  to  advise  on  the  handling  of 
radioactive  substances  and  areas  to  outline  proce- 
dures  for   the     decontamination     of    personnel     and 
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equipment.  In  all  piobability  specialized  equipment 
and  detontamination  centers  will  be  necessary.  This 
aspect  of  the  problem  could  be  best  handled  by  local 
radiologists  in  cooperation  with  local  or  state  indus- 
try having  personnel  experienced  in  electronics.  This 
group  should  have  specialized  training  in  the  use 
and  maintenance  of  special  radiation  survey  equip- 
ment and  have  prompt  access  to  the  same.  They 
would  be  responsible  for  detecting  and  measuring 
radioactivity  and  the  isolation  of  contaminated 
areas,  water,  food  supplies,  personal  belongings,  etc. 
HI.  Epidemiology  and  sanitation.  This  would  in- 
clude emergency  examination  of  water  supply  for 
radioactivity,  the  provision  of  new  supplies  from 
deep  wells  or  from  large  distillation  plants,  disposal 
of  sewage,  storage  of  food,  etc.  This  could  best  be 
handled  by  state  and  local  public  health  officials. 

IV.  Other  committees  to  include  responsibility 
for  education,  public  instruction  and  morale.  This 
can  be  accomplished  by  dissemination  of  factual  in- 
formation by  the  State  Society  to  acquaint  the  lay 
population  with  the  general  facts  of  disaster  anil 
radioactivity  in  a  fashion  that  will  not  produce 
anxiety  or  "misinformation.  This  could  be  handled 
jointly  by  psychiatrisits  in  coordination  with  local 
lay  groups  in  charge  of  various  forms  of  communi- 
cation. 

Sines  therapy,  especially  for  radiation  and  blast, 
will  be  largely  supportive,  the  members  of  the  Em- 
ergency Care  Committee  would  like  to  urge  careful 
consideration  of  the  present  plan  of  the  National 
Blood  Program  of  the  American  Red  Cross.  The 
Red  Cross  has  recently  established  a  regional  blood 
center  in  Charlotte  to  serve  the  immediate  and  ad- 
jacent areas.  This  program  is  expanding  and  meeting 
increasing  demands  for  whole  blood  and  blood  sub- 
stitutes. A  second  regional  center  is  to  be  opened  in 
Asheville  to  serve  the  western  part  of  the  state,  and 
within  the  next  year  a  third  center  is  planned  for 
the  central  and  northeastern  parts  of  North  Caro- 
lina and  probably  will  be  located  in  or  in  the  vicinity 
of  Raleigh.  The  northeastern  counties  will  probably 
be  supplied  by  a  regional  center  to  be  opened  in 
Norfolk,  Virginia. 

Since  the  chief  problem  in  treatment  will  be  that 
of  providing  access  to  adequate  amounts  of  blood  or 
blood  substitutes,  the  present  Red  Cross  regional 
blood  center  program,  by  collecting  blood  from,  en- 
tire areas  by  means  of  mobile  units,  will  be  able  to 
supply,  on  call,  whole  blood  as  well  as  serum  albu- 
min, sterilized  plasma  and  gamma  globulins.  The 
approval  of  such  a  program  will  be  a  forward  step 
in  the  widespread  plan  of  medical  preparedness  in 
national  defense.  State-appointed  disaster  commit- 
tees to  operate  from  these  regional  centers  in  coop- 
eration with  the  neighboring  counties,  implemented 
by  some  form  of  program  as  outlined  above,  would 
serve  to  supplement  such  a  program.  The  inactivated 
general  hospital  units  of  World  War  II  could  serve 
as  a  nucleus. 

It  is  suggested  that  these  blood  centers,  new  hos- 
pital sites,  storage  sites  for  food  and  antibiotics 
be  decentralized  and  dispersed.  The  individual  emer- 
gency units  would  probably  serve  best  if  located  and 
operated  from  the  vicinity  of  the  blood  bank.  It  is 
also  suggested  that  routine  blood  typing  and  index- 
ing of  all  available  donors  be  done  and  kept  for 
available  use. 

In  considering  the  medical  aspects  of  emergency 
care  the  following  is  suggested: 

1.  An  organized  plan  with  the  joint  cooperation 
of  medical,  military,  public  service  and  lay  groups 
to  study  and  propose  plans  for  emergency  aid,  mass 
evacuation,  transportation,  communication,  monitor- 
ing and  public  health  measures  in  time  of  disaster. 

2.  The  provision  for  and  establishment  of  fully 
equipped  storage  sites  for  blood  banks,  nonperish- 
able  foods,  antibiotics,  dressing  and  evacuation  cen- 


ters   dispersed,    but    jiroximal    to    large    population 
areas. 

DAVID   CAYER,   M.D. 
Chairman 

Advisory  Committee  to  Medical  Auxiliary 
1.     ()rg;inization: 

(a)  Membership — Total  1130 — an  increase  of  8 
ovei'  the  previous  year,  with  an  expected  increase 
at  the  time  of  meeting. 

(b)  New  organizations — All  counties  of  First 
District  organized  into  one  auxiliary,  under  the 
outstanding  leadership  of  Mrs.  J.  E.  Smith  of 
Windsor.  New  organizations  in  the  following 
counties:  Carteret,  Halifa.x,  Caswell,  Alamance, 
Iredell,   Alexander,  Burke,  and   Rowan-Davie. 

(c)  Dues:  National    $1.00 

State  1.00 
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Total  $2.00 

(d)  Publications:  The  Bulletin,  official  organ  of 
the  Auxiliary  of  the  American  Medical  Associa- 
tion; 44  copies  come  into  this  state;  should  have 
1.000  copies.  Hygeia,  American  Medical  Associa- 
tion magazine  for  public  education,  has  only  204 
subscriptions  in  North  Carolina.  This  magazine 
should  be  in  every  home  and  in  every  public 
school  in  North  Carolina. 

2.  Education: 

(a)  The  members  of  the  Auxiliary  in  every  or- 
ganized auxiliary  in  the  state  have  studied  and 
sought  information  to  familiarize  themselves 
with  the  proposed  federal  program  of  socialized 
medical  care. 

(b)  The   members   of   the   auxiliaries   have   used 
every    means    available    to    educate    the    public, 
pointing  out  the  advantages  of  the  private  prac 
tice  of  medicine. 

(c)  When  opportunity  presented  itself,  members 
of  the  Auxiliary  actively  cooperated  with  the 
N.  C.  nurse  recruitment  jirogram. 

3.  Endowments: 

(a)  Student  J^oan  Fund — available  to  students 
seeking  aid  for  medical  education,  but  at  present 
not  in  use. 

(b)  Endowments  of  one  bed  in  each  of  the  three 
sanatoria  for  the  treatment  of  tuberculosis:  the 
McCain  Bed,  N.  C.  Sanatorium,  McCain;  the 
Stevens  Bed,  Western  North  Carolina  Sanator- 
ium, Black  Mountain;  and  the  Cooper  Bed,  East' 
tern  North  Carolina  Sanatorium,  Wilson.  Occu- 
pants of  these  beds  are  encouraged  and  helped 
by  personal  contacts,  letters  and  gifts,  and  the 
beds  are  available  to  doctors  and  members  of 
allied  professions. 

4.  Public  Relations: 

The  members  of  the  Auxiliary  are  very  con- 
scious of  their  duties  as  public  relations  officers 
for  the  Medical  Society  of  the  State  of  North 
Carolina,  and  have  endeavored  to  keep  this  im- 
portant function  m  mind  at  all  times,  regardlesi 
of  time,  place,  or  circumstances. 

5.  Special     Projects     of    Note     Which     Have     Been 
Carried  Out  by  Local  Auxiliaries: 

(1)  Loan   funds   for    student   nurses    in   local 
schools  of  nursing 

(2)  Programs  of  supplemental  education  for 
local  students  of  nursing 

(3)  Help   with   various   fund   raising   drives   ant 
public  health  programs. 

We  feel  that  the  above  report  is  tangible  evidence 
of  the  remarkable  work  done  by  the  Auxiliary  foi 
the  year  1948-1949.  This  report  certainly  speaki 
of  the  Auxiliary's  active  and  intelligent  interest  il 
the  welfare  of  the  state's  medical  profession. 
RACHEL  D.  DAVIS,  M.D. 
Chairman 
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Eleclion  of  the  General  Practitioner  of  tlie  Year 

.  .  .  President  Robertson  called  on  Dr.  Sams  to 
report  for  the  Committee  on  the  General  Practi- 
tioner of  the  Year.  Dr.   Sams  read  the  report. 

Dr.  a.  G.  Dixon  (Ayden):  Dr.  Sams  made  a  recom- 
mendation that  the  man  selected  as  the  general  prac- 
titioner  of  the   year   be   given   suitable   recognition. 
I  move  that  that  recommendation  be  adopted. 
.  .  .  This  motion  was  seconded  and  carried. 
Dr.  Dixon:   I  want  to  make  another  motion.   The 
nelectior.  of  the  general  practitioner  of  the  year  is 
levy   important,   and   it   should   not   be   done   at   this 
Doint  ii.  the  meeting,  when  so  many  people  have  left, 
move  that  this  matter  be  taken  up  at  the  next  an- 
lual   meeting   in  the  first   session   of  the    House   of 
Delegates,  when  we  shall  have  more  delegates  pres- 
et. 
.  .  .  This  motion  was  seconded  and  carried. 
Out  of  47  votes  cast  for  the  general  practitioner 
)f  the  year.  Dr.  Seay  received  a  majority.  Dr.  Shafer 
jscorted  Dr.  Seay  to  the  platform. 

Dr.  Thomas  W.  Seay  (Spencer):  My  friends,  this 
!s  certainly  a  nice  surprise,  and  I  should  be  foolish 
f  I  did  not  say  I  am  grateful.  I  shall  continue,  I 
hope,  to  be  worthy  of  your  trust. 

I  have  no  recommendations  to  give  to  you  men. 
[  am  proud  of  the  fact.  Dr.  Sams,  that  there  is  be- 
ginning in  this  state  a  good  thing — the  Academy  of 
General  Practice.  What  we  need  is  more  working 
doctors  who  will  make  calls  on  sick  people  in  their 
homes.  They  tell  me  that  in  some  cities  only  50  per 
ent  of  the  doctors  will  call  on  people  in  their  homes, 
md  I  believe  that  that  is  why  we  have  bad  public 
relations.  I  hope  that  the  coming  generation  will  so 
;ake  care  of  the  practice  of  medicine  in  this  state 
:hat  we  shall  not  have  to  be  bothered  with  Washing- 
con  or  anywhere  else  to  look  after  sick  people  in 
North  Carolina. 

Dr.  George  F.  Bond  (Bat  Cave) :  This  afternoon 
we  had  a  rather  considerable  discussion  of  the  prob- 
eni  of  whether  or  not  we  should  contribute  to  our 
:ounty  end  state  societies  funds  for  an  advertising 
agency  to  carry  the  word  to  the  public  against  na- 
tional health  insurance.  I  am  not  a  member  of  the 
House  of  Deleg'ates,  but  I  have  talked  to  a  number 
if  delegates  who  have  been  sent  here  with  instruc- 
rfons  to  vote  down  an  increase  of  dues  for  our  State 
Society  if  those  dues  are  to  be  increased  to  provide 
for  an  advertising  agency  to  take  care  of  a  problem 
which  is  ours.  For  the  last  fifteen  years  we  have 
Deen  forbidden  by  the  A.M. A.  and  our  own  societies 
:o  do  any  advertising.  We  now  have  the  opportunity, 
it  last,  to  stand  on  our  feet  and  talk;  yet  we  voted 
;o  employ  an  advertising  agency  to  do  the  work 
'which  we  ourselves  should  do.  My  county  medical 
lociety  feels  it  nright  be  wiser  if  perhaps  one-third 
)f  that  $15.00  were  to  be  allocated  to  supply  infor- 
■nation  and  material  to  the  doctors  who  might  talk 
:o  local  societies. 

I  offei  no  request  for  a  change  in  the  situation, 
JUt  I  I'emind  you  that  if  we  vote  this  deal  through. 
ne  shall  be  doing  as  hospitals  do  when  they  run 
nto  a  deficit.  They  say  "Let's  hii-e  a  new  adminis- 
xator,"  and  they  put  on  his  shoulders  the  deficit. 

Dr.  James  W.  Davis  (Statesville) :  I  want  to  offer 
'.his  remedy.  I  suggest  that  the  Council  meet  two  or 
'.hree  times  a  year,  formulate  a  plan  of  action  of  a 
iefinite  type,  and  pass  the  information  along  to  the 
ecretarj  of  each  county  society,  so  that  each  society 
nay  confer  with  its  members  and  each  member  do 
lis  part.  I  believe  that  will  do  more  good  than  hir- 
Tlg  a  dozen  publicity  experts  or  advertising  agencies. 
Dr.  1,.  A.  Crowell,  .Jr.  (Lincolnton) :  I  move  that 
ihis  Society  rescind  that  portion  of  the  action  taken 
ihis  afternoon  which  called  for  the  employment  of 
I  publicity  dii-ector  and  for  raising  the  dues  to  $40.00 
i  year,  and  I  offer  as  a  substitute  in  place  of  that 


a  motion  that  the  dues  be  raised  $5.00  a  year  and 
that  that  money  be  spent  by  the  executive  secretary 
for  the  purpose  of  supplying  literature  to  the  county 
units. 

Dr.  Sams:  Since  the  motion  has  already  been 
passed,  it  will  be  necessary  for  a  two-thirds  majority 
of  those  who  voted  for  it  to  be  present  to  ask  that 
it  be  rescinded. 

...  A  count  of  the  delegates  showed  that  a  two- 
thirds  majority  was  not  present,  and  no  action  was 
taken. 

Amendments  to  the  Constitution  and  By-Laws 

Executive  Secretary  Barnes:  There  comes  up  for 
final  action  a  resolution  to  amend  Chapter  VI,  Sec- 
tion 2,  of  the  By-Laws,  as  to  the  succession  to  a 
vacancy  in  the  office  of  president. 

...  A  motion  to  adopt  the  resolution  was  made 
and  after  some  discussion  was  carried  by  a  vote  of 
28  to  4.  The  amendment  provides  that  the  first  vice 
president  rather  than  the  president-elect  shall  suc- 
ceed to  the  presidency  in  the  event  of  the  president's 
death. 

Executive  Secretary  Barnes:  The  Executive  Com- 
mittee has  discussed  the  desirability  of  appointing 
alternate  councilors  in  the  ten  medical  districts  to 
assist  the  councilors  in  the  work  of  their  districts 
and  in  attending  meetings  of  the  Executive  Com- 
mittee and  the  Council.  To  do  that.  Article  VIII,  as 
to  officers  of  the  State  Society,  as  well  as  Chapter 
VIII  of  the  By-Laws,  which  provides  for  councilors 
only,  would  have  to  be  amended.  It  was  the  recom- 
mendation of  the  Executive  Committee  that  this  be 
brought  to  the  attention  of  the  House  of  Delegates 
for  any  action  the  House  desires  to  take. 

.  .  .  Dr.  Hart  moved  that  the  recommendation  to 
amend  Article  VIII,  Section  1  of  the  Constitution 
and  Chapter  VIII,  Section  1  of  the  By-Laws  lie  on 
the  table  for  one  year.  This  motion  was  seconded 
and  carried. 

There  followed  a  discussion  regarding  a  proposal 
to  amend  Chapter  IV,  Section  2  of  the  By-Laws,  to 
provide  that  delegates  be  allotted  to  hyphenated 
component  counties  medical  societies  on  the  basis 
of  the  total  membership  in  a  component  counties 
medical  society  as  set  forth  in  the  original  Chapter 
IV,  Section  2.  This  section  had  been  amended  by  the 
House  of  Delegates  in  1946  to  read  "that  the  number 
of  delegates  allotted  to  the  societies  made  up  of  sev- 
eral counties  be  equal  to  the  total  number  of  dele- 
gates v.'hich  would  be  allotted  to  each  of  the  counties 
separately." 

No  action  was  taken,  and  the  House  of  Delegates 
adjourned  at  12:05  a.m. 

WEDNESDAY  AFTERNOON  SESSION 
May  11,   1949 

The  House  of  Delegates  convened  for  its  final  ses- 
sion on  Wednesday  afternoon.  May  11,  1949,  and  was 
called  to  order  by  the  president.  Dr.  James  F. 
Robertson.  The  executive  secretary,  i\Ir.  J.  T.  Barnes, 
declared  a  quorum  present,  and  President  Robertson 
called  for  the  report  of  the  Nominating  Committee. 

Report   of   the   Nominating    Committee 

Your  nominating  committee,  after  much  consider- 
ation and  thought,  presents  the  following: 

1.  President-Elect,  one  year — Dr.  Roscoe  McMillan 

2.  First  Vice  President,  one  year — Dr.  Ben  Royal 

3.  Sejond  Vice  President,  one  year — Dr.  Joseph  A. 
Elliott 

4.  Secretarv    and    Treasurer,    three    years — Dr. 
Millard  b.  Hill 

5.  Councilors: 

First   District Dr.   Zack   Owens 

Second  District  Dr.  A.  Papineau 

Third  District  Dr.  Donald  Koonce 

Fourth  District  Dr.  Bahnson  Weathers 
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Fifth  District  Dr.   Hugh  McAllister 

Sixth  District  Dr.  Arthur  London 

Seventh  District  Dr.  L.  A.  Crowell,  Jr. 

Eis:hth  District  Dr.  Jim  McNeill 

Ninth  District  Dr.  I.  E.  Shafer 

Tenth  District  Dr.  W.  A.  Sams 

Ci.  Delegates  to  the  American  Medical  Association, 
two  year  term  beginning  January  1,  19.50: 

Dr.  C.   F.   Strosnider 

Dr.  B.  O.  Edwards 

Dr.  Millard  D.  Hill  (secretary  and  treasuier) 
Altei'nate  delegates: 

Dr.  Grady  Dixon 

Dr.  V.  K.  Hart 

Dr.  Wingate  Johnson 

7.  Members  of  the  North  Carolina  Stale  Board  of 
Health,  four  year  term: 

Dr.  Ben  Lawrence 
Dr.  John  Bender 

8.  Member  of  the  North  Carolina  State  Board  of 
Nnise  Examiners,  three  year  term: 

Dr.  Louten  R.  Hedgpeth 

9.  Member  of  Hospital  Saying  Association,  three 
year  term: 

Dr.  Edward  MeG.  Hedgpeth 

10.  Delegates  to  the  Virginia    Medical    Association, 
1949: 

Dr.  P.  G.  Fox 

Dr.  Moir  S.  Martin 

Dr.  John  Payne 

11.  Delegates  to  the  South  Carolina  Medical  Society, 
1950: 

Dr.  J.  A.  Shaw 

Di-.  Thomas  H.  Byrnes 

Dr.  Harry  Summerlin 

12.  Delegates  to  the  Georgia  Medical  Society,  V.lHO: 

Dr.  Elias  Faison 
Dr.  John  Bender 
Dr.  J.  R.  Terry 
1.3.    Delegates    to    the    Tennessee    Medical     Soriely, 
1950: 

Dr.  W.  A.  Sams 
Dr.  Fred  Garvey 
Dr.  J.  H.  McNeill 

14.  Delegate  to  the  North  Carolijia  Dental  Society, 
1950:  ,      ' 

Dr.  Amos  Johnson 

15.  Place  and  date  of  the  1950  meeting  lefl    to  the 
discretion  of  the  Executive  Committee. 

Respectfully  submitted, 
B.  O.  EDWARDS,  M.D. 
Chairman 
.  .  .  Upon  motion  by  Dr.  Edwards,  duly  seconded 
and  unanimously  carried,  the  report  was  accepted. 

.Vmendments  to  the  Con.stitution  and  By-Laws 
Executive  Secretary  Barnes:  On  Monday  evening 
a  motion  was  made  to  amend  the  Constitution  and 
By-Laws  so  as  to  provide  for  the  election  of  an 
assistant  councilor  in  each  of  the  ten  councilor  dis- 
tricts of  the  state.  Under  the  Constitution  the 
amendment  to  the  Constitution  has  to  lie  over  for 
one  year,  and  the  amendment  to  the  By-Laws  has 
to  lie  over  for  twenty-four  hours  before  being  voted 
on. 

.  .  .  Upon  motion  by  Dr.  R.  B.  Davis,  duly  seconded 
and  carried,  the  amendment  to  the  By-Laws  was 
adopted. 

Dr.  G.  G.  Dixon  (Ayden) :  Since  the  nominating 
committee  has  already  made  its  report,  and  since 
the  district  meetings  very  likely  will  not  take  place 
for  several  months,  I  move  tliat  each  member  of 
the  Council  select  his  alternate,  to  serve  for  one 
year,  until  the  next  annual  meeting,  and  that  each 
councilor  notify  the  secretary  of  his  choice  within 
30  days. 

.  .  .  This  motion  was  seconded  and  can-ied  unani- 
mously. 


NEW  BUSINESS 
Revision  of  the  Constitution  and  By-Laws 
Secretary  McMillan:  I  move  that  the  incoming 
president  appoint  a  committee  to  revise  the  Consti- 
tution and  By-Laws  and  present  the  proposed  re- 
vision to  the  House  of  Delegates  at  the  1950  meet- 
ing. 

.  .  .  This  motion  was  seconded  and  carried  unani- 
mously. 

Reporting  of  Section  Transactions 
Dr.  L.  R.  Hedgpeth  (Lumberton):  I  move  that  the 
State  Society  require  the  secretary  of  each   section 
to  give  to  the  general  secretary  of  the  State  SocietyBol  \ 
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a   report   of  the   transactions   of  his   section   during 
the  meeting.  I  further  move  that  any  sections  which 
do  not  have  secretaries  be  required  to  elect  one. 
.  .  .  The  motion  was  seconded  and  carried. 

Revision   of  Fee   Schedule   for   Prepayment 
Insurance  Program 

Dr.  Ben  J.  Lawrence    (Raleigh):   I  offer  the  fol- 
lowing motion: 

"WHEREAS  the  proposed  plan  of  the  Medical 
Society  of  the  State  of  North  Carolina  for  Prepay 
ment  Hospital  and  Medical  Service  Voluntary  In 
surance  does  not  provide  for  compensation  of  gen 
era!  practitioners  for  x-rays  made  in  their  office; 
in  emergency  cases 

"THEREFORE   BE   IT   RESOLVED   that  the  in-1 
coming  president  of  the   Society,  Dr.   G.  Westbrool    ""' 
Murnhy;    the    incoming    president-elect,    Dr.    Roscoe    '  "'' 
D.  McMillan:  and  the  incoming  secretary-treasurer 
Dr.  Millaid  D.  Hill,  constitute  a  committee  of  threj 
to  woik  with  Di'.  V.  K.  Hart,  chairman  of  the  Com 
mittee  on  Prepayment  Hospital  and  Medical  Service 
Voluntary  Insurance,  and  with  Mr.  E.  B.   Crawford 
executive  vice  president,  Hospital  Saving  Associatioi 
of  North  Carolina,  Inc.,  to  devise  means  of  amend 
ing   thfr   proposed   contract   of   insurance   to   provid 
that    x-rays    made    in    emergency    cases    by    genera 
practitioners  in  their  offices  shall  be  paid  for  unde 
the  said  insurance  plan;  and 

"BE  IT  FURTHER  RESOLVED  that  the  com 
mi+tee  herein  named  is  directed  to  meet  as  earl; 
as  possible,  in  order  that  the  proposed  change  ma; 
1)0  made  in  the  contract." 

,   .   .   The   motion  was   seconded   and   carried 
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UNFINISHED    BUSINESS 
Report  of  the  Comniitte  on  the  President's  Addres 

In   general   and   as   a   whole,   your   committee   a 
nroves  President  .James  F.  Robertson's  report  to  thl 
House  f'f  Delegates.  Especially,  we  auprove  of  th 
establishment  of  a  home  for  the  aged  at  state   e: 
Dense   because   of  relief   it   would    give   our   ment 
institutions  and  general  hospitals  of  purely  custodi, 
care.  Wc  also  approve  the  establishment  as  soon 
possible  of  a  home  owned  by  the  Medical  Society 
the  State  of  North  Carolina  and  conducted  along  t 
lines  suggested  in  the  report. 

We   disapprove   of  the   proposal   set  forth   in   t' 
paragraph  which  follows: 

"At  this  time  I  want  to  say  that  our  executive  sei 
retary  will  from  now  on  conduct  all  of  the  affai 
of  our  Society  and  all  records  and  files  will  at  t' 
end  of  this  meeting  be  moved  to  his  office  in  R: 
leigh.   When   this   has   been   accomplished   I   dou 
that  there  will  be  a  need  any  longer  of  a  seer 
tary-treasurer.  It  is  my  belief  that  the  executi 
secretary  and  our  public  relations  director,  alo 
with  the  other  officers  of  the  Society,  could  co 
duct  the  affairs  of  the  organization  satisfactoril 
And  it  would  be  my  recommendation  that  the  o| 
fice  of  secretary-treasurer  be  abolished  at  the  e: 
of  this  annual  session.  In  several  other  state  mei 
cal  societies  this  has  worked  out  satisfactorily, 
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In  lieu  of  this,  we  recommend  lliat  the  Society 
continue  to  elect  an  active  member  to  office  of  sec- 
cretary-treasurer,  as  has  bi'cn  done  in  the  past.  It  is 
understood  or  believed  that  the  expense  of  operation 
of  the  said  office  will  be  greatly  reduced  by  reason 
of  the  reduction  of  its  duties. 

We  further  recommend  that  the  incoming  Execu- 
tive Committc  definitely  and  specifically  outline  the 
duties  of  the  executive  secretary  and  secretary- 
treasurer. 

We  further  recommend  that  the  part  of  the  report 
dealing  with  expansion  of  insurance  coverage  be  re- 
ferred to  the  Insurance  Committee,  and  they  shall,  if 
and  when  deemed  advisable,  report  same  to  the 
i»iii|  Executive  Committee. 

Your  committee  feels  that  this  Society  is  due  Dr. 
Robertson    both    praise    and    commendation   for    his 


superb 


laborious    and    outstaniling    effort     and 
reign  over  its  affairs 

W.  A.  SAMS,  M.D. 
Chairman 

...  A  motion  to  adopt  the  report  was  seconded 
and  cairied. 

There  followed  considerable  discussion  concern- 
ing the  remuneration  for  the  secretary-treasurer, 
during  which  several  motions  were  made  and  with- 
drawn. President  Robertson  then  pointed  out  that 
at  the  January  session  of  the  House  of  Delegates 
the  Finance  Committee  made  a  report,  which  was 
approved,  recommending  that  the  secretary-treas- 
urer be  paid  $2,400  a  year  and  an  expense  account. 
No  further  action  was  taken 

Upon  motion  duly  seconded  and  carried,  the  House 
of  Delegates  adjourned  sine  die. 


GENERAL  SESSIONS 


FIRST  GENERAL   SESSION 
Tuesday,  May   10 

The  first  general  session  of  the  ninety-fifth  an- 
nual meeting  of  the  Medical  Society  of  the  State  of 
North  Carolina  convened  in  the  ballroom  of  the 
Carolina  Hotel  at  10  a.m.  and  was  called  to  order 
by  the  secretary-treasurer.  Dr.  Roscoe  D.  McMillan. 
Following  the  invocation  Secretary  McMillan  turned 
the  gavel  over  to  the  president.  Dr.  James  F. 
Robertson.  J 
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Presentation  of  the  Moore  County 
Society   Medal 

President  Robertson  called  for  the  report  of  the 
Committee  on  Award  of  the  Moore  County  Medal. 
Dr.  William  F.  Hollister  of  Pinehurst  presented  the 
medal  to  Dr.  Felda  Hightower,  of  the  Bowman  Gray 
School  of  Medicine,  for  the  paper  entitled  "The  Con- 
;rol  of  Electrolyte  and  Water  Balance  in  Surgical 
Patients,"  which  he  and  Dr.  William  A.  Wolff  pre- 
pared for  the  Section  on  Surgery  at  the  ninety-fourth 

e  ('*  annual  session. 
d\ 

•fiiis!  Report  of  the  Obituary  Committee 

We  pause  here  to  pay  homage  to  those  of  our 
(nembers  who  have  been  lost  to  us  in  the  past  year. 
Some  were  older  men  and  had  partially  completed 
sheir  work;    some   were   only   beginning   their   life's 

yjres  Arork  in  this  chosen  profession.  Young  and  old  alike 
otII  be  sorely  missed  by  their  families,  friends,  and 

,jl,  jli|;ommunities.  To  their  families  we  offer  our  deepest 

,  j(  (||,  sympathy  and   the  knowledge   that  these   men   had 

\J^  (,  served  mankind  and  had  accomplished  much  for  their 

''Ijjjjj,  'ellow  men  in  their  daily  life's  work. 

,j,.jjj,     Will  you  stand,  please,  wdiile  the  obituary  list  for 

Jjjjjl948   is    read    and    pause    for    a    moment    of    silent 

';(j,)rayer  at  the  conclusion. 

!';,;ti,  R.  M.  McMillan,  m.d. 

Chairman 

h  ;!i  "  )r.   N.    H.    Andrews    Rowland 

)r.  Ernest  Joseph  Anthony  Black  Mountain 

Jr.  Andrew  E.  Bell   (Honorarj-  Fellow) Mooresville 

jliu'*  )r.  Montgomery   Herman  Biggs 

ijaffall  (Honorary   Fellow)    Rutherfordton 

.]|„tH«.  Andrew  Blair  Charlotte 


II  Rs 


)r.  H.   M.   Bonner  Morehead   Citv 


)r.  Hassell  Brantley   (Honorary  Fellow)    Spring   Hope 

ill*  Jr.   Bruce    F.    Butler   Clinton 

;((t(  Jr.  Edward  Buehler  Clement    (Honorary  Fellow) Salisbury 

Jr.  Alv.i  Brown    Craddock Asheville 

Jr.   William    Benjamin    Crawford    Goldsboro 
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■.  alolJr.  Roliert  J.  Danehy  Newton 
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Jr.  Joshua  Judson   Davis   Smyrna 

)r.   Joshua  Davis   Davis 

Jr.  ^Villiam   Earl   Dawson    Stantonsburg 

Jr.  Horace   Colburn   Dodge    Asheville 

.ifd'r.  Moses   Alexander   Foil  Mt.    Pleasant 

'     ■  »r.   Paul   B,    Folger   Dobson 

Jr.  Frank  Hackett   Gilreath   (Honorary  Fellow) Wilkesboro 


Dr.   William  Wills  Green,   Jr.   Tarburo 

Dr.  Ira  .May  Hardy  Kinston 

Dr.  Echnund  Harrison    (Honorary   Fellow)    Greensljoro 

Dr.   W'elham  Bell   White   Howe   Flat   Rock 

Dr.  Allen  Jones  Jervey  Tryon 

Dr.   W.   C.   Kiser   Lincolnton 

Dr.   Donald    Harper   Leeper   Hiddenite 

Dr.  J.  M.  Lilly   (Honorary  Fellow) Fayetteville 

Dr.  John  Joseph  Willi;uns  Looney Rocky  Mount 

Dr.  James  McGehee  McAnally  Reidsville 

Dr.    Thomas   Womack   Pittsboro 

Dr.   Alvin  Clay  McCall    (Honorary  Fellow)    Asheville 

Dr.  Edward  Chadwick  McCleese Elm  City 

Dr.    Thomas   Marshall   McCoy    (Honorary   Fellow) Charlotte 

Dr.  Koss  Simonton  McEIwee    (Honorary   Fellow) Statesville 

Dr.   Robert   Louis'  McGee   Raleigh 

Dr.  Stu.art  McGuire   (Honorary  Member)    Richmond.  Va. 

Dr.  Donald  Munro  Mcintosh  (Honorary  Fellow) Old  Fort 

Dr.   Alexander  H.   McLeod    (Honorary   Fellow)    Aberdeen 

Dr.   E.   E.   Moore   Mt.    Airs' 

Dr.   Willian;!  Houston  Moore   (Honorary  Fellow) — ■\\'ilmington 

Dr.   Adlai   Stevenson    Oliver,   Jr.   Raleigh 

Dr.   James  Jarvis  Parker Elizabeth   City 

Dr.   William   Thomas   Parrott    (Honorary    Fellow)    Kinston 

Dr.  Joseph  Flanner  Patterson New  Bern 

Dr.    John    Mason    Pressly    Belmont 

Dr.   H.   L.  Price  Taylorsville 

Dr.   J.   W.   Ray   Pittslioro 

Dr.   Stenhen   Sampson   Roys'ter    (Honorari,'   Fellow) Shelby 

Dr.   William    Franklin   Smith    (Honorary   Fellow)    __Chadbourii 

Dr.  James  Edward  Smoot   (Honorary  Fellow)   Concord 

Dr.   Alexander  H.   Stevens,   Jr.   New    Bern 

Dr.  J.  B.  Surles  Four  Oaks 

Dr.   Josiah  Charles  Trent   Durham 

Dr.  Henry  Cleveland  Turlington  Dunn 

Dr.  Luther  Lee  Vann  Mars  Hill 

Dr.  James  Murray  Washburn  Lake  Lure 

Dr.  George  Thomas  'W^atkins,  Jr.   (Honorary  Fellow),- Durham 

Dr.   William  P.  Webb   (Honorary  Fellow)    Rockingham 

Dr.   ^VilIiam  Edward   Wilmerding   Skyland 

Dr.   Charles   .\ugustus  Woodard    (Honorary  Fellow).--  Wilson 
Dr.    A.    M.   Wooten   Pinetops 

.  .  .  The  audience  stood  for  a  minute  of  silence 
as  a  tribute  to  the  deceased  members. 

Introduction  of  Speakers 

The  chairman  introduced  Dr.  Eugene  A  Stead,  Jr., 
of  Durham,  who  gave  a  paper  on  "Circulatory 
Changes  in  Hyperthyroidism." 

Dr.  A.  H.  Pate  of  Goldsboro  was  introduced  and 
spoke  on  "The  Management  of  Vomiting  in  Acute 
Infections  Without  the  Use  of  Parenteral  Fluids." 

President  Robertson  presented  Dr.  R.  B.  Davis  of 
Goldsboro,  who  gave  a  paper  on  "Errors  in  Medical 
Education  and  Their  Remedy." 

A  guest  speaker.  Dr.  Samuel  F.  Marshall  of  Bos- 
ton, was  presented  and  addressed  the  Society  on  the 
subject  of  "Cancer  of  the  Breast." 

Dr.  V.  K.  Hart  of  Charlotte  read  a  paper  on  "Bi- 
lateral Recurrent  Laryngeal  Nerve  Paralysis  Fol- 
lowing Thyroidectomy." 

Dr.  George  J.  Baylin  of  Durham  discussed  "The 
Roentgen  Aspect  of  Nonopaque  Pulmonary  Foreign 
Bodies." 

Secretary    McMillan    made    some    announcements 
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aiul  then  presented  Drs.  David  Adcock  and  Powell 
Barnes,  delegates  from  the  South  Carolina  Medical 
Association,  who  stood  for  recognition. 

i\Iiss  Ruth  Hay,  professor  of  public  health  nurs- 
ing at  the  University  of  North  Carolina,  was  pre- 
sented by  Secretary  McMillan,  and  spoke  on  "Nurs- 
ing for  the  Future." 

A  paper  on  "Recent  Advances  in  the  Treatment 
of  Neurosyphilis"  was  given  by  another  guest 
speaker.  Dr.  Augustus  S.  Rose,  of  Boston,  Mass- 
achusetts. 

Dr.  Wiley  B.  Forbus  of  Durham  talked  on  the 
subject  of  "Problems  in  Medical  Legal  Investigation 
in  North  Carolina." 

The  first  geneial  session  then  adjoui'ned  at  12:48 
p.m. 


BANQUET  SESSION 
Tuesday,   May    10 

Tlu>  annual  banquet  of  the  Medical  Society  was 
held  in  the  dining  room  of  the  Carolina  Hotel,  with 
Dr.  Samuel  F.  Ravenel  of  Greensboro  acting  as 
toastmaster. 

Following  the  invocation,  the  secretary-treasurer, 
Dr.  Roscoe  D.  McMillan,  introduced  the  living  past 
presidents  of  the  Society  and  other  members  and 
guests.  Toastmaster  Ravenel  then  introduced  Presi- 
dent James  F.  Robertson,  who  delivered  his  Presi- 
dent's Address  (published  in  the  May  issue  of  the 
North  Carolina  Medical  Journal). 

Dr.  William  deB.  MacNider,  chairman  of  the  Ses- 
quicentennial  Committee  then  introduced  Dr.  Hubert 
A.  Roystei.  Following  Dr.  Royster's  talk  on  "A 
Century  and  a  Half  of  Medicine  in  North  Carolina" 
(published  in  this  issue)  and  Dr.  Morgan's  address, 
"Reflections,  Protestations,  and  Suggestions  of  a 
Member  of  the  Lo.val  Opposition"  (pulilished  in  the 
June  issue  of  the  North  Carolina  Medical  Journal), 
the  banquet  session  adjourned. 


SECOND  GENERAL  SESSION 
Wednesday,  May   1 1 

The  .scconil  general  session  was  called  to  order 
at  !.)  a.m.  by  the  secretary-treasurer,  Dr.  Roscoe  D. 
McMillan,  who  introduced  the  first  three  speakers. 
Dr.  Ledyard  DeCamp  of  Charlotte  read  a  paper  on 
"Diagnosis  and  Management  of  Mild  and  Severe 
Pve-Eclampsia";  Dr.  Clarence  E.  Gardner,  Jr.,  of 
Durham  spoke  on  "Cancer  of  the  Stomach";  Dr.  C. 
Graham  Reid  of  Charlotte  spoke  on  "Gastric  Car- 
cinoma"; and  Dr.  E.  G.  McGavran  of  Chapel  Hill 
gave  a  paper  on  "Public  Health  and  the  Medical  Care 
Program." 

Panel  Discussion 

Dr.  Paul  Whitaker  of  Kinston  then  took  the  chair 
and  acted  as  moderator  for  a  panel  discussion  on 
"The  Medical  Profession's  Present-Day  Health  Prob- 
lems." Those  paiticipating  in  the  panel  were  Dr.  J. 
W.  R.  Norton,  State  Health  Officer:  Dr.  David  A. 
Young,  General  Superintendent,  State  Hospitals 
Board  of  Control;  Dr.  H.  S.  Willis,  superintendent 
of  the  North  Carolina  State  Sanatoria;  and  Drs. 
Fred  C-  Hubbard,  E.  H.  Ellinwood,  George  F.  Bond, 
J.  S.  Brewer,  C.  C.  Carpenter,  W.  C.  Davison,  W.  R. 
Berryhill,  and  V.  K.  Hart. 

Chaiiman  Mc^Iillan  introduced  Dr.  F.  G.  Wilson, 
deputy  director  of  the  Washington  Office  of  the 
i^merican  Medical  Association,  who  stood  for  recog- 
nition. 

Presentation  of  the  Winner   of   the   1919 
High   School  Essay   Contest 

Dr.  Amos  Johnson  introduced  Miss  Marian  Mc- 
Millan of  the  Oxford  Orphanage,  winner  of  the  high 


school  essay  contest  sponsored  by  the  Public  Rela- 
tions Committee.  Dr.  Koonce  presented  Miss  McMil 
Ian  with  a  $600  scholarship  award,  and  asked  her  l( 
read  her  essay  on  the  subject,  "I  Am  Opposed  ti 
Socialized   Medicine   Because." 

Chairman    McMillan    then    declared    the    meetiiiL; 
adjourned  at  11:.55  a.m. 


THIRD  GENERAL  SESSION 
Wednesday,  May  11 

The  last  general  session  was  held  in  the  ballroom 
of  the  Hotel  Carolina  on  Wednesday  afternoon  at 
.5  p.m.  President  James  F.   Robertson  presided. 

Mr.  James  T.  Barnes,  e.xecutive  secretary,  read 
the  report  of  the  Nominating  Committee  as  adopted 
by  the  House  of  Delegates.  Upon  motion,  duly  made 
and  seconded,  the  report  was  accepted. 

Installation   of    New    Officers 

President  Robertson:  I  ask  Dr.  John  Bender  if  he 
will  escort  our  new  president  to  the  rostrum. 

.  .  .  President-Elect  G.  Westbrook  Murphy  was 
escorted  to  the  platform  by  Dr.  John  R.  Bender. 

President  Robertson:  President  Murphy,  it  gives 
me  a  great  deal  of  pleasure  to  present  this  gavel  to 
you.  I  am  sure  that  the  Medical  Society  of  the  State 
of  North  Carolina  is  in  capable  hands,  and  I  hope 
that  the  members  will  give  you  the  same  loyal  sup- 
port that  they  have  given  me.  I  am  sure  that  1  will; 
cooperate  with  you  to  the  fullest  extent. 

President  Murphy:  Dr.  Robertson  and  ladies  and 
gentlemen,  we  are  setting  out  on  a  new  anil  com- 
paratively uncharted  course,  with  some  misgiving 
but  wJth  great  determination.  Even  though  there 
are  only  a  few  of  us  here  and  we  are  tired,  1  wish 
I  could  introduce  some  of  the  atmosphere  of  an  old- 
time  revival,  so  that  we  could  rededicate  ourselves 
to  the  affairs  of  this  organization 

1  want  to  make  a  promise  to  this  group,  and 
through  them  to  the  Medical  Society  of  the  State 
of  North  Carolina  that  we  will  endeavor  to  carry 
out  th-2  business  of  the  Society  with  as  much  dis- 
patch and  with  as  little  inconvenience  and  expense 
as  possible.  I  wish  to  say  to  the  new  officers  that 
I  shall  call  on  you  as  much  as  I  can,  but  througl 
the  mails  as  far  as  possible,  in  order  to  save  you 
the  time  and  inconvenience  of  traveling. 

It  now  becomes  my  very  happy  privilege  to  m- 
troduce  the  officers  who  have  just  been  elected.  It 
is  my  pleasure  to  introduce  to  you  our  new  presi 
dent-elect,   Dr.   Roscoe  D.   McMillan. 

Dr.  Roscoe  D.  McMillan  (President-Elect):  Mr 
President  and  ladies  and  gentlemen,  I  assume  thii 
position  with  mixed  emotions.  While  I  am  profound- 
ly grateful  to  you  for  conferring  upon  me  th( 
highest  honor  that  the  Medical  Society  of  the  Stati 
of  North  Carolina  could  give  any  of  its  members 
I  assume  this  office  with  a  little  ti'epidation,  because 
from  my  long  association  with  the  Medical  Societj 
I  know  exactly  some  of  the  things  that  this  means 
The  business  of  the  Society  has  gro-\vn  to  such  Iarg( 
proportions  and  is  such  a  tremendous  job  that  it  il 
a  great  undertaking,  and  I  am  going  to  depend  upoi 
the  wholehearted  support  which  I  know  I  shall  ge 
from  all  the  members  and  officers.  I  am  deepi; 
grateful  to  you  for  this  high  honor.    I  thank  you. 

.  .  .  President  Murphy  then  presented  the  firs' 
and  second  vice  presidents.  Dr.  Benjamin  F.  Roya 
of  Moiehead  City  and  Dr.  Joseph  A.  Elliott  of  Char 
lotte,  in  ab.sentia,  and  introduced  the  new  secretary 
treasurer.  Dr.  Millard  D.  Hill. 

He  then  declared  the  ninety-fifth  annual  sessioi 
of  the  Medical  Society  of  the  State  of  North  Carolin: 
adjourned  sine  die. 
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FROM    SECRETARY    OF    DEFENSE    LOUIS    JOHNSON- 


AN  URGENT 

APPEAL  TO 

YOUNG  DOCTORS! 


Youj-  personal  help  is  needed  to  avert  a  serious 
threat  to  our  national  security! 

By  the  end  of  July  of  this  year  we  will  have 
lost  almost  one-third  of  the  physicians  and 
dentists  now  serving  with  our  Armed  Forces. 
Without  an  increased  inflow  of  such  per- 
sonnel, the  shortage  will  assume  even  more 
dangerous  proportions  by  December  of  this 
year. 

These  losses  are  due  to  normal  expiration  of 
terms  of  service.  The  professional  men  who 
are  leaving  the  Armed  Forces  during  this 
critical  period  are  doing  so  because  they 
have  fulfilled  their  duty-obligations  and  have 
earned  the  right  to  return  to  civilian  practice. 

Without  sufficient  replacements  for  these 
losses,  we  cannot  continue  to  provide  ade- 
quate medical  and  dental  care  for  the  almost 
1,700,000  service  men  and  women  who  are 
the  backbone  of  our  nation's  defense. 

Normal  procuremsnt  channels  will  not  provide 

sufficient  replacements! 

To  alleviate  this  critical,  impending  shortage 
of  professional  manpower  in  the  three  serv- 
ices, I  am  urging  all  physicians  and  dentists 
who  were  trained  under  wartime  A.  S.  T.  P. 
and  V-12  programs  under  government 
auspices  or  who  were  deferred  in  order  to 
complete  their  training  at  personal  expense, 
and  who  saw  no  active  service,  to  volunteer 
for  a  two-year  tour  of  active  duty,  at  once! 


We  have  written  personally  to  more  than 
10,000  of  you  in  the  past  weeks  urging  such 
action.  The  response  to  this  appeal  has  not 
been  encouraging,  and  our  Armed  Forces 
move  rapidly  toward  a  professional  man- 
power crisis! 

Many  responses  have  been  negative,  but 
worse — a  great  number  of  doctors  have  not 
replied.  It  is  urgent  that  we  hear  from  you 
immediately! 

We  feel  certain  that  you  recognize  an  obligatioji 
to  your  fellow  men  as  well  as  to  your  profession 
in  this  matter.  We  are  confident  that  you  will 
fulfill  that  obligation  in  the  spirit  of  public 
service  that  is  a  tradition  with  the  physician 
and  dentist. 

There  is  much  to  be  said  for  a  tour  of  duty 
with  any  of  the  Armed  Forces.  You  will 
work  and  train  with  leading  men  of  your 
professions.  You  will  have  access  to  abun- 
dant clinical  material;  have  the  best  medical 
and  dental  facilities  in  which  to  practice. 
You  will  expand  your  whole  concept  of  life 
through  travel  and  practice  in  foreign  lands. 
In  many  ways,  a  tour  of  service  will  be 
invaluable  to  you  in  later  professional  life! 

Volunteer  now  for  active  duty.  You  are  urged 
to  contact  the  Office  of  Secretary  of  Defense  by 
collect  wire  immediately,  signifying  your  ac- 
ceptance and  date  of  availability.  Your  services 
are  badly  needed.  Will  you  offer  themi 


468 


XORTH   CAROLINA   MEDICAL  JOURXAL 


Aiiffust.   I!i4ii 


Soft  Diet 

trying  your  patients' patience? 


«Ma 


» try  palatable 
Swift's  Strained  Meats 


rCffll" 


^Meats'-Babiesf 


r&.i»rtBEEFi 


Tempting,  naturol  source  of  complete  protein 

The  things  some  patients  on  soft,  Originally  prepared  for  infant  feed- 
smooth  diets  have  to  eat!  It's  no  ing.  Swift's  Strained  Meats  are  soft, 
wonder  appetites  lag.  smooth  (may  easily  be  used  in  tube- 
To  perk  up  patients'  interest  in  feeding),  slightly  salted — cooked  to 
foods,  many  doctors  now  prescribe  retain  all  their  delicious  meat  flavor, 
specially  prepared  Swift's  Strained  Si.x  kinds  for  variety:  beef,  lamb,  pork, 
Meats  \shen  soft  foods  are  indicated  \'eal,  liver,   heart.    Each  one  100^ 


6  varieties: 

Beef,  lamb,  pork, 
veal,  liver,  heart 


in  a  high-protein,  low-residue  diet. 
They  help  two  \\ays.  One,  Swift's 
Strained  Meats  taste  so  good.  Few 
patients   can   turn   do\vn   real   meat 


meat,  they  pro\"ide  an  excellent, 
palatable  source  of  complete,  high- 
quality  proteins  and  hemapoietic 
iron.  These  meats  make  a\"ailablej'/m  !//- 


goodness.  Twn,  an  excellent  source  of  taneously  all  known  essential  amino 

B  vitamins.   .Swift's  Strained  Meats  acids  ...  for  optimum  protein  synthe- 

help  restore  patients'  natural  appe-  sis.     Convenient  —  Swift's    Strained 

tite  for  all  foods.  Meats  are  read\-  to  heat  and  serve. 


The  makers  of  SwifCs  Strained  Meals  imite  you  to  send 
for  your  copy  of  "  The  Importance  of  Protein  Foods  in 
Health  and  Disease'^ — a  physician's  handbook  of  protein 
feeding,  written  by  a  doctor.  Send  to: 


SWIFT  &  COMPANY 

Chicago  9,  Illinois 

^  rl        -^^^  'iiiiritfnnal  statements  in   this  advertisiment  are 
a.-iwpied  hy  the  Council  on  Foods  and  Nntrition  of  the 
j.-^       American  Medical  Association. 


r 


For  pafienfs  who  can  take 
foods  of  less  fine  consistency 
—Swift's  Diced  Meats 
offer  tender  morsels  of  nu- 
tritious meat  with  tempting 
flavors  patients  appreciate. 


SwiffsMeats 

FOR  JUNIORS 


o«d  BEEF 


^W^*Ai««^tai 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  10 


September,  1949 


Number  9 


RECENT  ADVANCES  IN  THE  TREATMENT 
OF  NEUROSYPHILIS 


Augustus  S.  Rose.  M.D. 
Boston 


All  indications  at  the  present  time  lead  us 
to  the  optimistic  hope  that  syphilis  of  the 
nervous  system  will  soon  cease  to  be  the 
scourge  of  mankind  that  it  has  been,  even  in 
the  recent  past.  During  the  last  ten  years  I 
have  spent  considerable  time  in  studies  on 
the  treatment  of  neurosyphilis  at  the  Boston 
Psychopathic  Hospital,  and  in  the  last  five 
years  I  have  had  the  good  fortune  of  wit- 
nessing one  of  the  dramatic  changes  in  the 
course  of  disease  which  we  have  almost  be- 
come accustomed  to  in  this  era  of  antibiotic 
therapy.  No  longer  do  we  see  the  old-time 
"general  paralysis  of  the  insane." 

Even  before  the  introduction  of  peni- 
cillin, the  widespread  use  of  fever  therapy 
with  emphasis  placed  on  prompt  treatment 
propounded  during  the  1930's  brought  about 
a  slow  yet  definite  change  in  the  characteris- 
tics of  the  late  forms  of  neurosyphilis.  Nev- 
ertheless the  incidence  of  neurosyphilis  in 
psychiatric  institutions  remained  high.  Be- 
tween 1930  and  1940  the  rate  of  admissions 
for  neurosyphilis  at  the  Boston  Psychopathic 
Hospital  showed  a  slight  decline  (from  ap- 
proximately 7  per  cent) .  Since  1946  there  has 
been  a  steady  decrease  in  the  number  of 
cases,  and  during  the  first  four  months  of 
1949  the  incidence  of  admissions  for  neuro- 
syphilis has  reached  the  all-time  low  of  some- 
what less  than  3  per  cent. 

In  Washington  last  April,  at  a  symposium 
on  "Recent  Advances  in  the  Study  of  the 
Venereal  Diseases,"  I  had  the  opportunity  of 
meeting  with  others  who  are  working  in  the 
field,  and  find  that  a  similar  trend  toward 
reduction    in  the  total    number  of  cases   of 


Read  liefcue  tli^  First  lieiienil  Sessimi.  Medkal  S(K-iet\  iil' 
til"  State   of  Nortli   Carolina.    Pinehurst.    May    m.    in  l!i. 

Frraii  tlie  Boston  Psychopathic  Hospital,  Boston.  Ma.ssarhu 
setts. 


neurosyphilis  is  evident  throughout  the  coun- 
try. These  are  encouraging  facts  and  can 
be  chiefly  attributed  to  the  effectiveness  and 
general  use  of  penicillin.  However,  the  nature 
of  the  disease  syphilis  is  such  that  much  time 
is  required  before  treatment  results  can  be 
definitely  evaluated,  and  it  is  best  for  us  to 
maintain  an  attitude  of  caution  and  pre- 
paredness. 

Diagnosis,  Prognosis,  and  Pathogenesis 
of  Neurosyphilis 

Every  case  of  syphilis,  whether  old  or  new, 
symptomatic  or  asymptomatic,  is  potentially 
a  case  of  neurosyphilis.  It  is  wise  in  every 
case,  with  the  possible  exception  of  primary 
syphilis,  to  examine  the  spinal  fluid  before 
beginning  treatment.  Even  though  by  pres- 
ent standards  the  treatment  schedules  may 
be  the  same,  prognosis  and  future  manage- 
ment may  be  considerably  altered  b.y  the 
finding  of  a  strong  or  weak  reaction  in  the 
spinal  fluid.  A  knowledge  of  the  spinal  fluid 
reaction  before  treatment  gives  a  basis  of 
comparison  for  later  examinations,  and 
makes  it  possible  to  gauge  the  response  of 
the  inflammatory  reaction  in  the  central  ner- 
vous system. 

Every  patient  with  syphilis  should  have  a 
careful  neurologic  examination  prior  to  treat- 
ment. The  absence  of  neuropsychiatric  mani- 
festations is  often  as  important  in  progno- 
sis as  is  the  presence  of  certain  definite 
symptoms  or  signs  of  nervous  system  in- 
volvement. 

Although  the  pathogenesis  of  neurosyph- 
ilis has  not  been  experimentally  established, 
there  is  clinical  and  pathologic  evidence  that 
the  central  nervous  system  is  invaded  some 
time  within  the  first  few  months  after  the 
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primary  lesion  in  all  untreated  cases,  and 
that  approximately  80  per  cent  of  the  cases 
will  have  a  persistent  nervous  system  infec- 
tion. Direct  invasion  of  brain  and  spinal  cord 
is  prevented  by  the  blood-brain  barrier,  but 
spirochetes  enter  the  spinal  fluid  in  profu- 
sion and  are  distributed  throughout  the 
length  and  breadth  of  the  subarachnoid 
space.  The  organisms  attach  themselves  to 
the  pia  mater,  which  has  an  adequate  blood 
supply  for  their  nutriment,  and  cause  inflam- 
mation there.  The  brain,  nerve  roots,  and 
spinal  cord  are  invaded  from  the  meningeal 
surface.  A  variable  period  without  symptoms 
precedes  the  development  of  neuropsychia- 
tric  signs.  It  is  during  this  asymptomatic  pe- 
riod, especially  in  the  first  few  years,  that 
treatment  will  ))ring  about  the  most  satis- 
factory results. 

Because  neurosyphilis  is  primarily  a  men- 
ingeal infection,  the  spinal  fluid  not  only  in- 
dicates the  presence  of  the  infection,  but 
also  gives,  if  the  cell  count  and  protein  con- 
tent are  carefully  measured,  a  rough  gauge 
of  the  severity  of  the  infection.  Furthermore, 
since  the  infection  is  spread  by  way  of  the 
subarachnoid  space,  almost  the  entire  ner- 
vous system  may  be  involved  to  a  greater  or 
lesser  degree  in  every  case.  Cases  with  clini- 
cal symptoms  are  divided  into  the  several 
groups — general  paresis,  optic  atrophy, 
tabes,  and  so  forth — but  a  case  which  begins 
with  symptoms  and  signs  of  spinal  cord  dis- 
ease may  later  develop  brain  disease,  or  vice 
versa.  It  is  prudent,  therefore,  to  recognize 
in  every  case  the  possible  future  develop- 
ment of  the  most  serious  forms  of  neurosy- 
philis. 

The  one  form  of  neurosyphilis  which  re- 
mains a  medical  emergency  is  primary  optic 
atrophy.  Once  the  diagnosis  of  optic  atrophy 
has  been  made,  maximum  treatment  with 
penicillin  coid  fever  therapy  should  be  con- 
sidered immediately.  Optic  atrophy  frequent- 
ly progresses  despite  treatment,  and  every 
possible  effort  to  preserve  useful  vision 
should  be  promptly  undertaken. 

In  any  disease  which  involves  the  brain, 
psychiatric  symptoms  are  commonly  promi- 
nent clinical  features.  In  neurosyphilis,  ner- 
vous and  mental  symptoms  may  appear  early 
or  late,  may  be  mild  or  severe,  and  may  be 
either  directly  related  to  the  central  nervous 
system  infection  or  only  coincidental.  Any 
one   of  the   various   well-known   psychiatric 


disorders  may  be  obtained — from  the  mild 
anxiety  or  obsessional  states  to  profound 
schizophrenic  deterioration.  Symjitoms  of 
disorientation,  memory  defect,  seizures,  and 
so  forth  are  dependent  on  the  degree  and  lo- 
cation of  cortical  cell  disturbance.  It  is  im- 
portant to  point  out  that  in  the  early  phase 
of  general  paresis  psychological  symptoms 
may  be  amenable  to  good  psychotherapy,  to 
electric  shock,  or  to  other  iDsychiatric  treat- 
ments. While  this  fact  affords  hope  for  the 
known  cases  of  general  paresis  presenting 
psychiatric  symptoms,  it  also  points  to  the 
danger  that  the  diagnosis  of  neurosyphilis 
may  be  missed  in  the  early  phase  if  the  ther- 
apist believes  that  psychiatric  improvement 
alone  rules  out  organic  brain  disease. 

ResitUa  of  Treatment  icith  Penicillin 
Our  experience  with  the  use  of  penicillin  in 
neurosyphilis  at  the  Boston  Psychopathic 
Hospital  began  in  February,  1944,  shortly 
after  the  committee  on  medical  research  of 
the  Office  of  Scientific  Research  and  De- 
velopment had  established  its  Syphilis  Study 
Section,  and  had  asked  various  clinics  in  the 
country  to  participate  in  a  joint  investiga- 
tion. Since  the  end  of  the  war  studies  have 
been  continued  under  the  auspices  of  the 
United  States  Public  Health  Service.  Be- 
tween February  1,  1944,  and  January  1,  1949, 
446  cases  of  neurosyphilis  were  treated.  As 
of  Mai'ch  1,  1949,  the  time  of  our  most  recent 
analysis,  377  of  these  were  under  follow-up, 
52  were  dead,  and  17  were  lost  Of  the  52 
deaths,  only  16  can  be  attributed  to  neuro- 
syphilis, so  that  the  adjusted  mortality  rate 
is  4  per  cent.  Since  our  institution  is  a  psy- 
chopathic hospital,  our  major  experience  is 
with  cases  of  general  paresis. 

The  methods  of  treatment  employed  varied 
by  plan  and  necessity  over  the  several  years. 
In  the  beginning  it  was  not  thought  safe  to 
omit  fever  therapy  entirely,  but  both  malaria 
and  mechanically  induced  fever  were  cut 
down  to  one  half  of  the  usually  prescribed 
amount.  Penicillin  was  and  is  administered 
intramuscularly — in  a  course  of  3,000,000 
units  at  first,  then  6,000,000,  and  now  9,000,- 
000  units.  For  one  year,  single  daily  doses  of 
600,000  units  of  procaine  penicillin-G  in  2 
per  cent  aluminum  monostearate  have  been 
used.  Not  since  the  first  year  have  we  given 
the  course  of  penicillin  in  less  than  fifteen 
days.  Each  case  is  followed  carefully,  and  if 
more  treatment  appears  necessary,  penicillin 
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i.s  repeated.  No  other  antisyphilitic  therapy 
is  used. 

Clinical  results 

The  gross  clinical  results  obtained  in  310 
patients  whom  we  have  followed  more  than 
one  year  after  treatment  are  shown  in  table 
1. 

Table  1 

Clinical  Status  of  .310  Patients  Followed  One  to  Five 

Years  After  Penicillin  Treatment 

Diagnosis  Total  liuprui-ed      Cminprovcd 

General  paresis  233         157(67%)  76 

Tabes  29  24  (839o)  5 

Optic   atrophy  17  7  10 

Meningovascular 

syphilis  17  15  2 

Asymptomatic 

neurosyphilis  14  14  0 


Total 


310         217  (70%) 


93 


Seventy  per  cent  of  the  total  number  and 
sixty-seven  per  cent  of  those  diagnosed  as 
general  paresis  have  improved.  If  the  cri- 
terion of  improvement  is  based  on  the  pa- 
tient's ability  to  be  out  of  the  hospital  and 
hold  a  job,  the  rate  of  improvement  goes  up 
to  72  per  cent,  since  9  patients  who  could 
not  be  classified  as  improved  of  psychiatric 
symptoms  are  at  home  and  working. 

During  the  course  of  our  investigations, 
the  number  of  patients  without  fever  ther- 
apy has  increased,  especially  in  the  past  two 
years.  To  date,  however,  we  have  followed 
only  72  such  patients  for  a  year  or  more 
after  treatment.  This  number  is  not  large 
enough  for  accurate  comparison ;  yet  it  is 
striking  that  results  are  approximately  the 
same.  Nevertheless,  we  believe,  as  do  other 
investigators,  that  the  clinical  results  of 
penicillin  alone  in  general  paresis  are  not  as 
good  as  those  obtained  with  penicillin  plus 
fever  in  the  first  year  or  two  after  treat- 
ment, though  they  may  be  equivalent  there- 
after. Since  the  )vte  of  improvement  is  of 
economic  and  practical  importance,  it  seems 
advisable  to  administer  both  penicillin  and 
fever  therapy  in  most  cases  of  late  sympto- 
matic neurosyphilis. 

A  study  of  the  cases  which  failed  to  im- 
prove with  treatment  reveals  a  number  of 
important  factors.  Of  the  total  of  93  cases 
followed  for  one  year  or  more  which  are 
recorded  as  unimproved,  90  were  available 
for  the  recent  analysis.  Seventy-three  are 
hospitalized,  and  17  are  at  home.  The  17  pa- 
tients who  are  at  home  are  unable  to  work 
because  of  some  physical  defect  —  such  as 


blindness,  ataxia,  aphasia,  hemiplegia,  de- 
mentia, or  epilepsy.  Of  the  73  which  remain 
in  the  hospital,  71  are  severely  psychotic — 
half  with  the  syndrome  of  dementia  and  or- 
ganic deterioration,  the  other  half  with  schiz- 
ophrenic symptoms.  One  of  the  other  2  pa- 
tients is  blind,  and  the  last  is  hemiplegic. 

It  is  evident  that  the  failure  of  these 
patients  to  improve  was  due  to  the  appear- 
ance of  incapacitating  physical  defects  or  of 
an  intractable  psychosis.  The  lesson  learned 
is  to  treat  neurosyphilis  early — prior  to  the 
development  of  irreparable  damage.  As  you 
are  aware,  the  treatment  of  schizophrenic 
syndromes  remains  unsatisfactory. 

Twenty-five  cases  w'hich  did  not  show 
prompt  and  satisfactory  improvement  fol- 
lowing treatment  with  penicillin  and  fever 
therapy,  or  with  penicillin  alone,  were  treat- 
ed with  electric  shock.  Five  of  them  have 
died ;  two  of  these  left  the  hospital  before 
completion  of  the  course  of  electric  shock 
and  committed  suicide.  The  12  patients  treat- 
ed with  electric  shock  who  presented  symp- 
toms of  an  affective  disorder  are  all  im- 
proved, out  of  the  hospital,  and  working.  The 
8  cases  with  schizophrenic-like  symptoms 
have  remained  psychotic  and  hospitalized. 

Spinal  fluid  examinations 

The  spinal  fluid  of  all  patients  was  ex- 
amined every  three  months  for  two  years, 
and  then  every  six  months  following  treat- 
ment. The  spinal  fluid  cell  count  and  quanti- 
tative total  protein  are  the  best  available 
indicators  of  the  activity  of  the  central  ner- 
vous system  infection.  The  titrated  Wasser- 
mann  test  and  colloidal  gold  curve  are  useful 
aids  in  diagnosis,  but  the  colloidal  gold  curve 
is  the  least  important  and  least  informa- 
tive test. 

After  the  administiration  of  penicillin,  the 
cell  count  falls  promptly  and  generally 
reaches  normal  within  three  months  in  all 
types  of  cases.  The  total  protein  responds 
more  slowly,  but  in  the  majority  of  cases  it 
is  normal,  or  nearly  so,  within  nine  to  twelve 
months.  The  intensity  of  the  Wassermann  re- 
action and  colloidal  gold  tests  decreases 
gradually.  However,  less  than  10  per  cent 
of  our  patients  have  obtained  negative  Was- 
sermanns.  Cases  of  general  paresis,  tabo- 
paresis, and  optic  atrophy  show  a  much  more 
gradual  change  in  the  spinal  fluid  than  cases 
of  meningeal  syphilis  and  most  cases  of  tabes 
dorsalis. 
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Regular  examinations  of  the  spinal  fluid 
make  it  possible  to  keep  informed  about  the 
activity  of  the  disease  process.  If  the  cell 
count  and  total  protein  do  not  show  the 
trend  toward  normal,  or  if  this  trend  should 
be  reversed,  giving  evidence  of  a  relapse, 
more  treatment  may  be  indicated. 

Table  2 
Changes   in    Spinal    Fluid   Following    Treatment 


it) 


Penicillin  Plus  Fever 


Before 

treainient 
9  mos. 
IVa  yrs. 

2  yrs. 

3  yrs. 

4  yrs. 

5  yrs. 

Before 

treatment 
9   mos. 
11.4  yrs. 

2  yrs. 

3  yrs. 

4  yrs. 

5  yrs. 


254 
238 
189 
162 
100 
48 


166 
8 
4 
3 
1 
1 
0 


36 
78 
47 
39 
20 
16 
1 


52 

135 

118 

101 

67 

25 

5 


0 
17 
20 
11 
12 

6 


Penicillin  Alone 


66 
55 
43 
30 
14 
4 


41 
5 


13 
16 

7 
9 
7 
2 
1 


IS 
42 
38 
26 
18 
10 
3 


20.4 
63.8 
73.0 
69.1 
79.0 
64.5 


25.0 
68.1 
83.6 
74.4 
76.6 


Table  2  shows  the  gross  spinal  fluid 
changes,  graded  as  abnormal,  transitional, 
inactive  and  normal,  in  the  cases  treated  by 
penicillin  plus  fever  and  by  penicillin  alone. 
With  the  passage  of  time,  there  is  a  gradual 
shift  toward  normal  in  both  groups.  The  dif- 
ference between  the  groups  is  remarkably 
small,  and  is  hardly  of  statistical  signifi- 
cance. From  these  figures  alone  it  can  be 
confidently  stated  that  penicillin  is  the  best 
single  form  of  treatment  yet  discovered  for 
neurosyphilis,  and  also  that  the  beneficial 
effects  which  may  be  derived  from  fever 
therapy  are  largely  in  the  clinical  sphere. 

Summaru  and  Co)iclusio)is 
From  the  experience  of  all  investigators 
in  the  field  and  from  our  personal  experi- 
ence, I  believe  it  is  possible  to  summarize  the 
recent  advances  in  our  knowledge  and  treat- 
ment of  neurosyphilis  by  the  following  state- 
ments : 

1.  Syphilis  of  the  nervous  system,  which 
generally  gets  started  within  the  first  year 
of  the  primary  lesion  and  can  be  detected  in 
its  early  stages  only  by  spinal  fluid  exam- 
ination, is  most  satisfactorily  treated  prior 
to  the  development  of  symptoms  or  signs. 


2.  The  spinal  fluid  examination,  especially 
the  cell  count  and  quantitative  total  protein 
determination,  is  the  most  reliable  indicator 
of  the  presence  and  intensity  of  the  syphili- 
tic inflammatory  process  within  the  nervous 
system,  and  should  be  repeated  at  frequent 
intervals. 

3.  A  course  of  penicillin  alone,  admin- 
istered intramuscularly  over  a  period  of  at 
least  fifteen  days,  and  repeated  when  neces- 
sary, is  the  best  therapy  thus  far  developed, 
and  is  effective  in  the  majority  of  cases  of 
all  forms  of  neurosyphilis. 

4.  With  aqueous  penicillin,  it  is  well  to 
give  at  least  100,000  units  every  six  hours 
until  a  total  of  6,000,000  have  been  admin- 
istered. With  procaine  penicillin-G  in  alum- 
inum monostearate,  comparable  results  may 
be  expected  with  a  single  daily  injection  of 
600,000  units  to  a  total  of  9,000,000  units. 

5.  In  general  paresis  and  primary  optic 
atrophy,  where  prompt  and  complete  arrest 
of  the  degenerative  process  is  often  of  great 
importance,  the  use  of  therapeutic  malaria  in 
addition  to  the  penicillin  is  advantageous. 

6.  Psychiatric  management,  especially  elec- 
tric shock  therapy,  should  be  used  when  in- 
dicated in  combination  with  the  antisyphil- 
itic  treatment. 

7.  A  careful  survey  of  cases  which  failed 
to  improve  with  penicillin,  with  and  without 
therapeutic  fever,  revealed  an  array  of  phy- 
sical defects  due  to  inadequate  early  treat- 
ment, and  a  large  group  of  cases  with  intrac- 
table psychoses  of  the  schizophrenic  type. 

8.  The  general  use  of  penicillin  and  the 
more  widespread  interest  in  the  disease  have, 
within  the  short  period  of  five  years,  resulted 
in  a  gradual  reduction  in  the  number  of  cases 
admitted  to  psychiatric  institutions.  Now,  as 
never  before,  we  have  it  within  our  grasp, 
through  early  diagnosis  and  pi'ompt  treat- 
ment, to  lower  the  incidence  of  syphilis  of 
the  nervous  system  to  that  inevitable  irre- 
ducible minimum. 


Neurotic  patients — Most  of  us  find  neurotic  pa- 
tients tiresome  and  a  trial  as  indeed  tliey  often  are. 
Yet  it  is  probably  not  far  from  the  truth  to  say  that 
at  least  50  per  cent  of  chronic  illness  seen  in  general 
practice  is  functional  in  origin,  and  that  most  of  it 
is  amenable  to  simple  psychotherapy.  It  is  a  good 
rule  not  to  diagnose  a  patient's  complaint  as  psycho- 
genic unless  (1)  physical  examination  and  investi- 
gation are  entirely  negative  and  (2)  there  is  posi- 
tive evidence  of  neurosis  in  the  patient's  history  and 
environment. — W.  Lindsay  Lamb:  The  Investigation 
of  Chronic  Diarrhea  in  Adults,  Edinburgh  M.  J.  55: 
207  (April)  1948. 
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THE  DIFERENTIAL  DIAGNOSIS 
OF  JAUNDICE 

Arthur  Freedman,  M.D.* 
Greensboro 

Clinical  Identification 

Yellow,  yellow  green,  or  even  greenish 
black  discolorations  of  the  skin,  sclerae,  and 
mucous  membranes  are  called  jaundice.  How- 
ever, it  is  important  to  bear  in  mind  that 
other  discolorations  of  the  skin  have  a  simi- 
lar appearance.  One  of  these  is  due  to  carot- 
enemia,  distinguishable  in  that  it  does  not 
discolor  the  sclerae.  Sallow  skin,  sometimes 
associated  with  a  muddy  appearance  of  the 
sclerae,  is  difficult  to  evaluate  at  times,  espe- 
cially when  the  pallor  of  anemia  is  simul- 
taneously present.  The  pigmentations  of  Ad- 
dison's disease  and  of  hemochromatosis  may 
similarly  be  misinterpreted.  Particularly  to 
be  guarded  against  is  the  false  impression 
created  by  reflection  from  tan  walls  in  the 
presence  of  artificial  light;  the  importance 
of  daylight  illumination  for  the  bedside  iden- 
tification of  jaundice  has  been  stressed  often. 

Pathologic  Physiology 

Jaundice  is  in  itself  not  a  disease,  but  a 
sign  of  altered  physiologic  processes,  just  as 
are  fever,  hypertension,  and  edema.  At  times 
it  is  the  most  prominent  feature  of  a  disease 
process,  while  at  other  times  it  is  only  of 
secondary  significance :  it  is  always  an  im- 
portant clue  in  the  assemblage  of  informa- 
tion leading  to  a  diagnosis. 

The  cause  of  jaundice  is  the  pre.sence  of 
an  excessive  amount  of  bilirubin  in  the  blood 
stream.  Bilirubin  is  there  normally  as  a  con- 
sequence of  the  chemical  alteration  of  de- 
funct red  blood  cells  by  the  reticulo-endothe- 
lial  system.  Hemoglobin,  minus  iron,  is  bili- 
rubin-globin,  which  is  thought  to  be  con- 
verted into  sodium  bilirubinate  in  the  liver. 
This  substance  is  then  excreted  into  the  in- 
testine, where  further  conversion  to  urobili- 
nogen occurs.  When  any  of  these  steps  is 
interfered  with,  hyperbilirubinemia  may  re- 
sult. The  problem  of  the  differential  diag- 
nosis of  jaundice  is  therefore  the  problem  of 

Rearl  before  the  \nrth  Ciuolina  Reirionnl  Meetiiis  of  tlie 
American  Collese  of  I'liysicians,   Durham.  December  3,    1!)4S. 
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ascertaining  the  site  and  cause  of  the  altera- 
tion in  bilirubin  metabolism. 

Classification 

Medical  literature  abounds  in  papers  deal- 
ing with  the  differential  diagnosis  of  jaun- 
dice and  liver  disease.  Many  represent  at- 
tempts to  assess  the  specificity  of  the  var- 
ious liver  function  tests,  and  to  modify  them 
so  that  the  information  which  they  convey 
will  provide  answers  to  clinical  problems.  Yet 
the  solution  of  a  difficult  medical  problem 
often  depends  largely  upon  the  clinician's 
ability  to  call  to  mind  the  various  disease 
processes  which  would  be  responsible.  Ac- 
cordingly, emjjhasis  is  here  given  to  the  clin- 
ical classification  of  jaundice. 

Rich'i'  classified  jaundice  into  two  types 
on  the  basis  of  two  more  or  less  distinct 
mechanisms  of  pathologic  physiology.  He 
called  the  two  types  retention  and  regurgi- 
tation jaundice.  His  thesis  regarding  reten- 
tion was  that  the  jaundice  accompanying 
many  of  the  hemolytic  processes,  some  infec- 
tions, and  vascular  congestion  resulted  from 
damage  to  the  liver  cells  which  occurred  as 
a  consequence  of  anoxemia.  By  this  process 
some  of  the  bilirubin,  instead  of  being  ex- 
creted into  the  bile  ducts,  found  its  way  back 
into  the  circulation  via  the  veins  and  lympha- 
tics of  the  liver.  Regurgitation  jaundice,  on 
the  other  hand,  occurred  when  any  of  the 
above  processes  was  severe,  when  there  was 
liver  cell  necrosis — as,  for  example,  in  chem- 
ical intoxication  or  infections  such  as  yellow 
fever — or  when  the  bile  passages  were  ob- 
structed. Under  these  circumstances  the  bile 
canaliculi  broke  down  and  permitted  the 
leakage  of  altered  bilirubin  back  into  the 
circulation.  The  retention  type  was  thought 
to  be  responsible  for  the  indirect  Van  den 
Bergh  reaction,  while  the  regurgitation  type 
was  regarded  as  responsible  for  the  direct  or 
prompt  reaction.  Mixed  reactions  could  ob- 
viously occur. 

This  classification  is  unfortunately  of  lim- 
ited usefulness  to  the  clinician,  since  the 
order  of  presentation  differs  considerably 
from  the  line  of  thought  likely  to  be  followed 
as  one  examines  a  patient.  Bockus'-'  raised 
the  objection  that  in  Rich's  scheme,  the  most 
common  causes  of  jaundice — namely,  biliary 

1  Rich,  A.  R.:  The  Pathosenesis  of  the  Foi-ms  of  .Jaundice, 
Bull.  Johns   Hopkins   Hosp.   4T:.')3S-377    (Dec.)    1(130. 

2.  Bookus,  H.  L. :  GastroenteroloRV,  Thiladelphia.  M.  B. 
Saunders,   1940,   v.   3. 
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obstruction  and  injury  to  liver  cells — are 
included  in  the  same  group,  and  the  distin- 
guishing characteristics  of  these  two  condi- 
tions are  not  apparent  from  his  classifica- 
tion. For  this  reason,  Bockus  expressed  a 
preference  for  McNee's  classification'-', 
which  has  four  major  divisions:  obstructive, 
hepatocellular,  hemolytic,  and  mixed.  Even 
this  classification,  however,  is  of  restricted 
usefulness,  primarily  because  the  categories 
are  not  sufficiently  specific. 

It  is  therefore  suggested  that  a  still  more 
useful  arrangement  of  the  causes  of  hyper- 
bilirubinemia might  be  one  similar  to  that 
proposed  in  part  by  Ducci'".  This  classifica- 
tion is  systematized  in  such  a  way  that  the 
physician  may  keep  his  thinking  orderly  as 
he  examines  the  patient.  At  the  same  time 
it  has  the  additional  advantage  of  avoiding 
confusion  in  terms. 

Such  a  classification  divides  the  causes  of 
jaundice  into  three  main  categories.  These 
may  be  called  prehepatic,  intrahepatic,  and 
posthepatic.  Prehepatic  jaundice  com]irises 
those  disease  processes  which  originate,  not 
in  the  liver  cells,  but  in  the  excessive  pro- 
duction of  bilirubin  by  hemolysis,  beyond  the 
relatively  normal  liver's  capacity  to  excrete 
it.  Intrahepatic  jaundice  results  from  a  dis- 
eased liver's  inability  to  handle  bilirubin 
normally  conveyed  to  it.  There  are  some  ex- 
ceptions to  this  statement,  as  in  those  cases 
when  intrahepatic  disease  is  actually  ob- 
structive. Finally,  posthepatic  jaundice  is 
caused  by  the  damming  back  of  normally 
excreted  bilirubin. 

It  cannot  be  denied  that  the  liver  cells  are 
injured  by  the  same  processes  which  hemo- 
lyze  cells,  nor  that  regurgitation  of  bile,  if 
sufficiently  intense  and  prolonged,  similarly 
damages  the  liver.  It  is  to  be  emphasized, 
however,  that  in  making  a  diagnosis  the 
physician  first  desires  to  put  his  finger  on 
the  primary  lesion  from  which  the  patient 
suffers.  Such  a  classification  as  this  is  not 
without  precedent  in  medicine,  since  in  cases 
of  azotemia  we  similarly  think  of  prerenal, 
renal,   and   postrenal   causative   factors. 

Prehepatic  jaundice 

In  the  prehepatic  group  are  included  all 
cases  of  hemolytic  jaundice — those  in  which 

3.  McXee,  J.  W. :  Jaundice:  A  Review  of  Recent  'Work, 
Quart.  J.  Med.  16:390-420  (July)   1923.  cited  by  Bnclvus  (2). 

■1.  Ducci,  H.:  Contribution  of  the  LaboratoiT  to  the  Differ- 
ential Diagnosis  of  Jaundice,  J. A.M. A.  i:!5:00+-698  (Nov. 
15)   miT. 


it  is  possible  to  say  (granting  some  degree 
of  oversimplification)  that  there  is  more 
bilirubin  brought  to  the  liver  than  it  can 
handle.  Wintrobe's  classification''"  of  the 
mechanisms  of  hemolysis,  which  seems  to  be 
the  most  complete  available,  is  subdivided 
into  the  acute  and  chronic  forms.  In  the 
former  group  are  included  parasitic  diseases, 
bacterial  toxins,  chemical  agents,  poisons, 
mismatched  transfusions,  immune  type  hem- 
olysins (of  the  Rh  type),  and  so  on.  In  the 
chronic  group  are  listed  familial  hemolytic 
icterus,  sicklemia,  Addisonian  anemia,  and 
others. 

Iv trail epa tic  jaiin dice 

No  authority  can  be  quoted  for  the  pres- 
ent conception  of  lesions  included  in  the  in- 
trahepatic category.  As  conceived,  the  intra- 
hepatic causes  of  jaundice  would  be  those 
which  for  the  most  part  are  responsible  for 
the  failure  of  liver  cells  to  handle  bilirubin, 
initially  present  in  the  blood  in  normal 
rather  than  excessive  amounts.  There  ap- 
pear to  be  several  types  of  disease  processes 
which  may  act  in  this  way.  One  first  thinks 
of  infections  which  produce  diffuse  liver 
damage,  such  as  yellow  fever,  syphilitic  hepa- 
titis, or  virus  hepatitis,  however  acquired. 
Secou'l  are  the  infections  in  which  focal 
pyogenic  reactions  occur,  of  which  typhoid 
fever  or  pylephlebitis  may  be  examples. 
Third  are  the  solitary  abscesses  and  cysts. 
Fourth  are  diffuse  necrotic  processes  such 
as  acute  yellow  atrophy.  The  fifth  group  in- 
cludes nutritional  and  other  disturbances 
thought  to  be  responsible  for  cirrhotic 
changes.  The  sixth  pathologic  process  is 
chemical  injury,  and  the  last  includes  the 
tumors,  whether  primary  or  metastatic. 

Somewhat  distinct  from  these  conditions 
are  another  group  of  pathologic  processes 
which  also  damage  hepatic  cells,  but  which 
affect  the  liver  only  secondarily  and  should 
be  separately  classified.  This  group  is  best 
placed  in  between  the  prehepatic  and  intra- 
hepatic categories,  since  the  major  lesions  are 
actually  to  be  found  in  other  organ  systems. 
Examples  are  congestion  of  the  venous  out- 
flow of  the  liver,  and  pulmonary  diseases 
such  as  pneumonia  and  infarction. 

Posthepatic  jaundice 

The  posthepatic  group  of  diseases  are  re- 
sponsible   for    obstructive    or   regurgitative 


Wintrobe,  M.  M.:  Clinical  Hematoluvy. 
Lea  and  Feljiger,  19(6.  p.  469. 
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jaundice.  It  is  appai'ent  immediately  that 
stone,  choledochitis,  atresia,  and  neoplastic 
processes,  both  intrinsic  and  adjacent  to  the 
bile  ducts,  are  among  the  causes  responsible 
for  this  kind  of  jaundice.  In  this  posthepatic 
group,  intrahepatic  disease  often  exists  si- 
multaneously ;  Ibut  any  therapy,  to  be  effec- 
tive, -would  have  to  be  directed  toward  the 
bile  duct  injury  and  only  secondarily  toward 
the  liver. 

Confirmatory  Laboratory  Tests 
It  would  appear  that  the  selection  of 
the  appropriate  test  procedures  may  be  sim- 
plified by  the  above  method  of  grouping 
the  causes  of  jaundice.  The  presence  of  mi- 
crocytic anemia  and  of  increased  urinary  uro- 
bilinogen are  characteristic  of  prehepatic 
jaundice.  Galactose  tolerance  and  flocculation 
tests  may  be  indicative  of  some  types  of  in- 
trahepatic disease,  while  biopsy  of  the  liver 
may  be  necessary  to  identify  others.  Finally, 
colorless  stools,  bile  in  the  urine,  and  the 
prompt  serum  bilirubin  reaction  are  often 
characteristic  of  posthepatic  icterus. 

Clinical  Considerations 
One  can  often  narrow  down  the  possible 
diagnoses  at  the  bedside,  however,  if  the  var- 
ious causes  of  jaundice  are  kept  in  mind 
during  the  interrogation  and  examination  of 
the  patient.  Of  special  importance  in  the 
history  are  the  age,  sex,  family  history,  race 
and  occupation  of  the  patient;  the  mode  of 
onset  of  the  illness;  a  history  of  travel,  of 
exposure  to  epidemics,  or  of  drug  therapy, 
alcohol  ingestion  or  transfusions ;  the  pres- 
ence of  digestive  complaints  or  itching;  the 
duration  of  the  disease;  and  the  character  of 
the  fever  and  pain,  if  these  are  present. 
Points  to  be  noted  particularly  in  the  phy- 
sical examination  are  the  intensity  of  the 
jaundice  and  the  palpability  and  tenderness 
of  the  liver,  gallbladder,  and  spleen;  the 
presence  of  pallor,  dyspnea,  cardiac  abnorm- 
alities, hemorrhagic  manifestations,  ascites, 
and  evidences  of  collateral  circulation. 

It  would  take  too  long  to  describe  the  dis- 
tinguishing features  of  all  the  causes  of 
jaundice,  but  it  may  be  worth  while  to  record 
a  few  observations  pertinent  to  occasionallj^ 
obscure  causes  of  jaundice. 

Leptospirosis  or  Weil's  disease  is  endemic 
in  some  parts  of  the  country.  It  is  acquired 
usually  by  contact  with  water  containing 
excreta  from  rats  or  dogs,  these  two  animals 


being  reservoirs  of  the  infectious  agent.  The 
disease  is  systemic,  and  jaundice  does  not 
always  appear;  when  it  does  the  white  cell 
count  is  likely  to  be  high. 

Homologous  serum  jmindice  is  now  regard- 
ed as  a  variety  of  vims  hepatitis,  acquired 
as  a  consequence  of  transfusion  with  infected 
plasma  or  blood.  The  icterus,  however,  may 
not  appear  for  three  or  four  months  after 
the  transfusion. 

The  presence  of  pruritus  is  an  important 
symptom,  believed  to  be  associated  only  with 
posthepatic  or  regurgitation  jaundice.  It  is 
thought  that  the  bile  salts,  leaking  into  the 
blood  stream  through  damaged  bile  canali- 
culi,  are  responsible. 

The  presence  of  red  palms  is  said  to  be 
indicative  of  a  type  of  diffuse  liver  injury, 
and  to  possess  the  same  pathologic  signifi- 
cance as  spider  angiomas.  Bean"'"  believes 
that  in  cirrhosis  and  in  certain  precirrhotic 
lesions,  the  failure  of  the  liver  to  metabolize 
some  of  the  steroid  hormones  is  responsible 
for  these  special  forms  of  vascular  dilata- 
tion. It  is  of  interest  that  spiders  are  found 
most  frequently  in  the  drainage  area  of  the 
superior  cava. 

Carcinoma  of  the  ampulla  of  Vater  can 
sometimes  be  diagnosed  by  the  presence  of 
varying  amounts  of  fecal  bile,  and  by  the  in- 
termittent appearance  of  blood  in  the  stool. 
This  finding  is  thought  to  be  due  to  slough- 
ing of  part  of  the  tumor  as  a  result  of  re- 
peated necrosis. 

Finally,  it  is  well  to  remember  that  amebic 
abscess  of  the  liver  can  occur  in  the  absence 
of  a  history  of  dysentery. 

Statistical  Considerations 
The  ^  importance  of  applying  statistical 
probabilities  to  the  diagnosis  of  jaundice  is 
not  generally  appreciated.  A  report  from  a 
general  hospital  in  Buffalo  throws  an  in- 
teresting light  on  this  aspect  of  the  prob- 
lem'-. Recognizing  that  it  is  often  necessary 
to  make  a  prompt  decision  as  to  whether  a 
given  case  of  jaundice  is  medical  or  surgical, 
the  authors  tabulated  the  frequency  of  each 
type  of  jaundice  and  the  frequency  of  diag- 
nostic errors  in  a  series  of  non-heraolytic 
cases  of  icterus. 

Of  412   cases,    175   were  intrahepatic  or 

li.    Be.ur.    W,    B. :    The   Cutaneous   Arterial    Spider;     A.   Suz'vev 

-Medieiiie   \n -.l  \:i-:vi\    (Sept.)    ISIJS. 
7.    Lipp,    W.    F..    Leiizuer.    A.    R.,    and    Aaron,    A.    H. :     The 

Accuracy    of   Diagnosis    of   Jaundice.    J.A.M..\.    137:236-239 

(May  15)    nils. 
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medical.  Of  these,  22,  or  12.6  per  cent,  were 
operated  on  unnecessarily.  On  the  other  hand, 
in  only  3  per  cent  of  the  cases  diagnosed  as 
extrahepatic  or  surgical  did  the  surgeon  fail 
to  find  a  surgical  condition. 

From  this  experience  it  appears  that  when 
the  evidence  for  opening  the  abdomen  is  not 
clear,  it  is  reasonably  safe  to  temporize.  Sur- 
gical jaundice  tends  to  make  its  presence 
known,  while  it  is  the  non-surgical  jaundice 
which  brings  confusion.  One  may  infer  also 
that  "silent  stone"  must  be  a  rarity. 

Summary 

The  differential  diagnosis  of  jaundice  has 
been  discussed  from  the  clinical  point  of 
view.  Emphasis  has  been  placed  on  a  classi- 
fication of  the  causes  of  icterus  which  is 
based  on  physiologic  principles.  Fundamen- 
tally, jaundice  is  caused  by  disturbances  in 
the  bilirubin  metabolism.  These  altered 
mechanisms  have  been  classified  according 
to  their  occurrence  in  prehepatic,  intrahepa- 
tic, or  posthepatic  systems. 


AN  EVALUATION  OF  THEPHORIN  AS 

AN  AD.JUNCT  IN  THE  TREATMENT  OF 

PRURITIC  DERMATOSES 

Arthur  H.  Flower,  Jr.,  M.D. 

Durham 

Stimulated  by  the  desire  to  find  an  effec- 
tive but  non-toxic  histamine  antagonist, 
Wenner  and  Plati  investigated  the  pyridin- 
dene  derivatives'^'.  The  compounds  synthe- 
sized are  chemically  different  from  previous- 
ly known  antihistaminic  agents.  The  com- 
pound which  they  found  to  exhibit  the  great- 
est antihistaminic  activity  is  2-methyl-9 
phenyl-2,  3,  4,  9-tetrahydro-l-pyridindene 
(Thephorin<=0- 

In  vitro  studies  with  this  compound  have 
revealed  that  it  possesses  potent  antihista- 
minic activity  when  tested  on  isolated  guinea 
pig  ileum,  in  the  spray  test,  against  intra- 
cardial  histamine,  and  in  anaphylactic  shock. 

From  the  Division  of  Dermatology  aud  Sypbilology  of  tlie 
Department  of  Medicine,  Duke  University  Seliool  of  Medicine, 
Durliaiu,  North  Carolina. 

1.  Leiuiiann.  G. :  riiarmacological  Properties  of  a  New  Anti- 
liistaniinic,  2-metliyl-!i-plienyl-2,  3,  l,  9- tetrahydro-l-pyri- 
clindene  CTliepliorinl  and  Derivatives.  ,1.  Pliarmacol.  & 
Exper.  Tlierap.  92:240-239   (March)   19JS. 

2.  Thephorin  is  the  Hoffman-La  Roche  brand  of  pheninda- 
mine.  Liljeral  supplies  of  the  Thephorin  tablets  and  oint- 
ment were  made  available  through  the  courtesy  of  Dr. 
K.  J.  Floody,  Department  of  Clinical  Investigation,  Hoff- 
man-La Roche.  Inc. 


The  spasmogenic  effect  of  acetylcholine,  bar- 
ium ions,  and  epinephrine  can  be  effectively 
counteracted  by  Thephorin.  The  pyridindene 
derivatives  have  a  fair  local  anesthetic  qual- 
ity when  tested  on  rabbit  cornea.  Appar- 
ently there  is  no  correlation  between  the 
antihistaminic  and  the  local  anesthetic  activ- 
ity, since  other  compounds  of  this  class  have 
the  anesthetic  ability  but  lack  the  antihis- 
taminic trait. 

Clinical  investigation  has  shown  that  The- 
phorin will  produce  relief  in  allergic  condi- 
tions'-^' and  that  it  will  relieve  pruritus  in 
various  dermatologic  disorders'".  Tolerance 
studies  comparing  the  phenindamine  com- 
pounds with  the  better  known  ethanolamine 
and  ethylendiamine  compounds  show  that 
the  former  produce  fewer  undesirable  reac- 
tions'"'. 

Methods 

It  is  the  purpose  of  this  paper  to  report 
the  results  obtained  with  oral  and  topical 
Thephorin  in  the  treatment  of  various  pru- 
ritic dermatoses.  Thephorin  was  used  as  an 
adjunct  to  the  standai'd  regimen  currently 
prescribed  to  manage  the  various  derma- 
toses discussed. 

The  standard  therapeutic  regimen  included 
sitz  baths,  compresses,  antiseptic  solutions, 
antipruritic  lotions,  fungicidal  agents,  and 
oral  sedatives  in  the  form  of  phenobarbital 
or  chloral  hydrate  solution.  While  it  is  im- 
possible to  quote  statistics  concerning  the 
over-all  efficacy  of  the  standard  regimen 
used,  it  may  be  stated  from  long  experience 
that,  except  in  a  certain  number  of  patients, 
it  fails  to  produce  a  complete  cure.  The 
type  of  functional  disorder  treated  is  per- 
haps a  partial  explanation  of  the  ameliora- 
tive rather  than  curative  results  obtained. 

The  therapeutic  results  to  be  reported  are 
based  on  the  patients'  statements  concerning 
the  relief  obtained  from  their  subjective 
symptoms.  The  difficulties  inherent  in  the 
evaluation  of  subjective  symptoms,  such  as 
pruritus,  are  obvious.  Every  effort  was  made 
to  obtain  from  the  patient,  at  each  visit,  his 

3.  (a)  Cohen,  E.  B.,  Davis,  H,  P.,  and  Mowry.  W.  H.:  The- 
phorin in  Allergy;  A  Study  of  292  Cases,  Am.  J.  Med. 
.5:44-47  (July)  1948,  (b)  Gelfand,  H,  H.:  The  Role  of 
Thephorin  in  Allergic  Disorders,  New  York  State  J.  Med, 
48:15147-1919  (Sept.)  1918.  (c)  Criep,  L,  H„  and  Aaron, 
T,  H.:  Thephorin:  An  Experimental  and  Clinical  Evalua- 
tion in   Allergic  States,  J.  Allergy  19:3(14-312    (Sept.)    1948. 

1.  (a)  Shelmire,  B. :  Topical  Treatment  with  Thephorin,  Post- 
grad, Med.  4:443-446  (Nov.)  1948,  (b)  Woolriilge,  W,  E. 
and  Joseph.  H.  L. :  Thephorin  in  the  Treatment  of  Dis- 
seminated Neurodermatitis,  J.  Inves't.  Dermat.  11:93-95 
(-\ug.)    1948. 

5.  Boyd,  L.  J.,  Weissberg,  J.  and  McGavack,  T,  H.:  Toler- 
ance Studies  of  the  Antihistamine  Drug  Thephorin,  New 
York  State  J,  Med,  48:1.596-8   (July  15)    1948. 
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unbiased  opinion  concerning  the  portion  of 
the  therapeutic  regimen  which  was  most  ef- 
fective in  relieving  his  symptoms. 

Treatment  results  will  be  reported  as  good, 
fair,  and  poor.  A  good  result  indicates  that 
the  patient  obtained  prompt  and  prolonged 
relief  from  the  medications.  Cases  classified 
under  fair  results  are  those  in  which  more 
frequent  applica'^ions  of  the  ointment  or  an 
increase  in  the  dose  of  the  oral  medication 
was  needed  in  order  to  afford  relief.  A  poor 
result  indicates  that  the  patients  received 
little  or  no  relief  even  when  the  oral  dose 
was  increased  or  the  ointment  applied  more 
frequently. 

Material 
The  drug 

The  hydrogen  tartrate  salt  of  the  phenin- 
damine  compound  was  used  in  this  study. 
The  tablets  were  made  in  a  standard  man- 
ner, containing  25  mg.  each.  The  dosage  for- 
mula usually  prescribed  was  one  tablet  four 
times  a  day  (after  meals  and  at  bedtime). 
For  a  number  of  patients  the  dose  was  in- 
creased to  two  or  three  tablets  (50  or  75  mg.) 
four  times  a  day. 

Thephorin  ointment  was  used  in  both  a  2 
per  cent  and  a  5  per  cent  concentration.  The 
vehicle  for  the  ointment  was  commercially 
available  carbowax  1500.  The  patients  were 
instructed  to  use  the  ointment  twice  a  day 
as  a  routine,  and  more  frequently  if  neces- 
sary to  maintain  relief  of  the  pruritic  symp- 
toms. 

The  patients 

Sixty-three  patients  with  various  pruritic 
dermatoses  were  treated  with  Thephorin  tab- 
lets or  ointment.  Additional  patients  who 
were  treated  with  Thephorin  are  not  included 
because  of  inadequate  follow-up  observation. 
Thephorin  tablets  were  used  in  27  patients, 
Thephorin  ointment  in  36  patients. 

Results 
Thephorin  tablets 

The  27  cases  treated  with  the  standard 
regimen  plus  Thephorin  tablets  were  divided 
into  three  diagnostic  groups:  (1)  essential 
pruritus  of  the  ano-genital  region,  (2)  neu- 
rodermatitis and  neurogenic  itching,  and  (3) 
acute  and  chronic  urticaria.  These  patients 
included  17  men  and  10  women,  ranging  in 
age  between  18  and  69  years. 

Thephorin  tablets  were  prescribed  on  a 
schedule  of  75  mg.  four  times  a  day  for  5 


Table  1 
Results   of   Treatment   with   Thephorin   Tablets 


DiaijnosL'i  <-, 

Pruritus  of  the 
ano-ger.ital  region  16 
Neurodermatitis 
and  neurogenic 
itcliing'   (otlier  5 

than  the  ano- 
genital  region) 
Urticaria   (acute 
and   chronic)  6 


5         11         68% 
3  2         40% 

2  4         67% 


Total 


27 


9       10 


17 


63% 


patients  in  an  attempt  to  overcome  persis- 
tent symptoms.  Of  the  5  patients  so  treated, 
3  obtained  fair  results  and  2  had  poor  results 
in  spite  of  the  increase  in  medication. 

Table  1  shows  the  results  obtained  in  each 
of  the  three  diagnostic  groups.  Of  the  27 
patients  treated  with  Thephorin  given  orally, 
17,  or  63  per  cent,  showed  improvement. 
(This  figure  includes  patients  obtaining 
good  and  fair  results.)  The  other  10  patients 
(37  per  cent)  received  little  or  no  benefit 
from  the  medication. 

In  the  last  diagnostic  group  there  were  3 
cases  each  of  acute  and  chronic  urticaria. 
The  3  patients  with  acute  urticaria  all  ob- 
tained good  results.  Only  one  of  the  3  pa- 
tients with  chronic  urticaria  obtained  fair 
results,  the  other  2  showing  no  improvement. 

Thephorin  ointment 

Thirty-six  patients  with  pruritic  dermato- 
ses were  treated  with  the  standard  regimen 
plus  Thephorin  ointment.  In  all  these  cases 
the  etiology  of  the  pruritus  was  primarily 
functional.  There  were  15  men  and  21 
women  in  this  group.  All  were  of  the  Cauca- 
sian race  except  one  Chinese  male.  Their 
ages  ranged  from  19  to  76  years,  except  for 
one  24  month  old  child  with  atopic  eczema. 

Table  2 
Results  of  Treatment  with  2  and  5  Per  Cent 
Thephorin   Ointment 


Diiignosis                           '< 

■:; 

:C 

C 

s^c 

s,  = 

Pruritus  of  the  ano- 

genital  region         27 

15 

8 

4 

23 

85% 

Neurodermatitis 

(atopic,  localized,     6 

O 

1 

O 

3 

50% 

disseminated) 

Insect   bites               3 

O 

0 

0 

3 

100% 

Total                      36 

20 

9 

7 

29 

.  80% 
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Table  2  presents  the  various  clinical  en- 
tities studied  and  the  results  obtained.  Of 
the  36  patients  treated,  29  or  80  per  cent  im- 
proved, and  20  patients  (55  per  cent)  had 
good  results. 

All  3  of  the  patients  in  the  third  clinical 
grouping — those  with  pruritic  symptoms  fol- 
lowing insect  bites — received  prompt  relief 
from  their  symptoms  from  the  use  of  The- 
phorin  ointment  alone,  and  it  appeared  that 
involution  of  the  lesions  was  more  rapid. 

Fourteen  patients  used  Thephorin  oint- 
ment containing  5  per  cent  of  the  active 
ingredient.  Twenty-two  of  the  patients  used 
Thephorin  ointment  containing  2  per  cent  of 
the  active  ingredient.  During  the  course  of 
observation  5  patients  used  both  concentra- 
tions of  the  ointment.  The  concentration  of 
the  Thephorin  in  the  ointment  did  not  ap- 
pear to  influence  the  rapidity  or  duration 
of  relief.  Unless  the  patients  were  told,  they 
were  not  aware  that  there  had  been  any 
change  in  the  concentration  of  the  basic  con- 
stituent. 

Cori'elatioii  of  results   iritlt  (htrafioii 
of  sin))pto))is 

In  an  effort  to  determine  whether  any 
correlation  existed  between  the  effect  of 
therapy  and  the  duration  of  symptoms,  the 
patients  receiving  the  standard  therapeutic 
regimen  plus  Thephorin  tablets  were  divided 
into  two  groups.  The  first  group  had  had 
their  symptoms  less  than  one  year,  and  the 
other  group  had  had  symptoms  longer  than 
one  year.  Table  3  shows  the  results  obtained 
in  the  two  groups. 

Table  .3 

Duraiion  of  Syniploms  Correlated  «ith   Results 

Obtained    from   Thephorin   Tablets 


Duration  of 
Si/iiiptotiis 

■^ 

= 
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3i 
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12 

.5 

4 

o 

9 

75% 
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1.5 

'3 

6 

6 

9 

60<;'<r 

These  observations  indicate  that  the  dura- 
tion of  the  symptoms  did  not  appreciably  in- 
fluence the  efficacy  of  the  therapeutic  regi- 
men used. 

The  patients  using  Thephorin  ointment  in 
addition  to  the  standard  regimen  were  like- 
wise divided  into  two  groups  according  to 
the  duration  of  symptoms.  Included  among 


the  20  patients  who  had  had  symptoms  longer 
than  one  year  were  several  whose  symptoms 
had  existed  for  ten  to  twenty-five  years.  As 
table  4  shows,  the  duration  of  symptoms  did 
not  appear  to  alter  the  efficacy  of  the  thera- 
peutic regimen  used  in  these  cases. 

Table  4 

I)iir:ilion  of  Symptoms  Correlated  with  Results 

Obtained    from    Thephorin   Ointment 
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16 
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Reactions  and  side  effects 

In  the  group  of  27  patients  who  received 
Thephorin  tablets,  6  patients,  or  22  per  cent, 
showed  one  or  more  untoward  symptoms. 
These  symptoms  are  listed  below  in  order 
of  frequency. 

Tabic  5 

Untoward    Effects 

Symptom  _  No.  cases 

Nausea      3 

Weakness     2 

Constipation       1 

Nervousness     1 

Dysuria     1 

Dizziness     1 

AVhenever  untoward  symptoms  were  en- 
countered,  Thephorin  was  discontinued. 

The  duration  of  treatment  with  oral  The- 
phorin ranged  from  one  day  to  four  months. 
Nine  patients  were  under  treatment  for 
one  to  ten  days,  and  17  patients  received 
Thephorin  for  fourteen  to  120  days.  There 
was  no  correlation  between  the  number  of 
reactions  and  the  duration  of  therapy  or  the 
total  amount  of  Thephorin  taken. 

No  instance  of  cutaneous  sensitization  was 
noted  in  the  36  patients  treated  with  The- 
phorin ointment.  Two  patients  who  used  the 
5  per  cent  Thephorin  ointment  complained 
initially  of  a  stinging  sensation  after  the  first 
few  applications.  This  did  not  preclude  the 
continued  use  of  the  Thephorin  ointment, 
and  later  this  untoward  effect  disappeared. 
Thephorin  ointment  was  used  for  variable 
periods  of  time  in  the  patients  observed.  Ten 
patients  used  the  ointment  for  one  to  ten 
days,  and  26  used  it  for  fourteen  days  to 
seven  months. 
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Comment 

The  adjunct  effect  of  the  new  antihista- 
minic  agent  Thephorin  was  investigated  on 
a  series  of  63  patients  having  a  variety  of 
pruritic  dermatoses.  Greatest  attention  was 
given  to  the  extremely  troublesome  derma- 
tologic  problem  of  neurogenic  itching  of  the 
ano-genital  region.  Thephorin  tablets  and 
Thephorin  ointment  were  used  on  separate 
groups  of  patients.  This  antihistaminic  agent 
was  used  in  conjunction  with  a  standard 
therapeutic  regimen. 

In  our  experience  the  oral  antihistaminic 
Thephorin  was  no  more  effective  in  relieving 
pruritus  than  other  oral  antihistaminic 
agents.  Thephorin  ointment  used  topically 
proved  to  be  a  distinctly  helpful  adjunct  in 
the  treatment  of  functional  pruritus.  The  con- 
centration of  the  basic  ingredient  in  the  oint- 
ment did  not  appear  to  influence  the  relief 
of  symptoms. 

It  must  be  emphasized  that  Thephorin 
ointment  and  tablets  w'ere  not  completely 
curative  in  themselves.  In  a  number  of  pa- 
tients, however,  these  agents  were  helpful  in 
breaking  the  vicious  itch-scratch  cycle,  so 
that  the  patient  ultimately  obtained  complete 
relief.  In  many  instances  the  patients'  symp- 
toms returned  when  Thephorin  was  stopped. 
This  return  of  symptoms  occurred  most  con- 
sistently in  those  patients  who  had  deeply 
rooted  environmental  and  psychic  conflicts 
as  an  etiologic  basis  for  their  difficulties. 

It  is  not  possible  from  this  study  to  attrib- 
ute definitely  the  results  reported  to  this  new 
antihistaminic  agent  alone.  The  effects  re- 
ported may  have  resulted  from  the  Thepho- 
rin, from  the  carbowax  base,  from  the  psy- 
chic influence  of  using  a  new  experimental 
agent,  or  from  associated  factors  not  de- 
scribed in  this  report.  It  is  also  recognized 
that  the  small  number  of  cases  presented  may 
influence  the  statistical  results.  Clinically, 
however,  the  results  obtained  with  this  new 
antihistaminic  agent  as  an  adjunct  to  stand- 
ard therapy  appear  to  be  sufficiently  impres- 
sive to  warrant  this  report. 

Summary 

1.  A  series  of  63  patients  with  pruritic 
dermatoses  were  treated  with  Thephorin 
(phenindamine)  in  tablet  or  ointment  form, 
concurrently  with  a  standard  therapeutic 
regimen. 

2.  Of  the  27  patients  receiving  oral  The- 
phorin, 17,  or  63  per  cent,  showed  improve- 


ment. Sixteen  patients  with  anogenital  pru- 
ritus were  treated,  and  11  of  these  (68  per 
cent)   were  improved. 

3.  Untoward  reactions  were  noted  in  6,  or 
22  per  cent,  of  the  27  patients  receiving  oral 
Thephorin.  These  reactions  included  nausea, 
weakness,  nervousness,  constipation,  dysuria, 
and  dizziness. 

4.  A  total  of  36  patients  with  pruritic 
dermatoses  were  treated  with  Thephorin 
ointment  as  a  part  of  their  therapeutic  regi- 
men. Twenty-nine,  or  80  per  cent,  were  im- 
proved. Twenty-seven  of  the  patients  so 
treated  had  pruritus  of  the  ano-genital  area ; 
23,  or  85  per  cent  of  these,  showed  improve- 
ment. Both  2  per  cent  and  5  per  cent  concen- 
trations of  Thephorin  ointment  were  used, 
and  appeared  equally  effective  in  relieving 
symptoms. 
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Gas  gangrene  is  much  less  frequent  in  time 
of  peace  than  in  war'^'.  That  it  does  occur  in 
civilian  practice,  however,  is  indicated  by  the 
fact  that  3  cases  were  seen  at  Watts  Hospi- 
tal within  two  years.  One  of  these  3  patients 
lost  an  extremity.  It  is  the  purpose  of  this 
paper  to  review  the  subject  of  gas  gangrene 
and  to  present  in  some  derail  2  cases  success- 
fully treated  by  debridement. 

Ivcidence 
In  the  recent  war  anaerobic  infections 
were  frequent  complications  in  wounds  of  the 
crushing  type,  in  wounds  with  extensive  mus- 
cular trauma  (especially  of  the  thigh  and 
buttocks),  in  wounds  with  impaired  blood 
supply,  in  puncture  and  penetrating  wounds 
where  clothing  and  other  foreign  material 
were  implanted,  in  wounds  showing  exten- 
sive contamination,  and  in  compound  frac- 

From  the  Sursionl  Service  of  Watts  Hospital,  Durham,  Xortli 
CavnVw.c. 

1.  Benton.  O.  R..  Jr.:  The  Management  of  War  Wounds, 
with  Reference  to  the  Prevention  ami  Treatment  of  Clos- 
triilial  Infections:  Analysis  of  13  Cases,  \orth  Carolina 
M.   J.    10:1211-120    (March)    1010. 
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tures.  The  incidence  of  anaerobic  infections 
in  war  wounds  in  various  theaters  and  cam- 
paigns of  World  War  II  was  as  follows : 

1.  The  Tunisian  campaign — 2-7  cases  per  thou- 
sand wounded. 

2.  The  Sicilian  campaign — 10  cases  per  thousand 
wounded. 

3.  The  Italian  campaign  ('4.3-'44) — 20  cases  per 
thousand  wounded'^). 

4.  The  Russian-Finnish  War — Incidence  in  USSR 
forces  8.5  per  cent*^^, 

5.  North  Burma  front  —  15  cases  per  thousand 
wounded. 

6.  Among  casualties  on  a  hospital  ship  in  the 
South   Pacific — 16  cases  per  thousand  wounded. 

7.  American     evacuation     hospital     in     northern 
France — 16  cases  per  thousand  wounded. 

8.  Wounds  received  in  aerial  combat — 18  cases 
per  thousand  wounded. 

9.  German  prisoners  of  war — 52  cases  per  thou- 
sand  wounded'^'. 

Recent  reviews  emphasize  the  ever  increas- 
ing incidence  of  anaerobic  infections  in  civil 
life.  In  New  York  State,  exclusive  of  New 
York  City,  208  patients  were  hospitalized  for 
gas  gangrene  between  1932  and  1936'^'.  Can- 
tril  and  Buschke""  reported  a  series  of  9  cases 
occurring  in  civilian  practice  which  re- 
sulted from  compound  fractures,  automobile 
injuries,  and  industrial  accidents. 

Bacteriology 

The  three  most  important  anaerobic  or- 
ganisms responsible  for  the  development  of 
gas  gangrene  are  Clostridium  welchii  (CI. 
perfrivgens),  CI.  septiqve  (CI.  septiewn) 
and  CI.  oedematieMs  (CI.  novyi). 

A  pure  culture  of  any  one  of  these  organ- 
isms may  be  obtained  in  gas  infections,  but 
mixed  infections  also  occur.  CI.  welchii  is  the 
organism  most  frequently  found  on  culture, 
and  it  was  reported  to  be  present  in  72  to  80 
per  cent  of  all  cases  of  gas  infection  studied 
in  World  War  I'"'.  Bacteriologically,  these 
three  major  organisms  are  sugar  fermenters, 
toxin  and  hemolysin  producers,  and  spore 
formers.  Their  power  to  produce  gas  in  the 
tissues  is  due  to  the  fermentation  of  muscle 
glycogen. 

It  should  be  emphasized  that  the  mere 
presence  of   a  gas  forming   organism  in  a 

2.    Langley,    F.    II.    and   Winkelstein,    L.    B.;    Gas   GaiiKrene; 

A  Study  of  ori  Cases  Treated  in   an   Evacuation   Hospital. 

.I.A.M.A.    12S  :-.■!«  7S12    (July    l-t)    1M5. 
^.    Novikov,  M.  Y. :  The  Diagnosis  and  Therapy  of  Anaerobic 

Infection   of  War  Wounds.   Sovet.   nied.    4:30-39,    1940, 

4.  The  factors  probably  responsible  for  this  hish  incidence 
are:  (1)  delay  in  initial  dressins  of  the  wound.  (21  delay 
in  debridement.  (.■!)  friability  and  fragility  of  German 
clothing. 

5.  Gas  Gangrene,  Editorial,  .I.A.M.A.  111:2210-2211  (Dee.  10) 
193R. 

li.  Cantril.  S.  T.  and  Buschke.  F. :  Roentgen  Therapy  in  Gas 
Gangrene,   Radiology   43:333-34.';    (Oct.)    1944. 

7.  Zinsser,  H.  and  Bayne-.Iones,  S. :  A  Textbook  of  Bacteri- 
ology, ed,  S,  New  York,  D,  Appleton-Century  Co,,  liiSO. 
p.  1120, 


wound  does  not  necessarily  lead  to  gas  gan- 
grene. Other  factors  involved  are  the  viru- 
lence of  the  strain  of  the  organism,  the 
amount  of  dead  tissue  present,  impairment  of 
blood  .supply,  anaerobic  conditions,  and  the 
type  and  location  of  the  wound. 

Coexistent  with  the  organisms  of  major 
importance  in  the  production  of  gas  gan- 
grene, which  are  saccharolytic  in  nature,  may 
be  some  of  the  proteolytic  group  of  anae- 
robes. These  are  Bacillus  histolyticus,  B. 
spofogenes,  and  B.  putrificus.  This  proteo- 
lytic group  of  organisms  are  not  in  them- 
selves pathogenic  and  do  not  produce  a  gen- 
e)-al  toxemia.  Such  anaei'obes,  however,  pos- 
sess a  characteristic  power  of  massive  tissue 
liquefaction  and  produce  a  rather  typical 
offensive  odor. 

Pathologic  Picture 
The  pathologic  picture  of  gas  gangrene  is 
massive  and  rapidly  spreading  necrosis  of 
muscle.  The  muscle  fibers  are  fragmented  by 
gas  bubbles,  and  large  areas  of  muscle  un- 
dergo early  liquefaction.  The  gas  tends  to 
spread  proximally  and  distally  in  fascial 
planes,  and  at  times  produces  considerable 
pressure  effect,  which  may  further  impair 
an  already  deranged  or  deficient  vascular 
supply.  Red  blood  cells  are  rapidly  destroyed, 
as  is  evidenced  by  the  early  fall  in  the  red 
blood  cell  count. 

Symptoms  and  Signs 

The  onset  of  the  disease  is  very  sudden. 
Usually  the  first  symptom  is  pain  in  the 
region  of  the  wound,  occurring  one  to  four 
days  after  the  injury.  The  pain  is  commonly 
associated  with  a  feeling  of  tension,  heavi- 
ness, or  tightness  of  the  dressing.  Concomi- 
tantly there  is  a  marked  rise  in  the  pulse 
rate.  The  patient  is  restless  and  may  be  un- 
able to  sleep.  Evidence  of  toxemia  can  be  de- 
tected clinically,  and  definite  mental  changes 
are  often  present.  The  temperature  is  rai'ely 
higher  than  101-102  F.  Pallor  resembling 
that  of  shock  may  develop  while  the  blood 
pressure  is  still  normal.  A  characteristic 
mousy,  putrefactive  odor  appears  rather 
early. 

Crepitation  develops  at  some  time  during 
the  course  of  the  disease,  but  various  writers 
have  emphasized  that  this  is  not  an  early 
sign.  Within  the  first  few  hours  a  thin,  foul, 
sanguinous  discharge  develops  at  the  wound 
site.  General  symptoms  such  as  weakness, 
prostration,  anorexia,  nausea,  and  vomiting 
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become  manifest  within  a  shoi't  time.  The 
toxemia  and  rapidly  developing  anemia  cause 
the  patient  to  be  dyspneic  and  to  appear 
acutely  ill.  While  leukocytosis  is  of  a  mild 
degree,  the  rapid  destruction  of  red  blood 
cells  leads  to  a  progressive,  severe  anemia 
which  is  out  of  proportion  to  the  blood  loss 
and  which  may  indicate  the  duration  of  the 
toxemia. 

Cole'"  states  that  "as  the  disease  progres- 
ses, the  skin  over  the  site  of  the  infection 
may  become  discolored,  usually  appearing  at 
first  yellowish,  changing  to  a  bronze  or  pur- 
plish color  and  later  becoming  black."  Hem- 
orrhagic vesicle  formation  and  gross  discol- 
oration are  said  to  be  late  manifestations. 

Diagnosis 

In  order  to  make  an  early  diagnosis  one 
must  suspect  the  presence  of  the  disease. 
Since  pain  is  one  of  the  earliest  symptoms, 
this  complaint  should  be  carefully  evaluated, 
especially  when  one  is  dealing  with  compound 
fractures  or  grossly  contaminated  wounds. 
One  should  be  especially  suspicious  of  anae- 
robic infection  in  wounds  of  the  buttocks 
and  thighs.  In  these  locations  large  masses 
of  muscle  tissue  and  poor  collateral  circula- 
tion are  anatomically  predisposing  factors. 
Frequent  examination  of  the  wound  is  im- 
perative when  one  notes  a  pulse  rate  out  of 
proportion  to  the  temperature  curve.  In  sus- 
pected cases  cultures  and  smears  from  the 
wound  may  confirm  the  diagnosis.  An  early 
anemia  can  be  detected  by  frequent  red  blood 
cell  counts  and  hemoglobin  determinations. 

Physical  signs  of  gas  (crepitus)  appear 
late,  but  a  roentgenogram  of  the  part  may 
demonstrate  gas  in  the  soft  tissues  at  an 
earlier  stage.  It  is  important  to  observe  the 
odor  and  character  of  the  discharge,  and  to 
watch  particularly  for  the  presence  of  small 
air  bubbles.  If  massive  muscular  necrosis  is 
observed  at  the  time  of  surgical  debridement, 
gas  gangrene  may  be  strongly  suspected.  If 
one  waits  for  the  most  positive  diagnostic 
signs — extensive  crepitus,  bleb  formation, 
and  the  appearance  of  gangrene — the  prog- 
nosis becomes  grave,  regardless  of  the  type 
of  treatment. 

The  absolute  diagnosis  consists  in  the  cul- 
ture of  one  or  more  of  the  organisms  de- 
scribed earlier. 


Treatment 
Prophylactic 

The  best  treatment  for  gas  gangrene,  as 
for  any  disease,  is  prophylactic.  Unquestion- 
ably the  most  effective  single  factor  in  the 
prevention  of  the  disease  is  proper  debride- 
ment of  the  wound.  All  foreign  bodies  and 
devitalized  tissue  must  be  removed.  Leaving 
the  wound  open  is  another  important  prophy- 
lactic measure. 

The  value  of  the  use  of  prophylactic  doses 
of  antitoxin  is  still  not  definitely  determ- 
ined. However,  the  reports  which  have  come 
out  of  World  War  II  would  seem  to  indicate 
that  it  is  of  no  value  prior  to  operation.  In 
some  instances,  it  even  seemed  harmful,  as 
the  prophylactic  doses  sometimes  produced 
a  sensitivity  which  made  it  necessai-y  to  de- 
sensitize the  ]3atient  before  more  antitoxin 
could  be  given  postoperatively'-'^'.  It  has  also 
been  found  that  the  preoperative  use  of  peni- 
cillin and  sulfonamide  drugs  is  of  no  value 
in  the  prevention  of  the  disease'-'®'. 

Surgical 

Formerly  it  was  thought  that  when  anaero- 
bic infection  developed  in  a  limb,  amputation 
of  the  affected  part  was  the  only  life  saving 
treatment.  Today,  however,  such  radical 
treatment  is  seldom  necessary,  except  in  very 
far  advanced  cases.  Extensive  incision  and 
drainage  with  excision  of  all  devitalized  tis- 
sue, especially  muscle,  is  now  the  surgical 
treatment  of  choice.  Operation  should  be  per- 
formed as  soon  as  possible  after  the  diagnosis 
has  been  made. 

The  tissue  is  incised  widely,  so  that  all 
devitalized  muscle  can  be  exposed  and  ex- 
cised. The  color  of  the  muscle  and  its  con- 
tractility will  give  one  a  fairly  accurate 
idea  as  to  the  amount  of  muscle  to  be  re- 
moved. Extreme  care  should  be  taken  lest 
the  proximal  portion  of  a  muscle  be  re- 
moved with  destruction  of  the  blood  supply 
to  the  distal  portion'*'.  Counter  incisions, 
loose  packing,  and  multiple  drains  are  used 
to  promote  aeration  and  drainage.  Catheters 
with  multiple  perforations  are  inserted 
throughout  the  wound  for  postoperative  irri- 
gations with  hydrogen  peroxide. 

Postoperative 

The  value  of  gas  gangrene  antitoxin  given 
postoperatively  to  neutralize  the  toxins  pro- 
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duced  is  well  established'--''^"'.  The  amount 
necessary  varies  with  the  individual  patient. 
The  army  recommends  the  use  of  eighteen 
therapeutic  doses'"'.  Some  workers  feel  that 
this  should  be  the  minimal  dose,  and  have 
given  as  many  as  forty-four  therapeutic 
doses.  One  drug  company  recommends  the 
initial  use  of  four  therapeutic  doses  given 
intravenously  and  repeated  every  two  hours, 
or  oftener,  if  the  injections  are  well  toler- 
ated. An  alternative  method  is  recommended 
by  Langley  and  Winkelstein'-',  who  give  nine 
therapeutic  doses  of  gas  gangrene  antitoxin 
in  700  cc.  of  isotonic  saline,  as  a  continuous 
intravenous  drip  over  a  three  hour  period. 
After  a  three  hour  rest  period  to  observe  the 
effect  of  the  antitoxin,  the  dose  is  repeated. 
When  the  acute  symptoms  have  subsided,  one 
therapeutic  dose  of  antitoxin  is  given  intra- 
muscularly every  twelve  hours  for  a  mini- 
mum of  four  injections. 

In  contrast  to  the  antitoxin,  which  serves 
to  neutralize  the  toxin,  penicillin  has  been 
found  to  have  a  definite  inhibiting  effect  on 
the  organisms'--'-'.  The  dosage  of  penicillin 
is  not  definitely  established.  The  British 
recommended  an  initial  injection  of  100,000 
units,  followed  by  50,000  units  every  four  to 
five  hours.  Today  it  seems  likely  that  even 
larger  and  more  frequent  doses  are  indi- 
cated"-'. 

Sulfonamides,  contrai-y  to  the  opinion  of 
early  investigators"-'',  do  not  inhibit  the 
gro^vth  of  the  gas  gangrene  organisms  and 
are  of  value  only  against  secondary  invad- 
ers. Streptomycin  has  been  shown  to  have 
no  significant  therapeutic  effect"-"'.  Con- 
trary to  reports  by  Kelly"^*',  roentgen  ther- 
apy has  likewise  been  shown  to  have  no  defi- 

10.  (a)  Eliot.  E..  .Ir.  and  Ea.ston,  E.  R.:  Gas  Gangrene:  A 
Review  of  IT  Cases.  Ann.  Surg.  101 :1393-1  m.l  (June)  193,1. 
(b)  Gliornilcv.  R.  K. :  Gas  Gangrene  and  Gas  Infections, 
.1.   Bone  &-  .loint  Surg.   17:007-915    (Oct.')    1935. 
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Altemeier.  W.  A.:  Chemotherapy  in  Surgery.  J.  Missouri 
M.  .\.  44:803-809  (Nov.)  1917.  (d)  McAuley,  A.  A.  and 
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nite  therapeutic  value'''''-''. 

Supportive  therapy  should  include  an  ade- 
quate fluid  intake,  blood  transfusions,  and 
parenteral  vitamins.  The  infected  area  should 
be  completely  immobilized.  Sedatives  are 
used  to  eliminate  pain  and  produce  sleep. 
Zinc  peroxide  aj-jplied  locally  to  the  wound 
has  been  efficacious.  In  the  cases  to  be  re- 
ported, hydrogen  peroxide  was  used  for 
wound  irrigation.  The  wound  should  be 
dressed  daily  for  the  first  few  postoperative 
days,  and  thereafter  as  often  as  is  indicated. 
Any  remaining  necrotic  tissue  should  be 
excised  with  each  dressing. 

After  all  symptoms  and  signs  of  gas  gan- 
grene infection  have  disappeared,  and  suffi- 
cient time  has  elapsed  to  allow  the  wounds 
to  become  completely  clean,  secondary  clos- 
ure is  performed.  At  this  time  it  is  a  good 
idea  to  give  at  least  one  therapeutic  dose  of 
gas  gangrene  antitoxin  and  penicillin  daily 
for  several  days.  After  secondary  closure, 
the  wounds  are  treated  in  the  same  manner 
as  other  secondarily  closed  wounds. 

Case  Reports 
Case  1 

A  28  year  old  -white  man  -ivas  admitted  to  the 
surgical  service  of  AVatts  Hospital  at  8:20  p.m.  on 
August  3,  1046,  about  t'lventy  minutes  after  being 
shot  in  the  left  thigh  -with  a  shotgun. 

Physical  examination  revealed  a  -well  developed 
and  well  nourished  yotmg-  -vvhite  man  who  appeared 
to  be  in  shock,  but  was  well  oriented  and  coopera- 
tive. The  blood  pressure  was  90  systolic,  60  diastolic, 
the  pulse  120.  temperature  98.8  F.  The  skin  was 
clammy.  On  the  anterolateral  aspect  of  the  left  thigh 
was  a  profusely  bleeding  shotgun  wound  measuring 
2  by  1%  inches.  There  was  no  wound  of  exit.  No 
evidence  of  major  damage  to  the  arteries  and  nerves 
was  found,  and  the  remainder  of  the  physical  ex- 
amination was  essentially  negative.  The  femur  was 
not  fractured. 

Treatment  consisted  in  the  administration  of 
plasma,  sedatives,  and  one  prophylactic  dose  of  tet- 
anus and  gas  gangrene  antitoxin.  The  wound  was 
cleansed  and  packed  with  dry  gauze,  and  the  ex- 
tremity was  splinted.  Intramuscular  penicillin  and 
intravenous  sulfadiazine  therapy  was  begun.  The 
patient  recovered  from  shock,  and  on  the  following 
day  (.-August  4)  his  condition  seemed  good.  The  tem- 
perature, pulse  and  respiration  were  within  normal 
limits,  and  the  white  blood  cell  count  was  11,.300. 
On  the  morning  of  August  5,  however,  the  patient 
seemed  worse.  The  temperature  was  100.4  F.,  the 
pulse  120.  The  white  blood  cell  count  had  risen 
slightly  and  the  heni'-'globin  had  fallen  to  72  per 
cent,  with  a  red  blood  cell  count  of  .3.570,000. 

Because  of  these  findings,  debridement  of  the 
wound  under  general  anesthesia  was  pei'formed 
thirty-seven  hours  after  the  injury.  The  wound  was 
enlarged  by  longitudinal  incisions.  Immediately,  a 
large  area  of  devitalized  muscle  containing  gas  bub- 
bles  and  thrombotic  vessels  was  noted.  The  musty 

15.    Caldwell.  G.  A.  and  Cox.  F.  J.:  Roentgen  Ray  Treatment 
of  Gas   Gangrene.   .Vnn.   Snrg.   114:202-273    (Aug.)    1911. 
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Figure  1 

odor  typical  of  gas  gangrene  was  present.  Bucksliot 
and  pieces  of  shell  wadding  were  found  deep  within 
the  wound.  The  upper  portion  of  the  vastus  latera- 
lis, and  sections  of  the  gluteus  medius,  gluteus 
maximus,  and  tensor  fasciae  latae  were  resected. 
There  was  minimal  involvement  of  the  hamstring 
muscles,  and  these  were  trimmed.  No  major  vessels 
or  nerves  were  injured.  A  counter  incision  was  made 
posteriorly  (fig.  1),  and  the  wound  was  packed  open 
with  vaseline  gauze.  Perforated  catheters  were 
placed  deep  in  the  wounds. 

Postoperatively,  the  patient  was  given  gas  gan- 
grene antitoxin,  penicillin,  intravenous  sulfadiazine, 
daily  blood  transfusions,  fluids,  and  nasal  oxygen. 
The  wounds  were  irrigated  with  full  strength  hy- 
drogen peroxide  every  hour,  and  were  dressed  daily 
for  the  first  few  days  following  surgery,  and  there- 
after every  two  or  three  days.  The  patient  improved 
rapidly  following  ojieration.  By  the  third  postopera- 
tive day,  the  hemoglobin  and  red  blood  cell  count 
were  normal.  On  the  nineteenth  postoperative  day, 
secondary  closure  of  the  wounds  was  accomplished. 
On  September  2,  1946,  thirty-one  days  after  in- 
jury, the  patient  was  discharged  as  cured. 

Smears  and  culture  made  from  the  wound  at  the 
time  of  debridement  were  reported  positive  for  CI. 
welchii,  and  the  pathologic  report  agreed  with  the 
diagnosis  of  gas  gangrene. 

Case  2 

A  19  year  old  white  man  was  admitted  to  the 
surgical  service  of  Watts  Hospital  at  .3:30  p.m. 
on  February  29,  1948,  with  a  chief  complaint  of 
"hurting  in  the  left  leg."  About  79'-6  hours  prior 
to  admission  he  had  cut  his  leg  with  an  ax  while 
chopping  wood.  He  was  treated  by  his  doctor  soon 
after  the  accident,  and  primary  wound  suture  was 
done.  No  tetanus  or  gas  antitoxin  was  given.  His  leg 
continued  to  be  painful,  and  by  the  next  day  it  had 
become  somewhat  swollen.  On  February  28,  the  day 
before  admission,  the  patient  returned  to  his  doctor, 
who  noted  a  temperature  elevation.  Two  sutures 
were  i-emoved,  and  penicillin  was  given.  The  leg 
continued  to  cause  pain,  and  the  doctor  had  him 
admitted  to   the  hospital  on  February  29. 

Physical  examination  revealed  an  acutely  ill, 
sthenic  young  man.  The  temperature  was  104  F., 
the  pulse  144,  respiration  32,  blood  pressure  125 
systolic,  70  diastolic.  The  pertinent  findings  were 
confined  to  the  left  leg,  which  was  described  as  fol- 
lows: "The  leg  is  edematous  from  knee  to  toes. 
There  is  a  six  inch  longitudinal  incision  over  the 
anterior,  mid-tibial  region  which  has  been  sutured. 


Figure  2 


There  is  left  inguinal  tenderness,  and  crepitation 
of  the  soft  tissues  upward  from  the  wound  to  just 
above  the  popliteal  space.  There  is  redness  about 
the  wound."  The  blood  count  showed  a  hemoglobin 
of  65  per  cent,  3,400,000  red  blood  cells,  and  21,000 
white  blood  cells. 

The  remaining  sutures  were  removed,  and  the 
wound  exuded  a  foul,  necrotic,  purulent  discharge 
with  a  musty  odor.  The  patient  was  given  penicillin 
intramuscularly,  2  Gm.  of  sodium  sulfadiazine  intra- 
venously, and  one  therapeutic  dose  of  gas  gangrene 
an,:itoxin.  A  diagnosis  of  gas  gangrene  was  made, 
and  eighty-three  hours  from  the  time  of  injury 
debridement  of  the  wound  was  carrisd  out  under 
spinal  anesthesia. 

At  operation,  the  entire  leg  was  edematous  and 
crepitant  with  gas;  subcutaneously  serous  pus  ex- 
tended to  the  upper  mid  thigh.  The  peroneal  and 
anterior  tibial  muscles  were  undergoing  liquefaction. 
Through  multiple  longitudinal  incisions  (totalling 
111  inches)  along  all  aspects  of  the  leg  (fig.  2), 
the  involved  muscles  were  excised.  The  anterior  tibial 
artery  and  deep  peroneal  nerve  were  inadvertently 
severed  in  the  dissection  of  the  devitalized  muscles, 
identification  of  structures  being  difficult.  Multiple 
linear  incisions  were  made  above  the  knee  to  the 
upper  raid  thigh,  and  catheters  and  drainage  tubes 
were  inserted  deep  into  subcutaneous  pockets  and 
into  the  hamstring  muscles.  The  wound  was  lightly 
packed  A\'ith  vaseline  gauze,  and  the  entire  leg  was 
wrapped  in  sheet  v\-adding  and  bandaged  with  vol- 
uminous dressings.  The  patient  went  into  shock 
during  the  procedure,  but  he  had  partially  recovered 
at  the  end  of  the  operation. 

Postoperatively,  the  patient  was  given  gas  gan- 
grene antitoxin,  one  prophylactic  dose  of  tetanus 
antitoxin,  penicillin,  intravenous  sodium  sulfadia- 
zine, repeated  transfusions,  fluids,  and  nasal  oxygen. 
The  wounds  were  dressed  daily  for  the  first  few 
days  and  irrigated  with  hydrogen  peroxide.  The 
patient  improved  rapidly  and  continuously.  By  the 
ninth  postoperative  day  the  hemoglobin  was  83 
per  cent,  the  red  blood  cell  count  4,300,000,  and  the 
white  cell  count  8,600. 

On  the  twelfth  postoperative  day,  secondary  clos- 
ure was  carried  out  on  about  half  the  wounds,  and 
on  the  twenty-fourth  postoperative  day  the  remain- 
ing wounds  were  closed.  On  the  thirty-fourth  post- 
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operative  day  the  patient  was  discharged,  with  a 
small  draining  sinus  from  one  of  the  wounds.  This 
healed  during  the  course  of  the  next  few  weeks. 

The  severance  of  the  peroneal  nerve  and  resec- 
tion of  the  tibialis  anticus  muscle  produced  com- 
plete foot  drop.  The  patient  has  adjusted  to  this 
disability  so  well,  with  the  aid  of  a  foot  drop  splint, 
that  corrective  orthopedic  procedures  originally 
planned  have  not  been   advised. 

Summary 

1.  The  subject  of  gas  gangrene  has  been 
reviewed,  and  the  importance  of  this  infec- 
tion in  civilian  practice  emphasized. 

2.  The  signs  and  symptoms  are  presented, 
and  diagnostic  methods  are  discussed. 

3.  A  review  of  the  present-day  methods 
of  treatment  is  given. 

4.  Two  cases  of  anaerobic  infection  are 
reported,  in  which  preservation  of  life  and 
limb  was  accomplished  by  extensive  debride- 
ment and  intensive  postoperative  therapy. 


CARCINOMA  OF  THE  BREAST 

With  an  Anahjsis  of  One  Hundred  a)td 
Thirt]i-Fonr  Ca^^es 

W.  R.\LPH  Deaton,  Jr..  M.D. 

R.  W.  POSTLETHWAIT,  M.D. 

and 

H.  H.  Bradshaw,  M.D. 

Winston-Salem 

"However  much  we  may  deplore  the  fact 
that  the  essential  universal  cause  of  cancer 
remains  unknown,  and  our  inability,  in  the 
absence  of  such  knowledge,  to  prevent  many 
of  these  malignant  tumors,  there  are  certain 
responsibilities  arising  from  what  we  do 
know  but  do  not  properly  utilize.  The  critical 
examination  of  the  results  in  any  large  series 
of  cases  cannot  but  produce  a  profound  im- 
pression and  lead  to  the  distressing  realiza- 
tion of  the  fact  that  we,  as  a  profession,  are 
far  from  exact  in  the  scientific  application 
of  much  of  the  knowledge  at  our  disposal. 
Such  clinical  and  semi-scientific  applications 
seem  to  be  still  lacking  in  the  field  of  mam- 
mary cancer."'^' 

With  these  words  of  Treves's  in  mind,  we 
have  made  a  statistical  study  of  the  134 
cases  of  carcinoma  of  the  breast  operated 
upon  at  the  North  Carolina  Baptist  Hospital 


during  the  seven  year  period  from  January, 
1941,  to  December,  1947.  The  study  of  such 
a  small  group  will  not  be  of  statistical  signi- 
ficance, but  only  by  periodic  analysis  can 
methods  in  current  local  use  be  objectively 
evaluated  and  a  more  critical  approach 
evolved. 

Analysis  of  Cases 
In  this  series  there  were  133  women  and 
one  man.  Of  the  women.  117  were  married, 
2  were  divorced,  and  14  were  single.  No 
statement  concerning  the  number  of  preg- 
nancies was  found  in  10  records ;  28  of  the 
patients  had  had  none.  The  remainder  had 
from  1  to  16  children.  A  family  history  of 
cancer  was  obtained  from  56  of  the  134  pa- 
tients, and  17  of  these  gave  a  family  history 
of  cancer  of  the  breast.  Sixty-six  had  passed 
the  menopause.  The  age  incidence  is  shown 
in  table  1 ;  the  youngest  patient  was  23  years, 
and  the  oldest  76.  The  incidence  of  previous 
or  concomitant  breast  disease  is  noted  in  ta- 
ble 2.  The  patient  with  Paget's  disease  had 
had  roentgen  therapy  one  year  before  she 
was  admitted  with  scirrhous  carcinoma.  Four 
patients  gave  a  history  of  trauma. 


Table  1 

Age  Incidence 

Age 

No.  Cases 

Per  Cent 

21-30 

5 

3.7 

r!l-40 

36 

26.9 

41-50 

30 

22.3 

51 -CO 

37 

27.9 

nl-70 

20 

14.8 

71-80 

6 

4.4 

Total 


1.34 


100.0 


From  llie  Department  of  Surgery,  Buwmaii  Gray  School  of 
Medicine  of  Wake  Fore.'st  College,  and  tlie  Xortli  Carolina 
Baptist   Hospital.   Winston-Salem.    North    Carolina. 

1.     Treves,  N.:  The  Diagnosis  and  Treatment  of  Cancer  of  the 
Breast.    West    Virginia   M.    J.    43:270-370    (.\ug.)    1947. 


Table  2 
Incidence  of  I'revious  or  Concomitant  Breast  Disease 

Chronic  cystic  mastitis  11.3% 

Blue  dome   cyst  1.5% 

Simple  cyst  3.8% 

Fibroadenoma  1.5% 

Abscess  2.3% 

Paget's  disease  0.7% 

The  duration  of  symptoms  prior  to  admis- 
sion averaged  eight  months.  In  4  cases  the 
duration  was  not  stated,  and  in  4  the  stated 
duration  of  symptoms  (five,  twenty-one, 
thirty-one,  and  thirty-three  years)  suggested 
a  prior  benign  lesion.  These  cases  were  not 
included  in  calculating  the  average.  A  com- 
parison of  the  private  and  service  patients 
showed  that  symptoms  had  been  present  for 
less  than  three  months  in  51  per  cent  of  the 
private  and  38  per  cent  of  the  service  pa- 
tients; 21  per  cent  of  the  private  and  34  per 
cent  of  the  service  patients  had  symptoms  of 
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more  than  one  yeai-'s  duration.  Apparently 
the  economic  status  of  the  patient  had  some 
effect  on  the  period  of  delay  before  treat- 
ment was  sought. 

The  symptoms  are  summarized  in  table  3. 
Of  the  102  patients  whose  first  symptom  was 
a  mass  in  the  breast,  only  3  found  the  mass 
while  intentionally  examining  their  breasts. 
Two  lesions  were  found  on  routine  physical 
examination. 


Table  3 
Symptoms 


Symptom 

Mass   in   breast 
Pain  in  breast 
Dermatitis 
Nipple  discharge 
Tumor  change  \^ith  menses 
Mass  in   axilla 
Retraction  of  nipple  or  skin 
Tingling  in  breast 
Ulceration 
Weight  loss 

Change  in  shape  of  breast 
No  symptoms:   discovered  on 
routine  examination — 1.5''/c 


Percentage  of  Cases 

First  On 
Symptom  Admission 

76.0  94.0 

8.9  48.5 

0.8  9.7 

3.7  8.9 

0.0  7.4 

0.8  7.4 

4.4  6.7 

0.0  5.2 

3.0  3.7 

0.0  0.7 

0.8  0.0 


The  advice  given  by  the  first  physician 
consulted  could  be  determined  in  97  of  the 
134  cases.  Sixty-nine  patients  were  advised 
to  have  biopsy  and  surgery.  Fourteen  were 
given  roentgen  therapy;  the  majority  of 
these  were  first  seen  by  a  radiologist.  Six 
patients  were  told  that  the  lesion  should  be 
watched  closely.  Hot  soaks  were  prescribed 
for  2  patients,  and  an  ointment  for  one.  One 
patient  said  that  no  treatment  was  recom- 
mended, and  4  patients  were  told  to  "forget 
it."  In  the  majority  of  cases  no  therapy  was 
carried  out  prior  to  admission,  as  they  were 
referred  here  for  definitive  treatment.  Ten 
had  had  a  biopsy,  and  14  x-ray  therapy.  Four 
patients  were  treated  with  various  ointments, 
and  3  with  hot  soaks.  Two  patients  received 
injections  of  liver  extract,  and  one  patient 
was  given  vitamins. 

In  93  of  the  134  cases,  the  length  of  time 
between  the  first  visit  to  the  physician  and 
hospitalization  could  be  determined.  Of 
these,  19.3  per  cent  were  hospitalized  in  less 
than  a  week,  40.9  per  cent  in  one  to  four 
weeks,  22.6  per  cent  in  one  to  three  months, 
11.8  per  cent  in  four  to  twelve  months,  and 
5.4  per  cent  after  more  than  twelve  months. 

The  physical  signs  are  shown  in  table  4. 
The  preoperative  examinations  and  prepara- 
tion were  those  usually  carried  out,  plus  any 


Table  4 
Physical   Signs 
Location  of  Tumor  Per  Cent  of  Cases 

Breast 

Right  .57.5 

Left  42.5 
Quadrant 

Upper  outer  .58.9 

Upper  inner  17.2 

Lower   outer  10.4 

Lower  inner  4.5 

Beneath  nipple  9.0 

Size  of  Tumor 

Removed  elsewhere  9.7 

1-2  cm.  24.6 

2-4  cm.  36.5 

4-7  cm.  25.4 

Larger  than  7  cm.  3.7 

Dimpling  of  skin  52.9 

Adherent  to  chest  11.2 

Nipple  retraction  27.6 

Nipple  elevation  3.7 

Nipple  discharge  1.5 

Ulceration  8.2 

Axillary  nodes  39.6 

supplemental  procedures  indicated  by  the 
condition  of  the  patient.  A  roentgenogram  of 
the  chest  was  obtained  on  most  patients  in 
this  series. 

The  classical  radical  mastectomy  with  axil- 
lary dissection  and  removal  of  the  pectoral 
muscles  was  performed  in  104  of  the  134 
cases.  Other  procedures  were  as  follows :  sim- 
ple mastectomy,  19;  simple  mastectomy  and 
axillary  dissection,  9 ;  simple  mastectomy  and 
removal  of  pectoral  nodes,  1 ;  and  axillary 
dissection  only,  1.  In  the  majority  of  opera- 
tions other  than  radical  mastectomy,  limited 
excision  was  performed  as  a  palliative  meas- 
ure. 

Of  the  134  tumors  19  were  intraductal,  3 
were  colloid,  and  3  were  the  Paget's  disease 
type ;  the  remainder  were  scirrhous  or  medul- 
lary. Of  the  113  patients  who  had  nodes  re- 
moved, axillary  lymph  !iode  metastases  were 
present  in  60  (53.1  per  cent). 

Two  operative  deaths  occurred.  The  first 
was  due  to  pulmonary  embolus  on  the  ninth 
postoperative  day  following  simple  mastec- 
tomy in  a  63  year  old  white  woman.  The  sec- 
ond death  also  followed  simple  mastectomy 
in  a  36  year  old  white  woman.  On  the  third 
postoperative  day  severe  upper  abdominal 
pain  and  dyspnea  suddenly  developed,  and 
she  expired  shortly  thereafter.  No  autopsy 
was  permitted ;  an  embolus  seemed  the  most 
likely  cause  of  death  in  this  case  also. 

Fifteen  patients  received  roentgen  ther- 
apy preoperatively :  7S  received  such  treat- 
ment after  operation.     Twenty-six  patients 
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had  X-ray  therapy  to  the  ovaries  after  opera- 
tion. 

All  134  patients  have  been  followed.  For- 
ty-three patients  died  ^^■ithin  six  years  and 
eight  months  after  the  operation.  In  6  the 
cause  of  death  was  unrelated  to  the  carci- 
noma. Of  the  remaining  37  deaths,  only  eight 
were  in  patients  who  had  no  axillary  node 
metastases.  Ninety-one  patients  are  still  liv- 
ing nine  months  to  eight  years  after  opera- 
tion ;  of  these,  8  have  had  recurrences. 

Comment 
Age  of  patients 

Of  the  patients  in  this  group,  3.7  per  cent 
were  aged  30  or  less,  and  30.3  per  cent  were 
aged  40  or  less.  In  several  recent  publica- 
tions the  reported  incidence  in  patients  below 
39  or  40  years  of  age  varied  from  9  to  21 
per  cent.  Dawson'-'  noted  in  a  series  of  breast 
tumors  sent  to  a  pathologic  laboratory  that 
85  per  cent  of  those  from  patients  over  30 
years  were  malignant,  whereas  85  per  cent 
from  patients  under  40  were  benign.  Har- 
rington'"', in  a  study  of  6,195  cases  of  mam- 
mary carcinoma,  found  that  axillary  metas- 
tases were  present  in  44  per  cent  of  those 
under  40,  compared  with  60  per  cent  for  the 
entire  group,  and  that  the  five  year  survival 
rate  for  the  younger  group  was  61  per  cent, 
compared  with  47  per  cent  for  the  whole  se- 
ries. From  these  figures  it  would  appear  that 
an  appreciable  percentage  of  the  cases  of 
breast  carcinoma  occurs  in  the  younger  age 
group,  but  that  axillary  metastases  are  ap- 
parently less  frequent  in  this  group  than  in 
older  patients.  The  chance  of  survival  for 
patients  under  40  years  seems  to  be  better 
than  for  older  women. 

Du)-ation  of  symptoms 

The  duration  of  symptoms  in  our  patients 
averaged  eight  months.  This  finding  is  of 
limited  value  with  regard  to  prognosis,  for  it 
is  well  known  that  some  tumors  of  low  grade 
malignancy  may  remain  confined  to  the 
breast  and  be  resectable  for  several  years, 
whereas  highly  malignant  tumors  may  pro- 
duce a  palpable  mass  only  after  axillary  or 
distant  metastases  have  occurred.  Neverthe- 
less, it  does  afford  some  Imsis  for  evaluation 
of  the  effectiveness  of  the  current  cancer 
campaigns,  for  both  the  public  and  the  medi- 
cal profession. 

2.  Dawson.    E.    K.;    Precancerous    C'tmilitions    of    the    Brejist, 
Brit.  J.  Rad.  21:.i90-594  (Dec.)   19  is. 

3.  Harrington.    S.    W. :    Surgical   Ti'eatnient   of   Carcinoma    of 
the   Breast.    ,1.    Mich.    M.   Soc.    47:11-50    (Jan.i    ims. 


Haagensen'"  has  recently  reiterated  the 
importance  of  education  by  all  available 
means  in  dispelling  the  ignorance,  negligence, 
and  fear  responsible  for  delay  in  consulting 
a  physician.  Women  should  be  taught  "to  ex- 
amine their  own  breasts  once  a  month,  in  the 
middle  of  the  menstrual  cycle  when  mam- 
mary engorgement  is  at  a  minimum."  Pa- 
tients with  fibrocystic  disease  should  care- 
fully palpate  their  breasts  weekly  and  report 
to  their  physician  on  noting  any  change. 
Only  3  of  the  134  carcinomas  in  our  series 
were  first  noted  by  the  patient  upon  inten- 
tional palpation  of  the  breast. 

Treat  )nent 

The  majority  of  the  patients  in  this  series 
were  treated  in  accord  with  current  concepts, 
but  in  a  considerable  number  of  cases  either 
the  patient  or  the  doctor  was  responsible  for 
delaying  proper  therapy.  The  blame  was  ob- 
viously with  the  patient  when  she  delayed 
in  seeking  medical  advice  or  failed  to  follow 
it.  Twenty-two  and  six  tenths  per  cent  of  pa- 
tients waited  one  to  three  months  and  17.2 
per  cent  procrastinated  four  or  more  months 
before  entering  the  hospital.  (In  some  cases, 
however,  the  delay  may  have  been  due  to 
crowded  conditions  in  the  hospital.) 

The  physician  suggested  either  surgery  or 
x-ray  therapy  in  most  instances.  Treatment 
with  compresses  implied  a  mistaken  diagno- 
sis which  was  understandable,  but  there  can 
be  no  excuse  for  prescribing  liver  extract,  vi- 
tamins or  ointments,  or  for  telling  the  pa- 
tient to  "forget  it."  Stout'""  reported  fi'om  the 
Presbyterian  Hospital  in  New  York  that 
"twenty-five  to  thirty  per  cent  of  the  pa- 
tients [with  carcinoma  of  the  breast]  have 
received  bad  advice  from  the  first  physicians 
they  have  consulted."  If  a  dominant  mass  is 
present  in  the  breast,  the  only  means  of  ex- 
cluding the  possibility  of  malignancy  is  by 
biopsy.  Further,  no  justification  (other  than 
concurrent  disease)  can  be  found  for  delay- 
ing this  procedure.  Waiting  for  the  classical 
textbook  signs  of  carcinoma  to  develop  im- 
plies either  ignorance  or  negligence. 

In  even  a  brief  survey  of  the  literature, 
disagreement  is  found  on  many  aspects  of 
therapy  for  carcinoma  of  the  breast.  The 
place  of  radical  and  simple  mastectomy,  the 

I.  Haa^tMs-'ii.  C.  D. :  Carcinoma  of  the  Breaj^t.  J.-\.M..V.  13.s; 
in.i-id.i    (Sept.    IS).    27!I-2!IL'    (Sept.    2.1)    1948. 

.1.    Stiait.    A.   P.;  The  Teclinitiue  of  Diagnosis  of  Breast  Car- 

lii la.    the    Choicr    of    Treatment,    and    the    Criteria    of 

Iiioperaliilitv.    .1.    Nat.    M.    .\.    39:94-1011    (May)    1947. 
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use  of  preoperative  and  postoperative  irradi- 
ation, the  value  of  surgical  or  roentgen  ray 
castration,  and  the  administration  of  hor- 
mone therapy  are  still  subjects  of  consider- 
able controversy.  Variable  methods  of  report- 
ing statistics  make  accurate  comparison  dif- 
ficult, but  statistical  evidence  is  given  to 
support  each  author's  view.  Among  recent 
publications,  for  example,  McWhirter""  fav- 
ored simple  mastectomy  followed  by  x-ray 
therapy.  Marshall  and  Hare'''  described  the 
value  of  postoperative  radiation  after  radical 
mastectomy.  Horsley'^'  believes  surgical  cas- 
tration in  the  premenopausal  group  to  be  of 
definite  value.  Haagensen''"  emphasized 
careful  selection  of  the  patient  and  meticu- 
lous performance  of  the  radical  mastectomy. 
Cutler  and  Schlemenson'""  surveyed  the  lit- 
erature and  reported  their  experiences  with 
testosterone  for  advanced  mammary  cancer. 
Smith"  ^'  discussed  roentgen  ray  sterilization 
in  carcinomas  of  the  breast.  Nicolson  and 
Grady"-'  used  both  preoperative  and  postop- 
erative irradiation  frequently.  Harrington'^' 
found  no  difference  in  survival  rates  with 
and  without  postoperative  irradiation  when 
no  axillary  metastases  were  present,  but  re- 
ported that  in  patients  v.'ith  positive  axillary 
nodes  the  survival  rate  was  higher  if  x-ray 
therapy  was  given  postoperatively. 

Clinical  staging  of  cases 

With  such  an  array  of  evidence,  selection 
of  the  type  of  treatment  most  likely  to  en- 
hance the  survival  of  an  individual  patient 
may  not  be  easy.  Clinical  staging  has  been 
suggested  by  Portmann""',  by  Cade'^-*'  and  by 
Haagensen  and  Stout"'"  as  a  means  of  de- 
termining proper  therapy.  The  latter  authors 
reported  in  1943  a  most  comprehensive  study 
upon  the  various  factors  which  affected  the 

(i.  MoWliirter.  K.:  The  \'alue  of  Simple  Masteotomv  and 
Uadiotlierapy  in  tlie  Treatment  of  Cancer  of  the  Breast, 
Brit.   ,J.   Rad.    21  :ri!lii-f>I(i    (Dee.)    191S. 

7.  Marshall,  S.  F.  and  Hare.  H.  F. :  Carcinoma  of  the  Breast: 
Ues^^Its  of  ConiiMned  Treatment  witli  Siir^rerv  and  Roent- 
jren   Rays,   Ann.    Snr:r.    UM  :(iss-702    (.tune)    lillT. 

.1.  Horsley,  G.  W.:  Treatment  of  Cancer  of  tlie  Breast  in 
rremenopau.^al  Patients  with  Radical  .\mputatiun  and  l!i- 
laterat  Oopliorectomy.  Ann.  Surg.  12:i  :"ii:i-71i    (.lune)    Hi  17. 

n.    Haat'ensen.    C.   D.:    A   Technique   for  Radical   Mastectomy, 

.Sur-ery  iD:ii)n-i:!i    Man,)    10 to. 
1".    Cntler,   M.  and  Schlenien.son,   M.:   Treatment  of  Advanced 
Mainniiii-y  Chancer  with   Testosterone,   J..\.M..-\.    13S:lS7-19n 
(.'^ept.    IS)    lo-ts. 

11.  Smitli,  E.  0.:  Sterilization  in  Carcinoma  of  the  Breast, 
Am.   ,r,   Roentsenol,   3(i:(i.i-72    (July)    1I1.3C. 

12.  Xicolson.  W,  P.  ,Tr.,  and  Grady,  E.  D. :  Carcinoma  of  the 
Breast.    Ann.    Sure:.    127:992-100!)    (M.iy)    191S. 

IS.  Portmann.  U.  V.:  Clinical  and  Patlioloiiic  Criteria  as  a 
Basis'  for  C]assif>'inff  Cases  of  Primarj'  Cancer  of  the 
Brea.st.    Cleveland    Clin.   Quart.    10:11-17    r.Inly)    1913. 

II.  Cnde.  S.:  Carcinoma  of  the  Breast,  ,1.A.M..\.  138 :10S3-10S7 
fDct^.  in  191s:  (b)  Discussion  on  Carcinoma  of  Breast, 
Hrit.   .r.    Radiol.    21  ::19(i-.i99    (Dec.)    lOls. 

1:^.  Haasen.sen.  C.  D,  and  Stout,  A,  P.:  Carcinoma  of  the 
Breast:  Criteria  of  Operahility,  .\nn.  Snri.  11S:S.^9-S70 
(Nov.)    1913. 


period  of  survival.  From  these  a  "rule  for 
judging  operability"  was  evolved  as  follows: 
Women  of  all  age  groups,  who  are  in  good 
enough  general  condition  to  run  the  risk  of 
major  surgery,  should  be  treated  by  radical 
mastectomy  except  when : 

1.  Carcinoma  developed  during  pregnancy 
or  lactation. 

2.  Extensive  edema  of  the  skin  over  the 
breast  is  present. 

3.  Satellite  nodules  are  present  in  the  skin 
over  the  breast. 

4.  Intercostal  or  parasternal  tumor  nod- 
ules are  present. 

5.  There  is  edema  of  the  arm. 

6.  Proved  supraclavicular  metastases  are 
present. 

7.  The  carcinoma  is  inflammatory  in  type. 

8.  Distant  metastases  are  demonstrated. 

9.  Two  or  more  of  the  following  signs  are 
present : 

(a)    Ulceration  of  the  skin. 

Limited  edema  of  the  skin. 
Fixation  of  the  tumor  to  the  chest 
wall. 

Axillary  nodes  2.5  cm.  or  more  in 
transverse  diameter  and  proved  to 
contain  tumor. 

Fixation  of  axillary  nodes  to  the 
skin  or  fascia,  and  proof  that  they 
contain  tumor. 
Of  importance  in  the  selection  of  treatment 
and  in  prognosis  are  the  age  of  the  patient, 
the  size,  site,  type  and  grade  of  the  tumor, 
the  duration  of  symptoms,  the  physiologic 
state  of  the  breast,   and  the  extent  of  the 
disease.  Cade"-"  feels  that  clinical  staging  is 
most  important,  and  uses  Portmann's  clas- 
sification with  minor  modifications,  as  fol- 
lows : 

Stage  I — Tumor  of  the  breast  only. 
Stage  n — Tumor  of  the  breast  with  cut- 
aneous changes  and/or  axillary  nodes. 
Stage  in — Tumor  of  the  breast  with  su- 
praclavicular nodes,  contralateral  ax- 
illary nodes,  or  fixation  to  the  pectoral 
fascia. 
Stage  IV — Skeletal  or  visceral  metastases. 
Cade    calls    attention    to    the    following 
points :  Cases  classified  as  stage  I  or  II  are 
anatomically    within   the    limits    of   radical 
mastectomy,  whereas  cases  in  stage  III  are 
beyond  surgical  excision,  and  those  in  stage 
IV  are  suitable  for  palliation  only.  The  prog- 
nosis in  stages  I  and  II  depends  on  the  pres- 


(b) 
(c) 

(d) 


(e) 


488 


NORTH   CAROLINA   MEDICAL  JOURNAL 


September,   1949 


ence  or  absence  of  palpable  axillary  nodes. 
Cutaneous  involvement  may  be  one  of  three 
types:  (a)  direct  spread  of  tumor  to  skin 
with  or  without  ulceration  is  least  malig- 
nant; (b)  diffuse  invasion  with  edema  is  of 
grave  prognosis;  and  (c)  the  presence  of 
multiple  discrete  skin  nodes  is  most  grave. 

Cade  feels  that  for  cases  in  stage  I  radical 
mastectomy  is  the  method  of  choice ;  for  cases 
in  stage  II  operation  and  radiation  should 
both  be  used,  and  for  those  in  stage  III.  ir- 
radiation alone.  He  states  that  simple  mastec- 
tomy is  of  limited  value,  but  is  applicable 
in  aged  persons  for  removal  of  a  fungating 
mass,  in  bad  surgical  ri.'^ks,  and  in  cases  in 
which  radiation  is  not  considered  suitable. 

Sinn  771  ai'ij 

The  following  concepts  regarding  the 
treatment  of  carcinoma  of  the  breast  appear 
fairly  well  established.  Education  of  the  pub- 
lic with  reference  to  early  symptoms  of  can- 
cer should  continue.  Equally  important,  phy- 
sicians should  be  reminded  of  their  responsi- 
bilities in  the  early  diagnosis  of  cancer.  A 
dominant  mass  in  the  breast  requires  re- 
moval and  histologic  examination  at  the  earl- 
iest possible  date.  This  procedure  must  be 
done  where  facilities  for  frozen  section  ex- 
amination are  available,  and  preparations  for 
radical  mastectomy  must  be  made.  In  stage  I 
lesions,  radical  mastectomy  should  be  per- 
formed ;  for  stage  11  cancer,  radical  mastec- 
tomy plus  postoperative  irradiation  is  rec- 
ommended ;  stage  III  tumors  should  have  ir- 
radiation only  ;  and  stage  IV  lesions  with  dis- 
tant metastases  should  have  palliative  ther- 
apy only.  Simple  mastectomy  has  very  lim- 
ited application. 

Uniform  methods  of  grading  and  classifi- 
cation, with  more  nearly  standardized  meth- 
ods of  statistical  reporting,  would  make 
comparison  of  results  much  more  satisfac- 
tory. The  series  of  cases  reported  exemplifies 
the  deficiencies  in  the  diagnosis  and  treat- 
ment of  carcinoma  of  the  breast. 


The  menopause  and  cancer.  —  There  are  many 
women  who  link  the  menopause  with  the  idea  of 
cancer.  The  menopause  does  not  cause  cancer.  Many 
women  do  get  cancer  in  middle  life  but  they  also  get 
it  at  other  ages  and  the  menopause  has  nothing  to 
do  with  the  starting  of  a  cancerous  process. — Emil 
Novak:  The  Management  of  the  Menopause  with 
Psychosomatic  Aspects,  West  Virginia  M.  J.  44:344 
(Dec.)   1948, 


COMBAT  GUILT  REACTIONS 

Robert  L.  Garrard,  M.D. 

Greensboro 

Guilt  and  fear  form  the  basis  for  many 
nervous  and  mental  illnesses  in  peace  and 
in  war.  These  powerful  influences  are  not 
fully  appreciated.  Guilt  reactions  occurring 
during  the  campaigns  of  Normandy  and 
Northern  France  constitute  the  basis  of  this 
report.  Before  relating  a  few  special  cases, 
I  Avill  review  briefly  the  various  factors  in- 
volved with  guilt,  such  as  anxiety,  fear,  con- 
science, and  a  sense  of  guilt. 

Conscience  and  Guilt 

I  believe  we  must  admit  that  conscience 
is  a  very  recent  development  in  the  evolution 
of  man.  If  we  go  back  into  primitive  society, 
we  will  find  that  the  controls  of  behavior 
were  imposed  as  taboos  by  tribe  leaders  and 
their  gods.  In  such  early  society  there  was 
a  minimum  of  internal  restraint,  or  con- 
science, and  a  maximum  of  external  re- 
straint, or  control.  In  higher  levels  of  so- 
ciety the  controls  have  become  largely  in- 
ternalized, so  that  inhibitions  and  conscience 
direct  much  of  our  behavior.  The  first  rec- 
ords of  man's  recognizing  within  himself  a 
force  that  condemns  or  applauds  his  own  ac- 
tions is  found  in  the  literature  of  ancient 
Egypt.  Pullias'i'  has  said  that  "Here  in  the 
Nile  Valley  conscience  developed  as  a  factor 
of  great  importance  in  the  life  of  man."  The 
concept  of  conscience  may  be  traced  through 
Hebrew  and  Christian  literature ;  however, 
it  was  Cicero  and  other  Roman  thinkers  who 
gave  conscience  definite  shape  and  function. 

Man's  ethical,  esthetic,  and  social  prog- 
ress has  been  correlated  closely  with  the 
development  of  conscience.  When  man's  be- 
havior does  not  meet  with  the  demands  of 
his  conscience,  there  results  mental  pain  or 
a  sense  of  guilt.  This  pain  strikes  at  the  very 
innermost  self,  and  it  is  therefore  difficult 
to  tolerate.  If  it  is  unrelieved,  it  disinte- 
grates the  personality.  Allied  to  the  sense 
of  guilt  are  shame  and  disgrace.  Shame  is 
an  intensely  compelling  emotion,  as  is  indi- 
cated by  Swinburne's  statement:  "Shame, 
that  stings  sharpest  of  the  worms  of  Hell." 


Kead  before  tlie  National  Association  of  Private  Psychiatric 
Ho.pitais  (.American  Psychiatric  Association),  Washinirton. 
D.  ('..  May  in.   1!)im. 
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Causes  and  Effects  of  Guilt  Reactions 

Guilt  and  shame  are  relative  to  the  stand- 
ards set  up  in  the  mind  of  the  individual. 
A  man  may  feel  guilt  or  shame  if  he  fails  to 
keep  the  standards  developed  in  him  by  the 
world  in  which  he  has  lived.  The  community 
has  standards  of  conduct  which,  if  broken, 
may  cause  a  sense  of  guilt.  Guilt  usually  re- 
sults from  one  of  two  conditions — from  caus- 
ing others  to  suffer,  or  from  sexual  delin- 
quency. Most  of  us  will  agree  that  it  is 
wrong  to  bring  suffering  and  unhappiness 
to  someone  who  does  not  deserve  it.  Accord- 
ing to  McDowall'-',  "This  is  indeed  an  axiom 
inherent  in  the  laws  of  God  and  man."  The 
sense  of  guilt  carries  with  it  a  feeling  that 
punishment  is  deserved.  The  sense  of  guilt 
expects,  and  often  welcomes  punishment. 

It  is  believed  by  many'^'  that  unconscious 
guilt  feelings  are  by  far  the  greatest  source 
of  sorrow  in  the  world.  No  other  emotional 
reaction  plays  such  a  prominent  role  in 
psychopathology  as  does  guilt.  Guilt  can  be 
considered  a  variety  of  anxiety  or  a  fear  of 
conscience.  It  carries  with  it  a  feeling  of 
deserved  punishment,  and  it  can  be  so  un- 
bearable that  it  may  result  in  suicide.  In 
such  cases  suicide  may  be  considered  as  a 
form  of  homicide'^'.  Perhaps  the  individual 
does  not  intend  to  kill  himself,  but  rather  to 
kill  that  portion  of  himself  which  he  finds 
intolerable.  A  depression  is  equivalent  to  self- 
punishment  and  tends  to  alleviate  some  of 
the  guilt  feelings.  Feelings  of  guilt  are  best 
expressed  in  spoken  language ;  hence  the  se- 
riously ill  patient  often  hears  accusing  voices. 
Jones'^'  states  that  in  every  case  of  morbid 
anxiety  it  is  possible  to  find  evidence  of 
guilt.  He  cites  Shakespeare:  "Thus  con- 
science doth  make  cowards  of  us  all." 

War  and  Guilt 

Man  as  an  animal  is  fundamentally  cruel. 
Fighting  is  instinctive.  If  we  cannot  fight 
in  battle,  we  find  some  substitute  type  of 
aggression.  The  extreme  act  of  aggression 
is  of  course  murder.  Guilt  following  the  tak- 
ing of  a  human  life  seems  to  vary  enormously 
in  relation  to  individual  responsibility.  Dur- 
ing war,  the  act  of  killing  people  with  bombs 

■2.  McDowall.  R.  J.  S.:  Sane  Psychology.  London,  John 
Murray.   1043. 

3.  Hall,  J,  K.:  Warfare;  Antitheses  in  Behaviour,  Southern 
Metl.   &  Siirs.   104:375-373    'July)    1!)12. 

■I.  Hall,  .1.  K.:  Of  Sin  and  Punishment.  Virsinia  M.  Monthly 
6.i  :31B-.522    (Sept.)    1938. 

5.  Jones,  E. :  Fear.  C.uilt  and  Hate,  Internat,  J.  Psycho- 
Analysis  10:883-397    (Oct,)    1929. 


or  artillery  is  very  impersonal  and  disturbs 
relatively  little  in  comparison  to  killing  with 
the  rifle  or  bayonet.  Group  psychology  and 
mob  violence  are  also  important  factors. 
Where  responsibility  is  shared  by  an  enraged 
mob,  behavior  can  be  extremely  brutal,  yet 
result  in  little  feeling  of  guilt.  Cruelty  and 
injustice  are  very  common  to  mob  law.  Group 
psychology  may  be  helpful  in  wars.  In  the 
excitement  of  "going  over  the  top,"  or  in  a 
bayonet  charge,  fear  is  I'eplaced  by  savage 
emotions,  and  civilized  man  glories  in  kill- 
ing'^'. 

Guilt  reactions  in  combat  are  not  usually 
severe,  as  long  as  the  soldier  follows  the  rules 
of  warfare.  Rules  of  war  are  accepted  by 
the  soldier,  and  groun  approval  helps  to  pre- 
vent a  feeling  of  guilt.  It  was  in  those  cases 
where  the  soldier  did  not  play  the  game  that 
fi  sense  of  guilt  became  most  disturbing.  Al- 
though in  many  of  these  cases  the  surface 
picture  was  one  of  severe  depression,  am- 
nesia, or  a  mixed  neurosis,  the  underlying 
difficulty  was  a  tormenting  sense  of  guilt. 
I  am  sure  we  have  all  wondered  how  the 
conscience  of  American  soldiers  compares 
with  that  of  the  German,  Russian,  and  Jap- 
anese soldiers.  I  have  been  unable  to  obtain 
figures  for  comparison ;  however,  religion, 
philosophy,  and  fanatical  training,  so  differ- 
ent from  our  own,  undoubtedly  modified  the 
sense  of  guilt  and  made  it  less  disturbing 
among  these  troops. 

Case  Reports 
In  Normandy,  during  and  following  the 
campaigns  of  Normandy  and  Northern 
France,  we  treated  many  patients  who  came 
to  us  with  a  diagnosis  of  combat  exhaustion. 
Some  of  the  most  unusual  ones  suffered  from 
a  strong  guilt  reaction.  One  of  the  most  in- 
teresting cases  was  that  of  Sergeant  B. 

Case  1 

This  sergeant,  a  small,  quiet,  well-man- 
nered chap  of  Polish  background  from  the 
Midwest,  sat  on  the  edge  of  his  bed  as  if  in 
a  trance.  He  had  nothing  to  say,  but  his 
story  finally  was  obtained  under  intravenous 
Amytal.  Without  Amytal  there  was  complete 
amnesia  for  name,  background,  and  all  of 
his  war  experiences.  His  story,  under  Amy- 
tal, ran  as  follows : 

(k    Levine,  M.:  Psychotherapy  in  Medical  Practice,  New  York, 
The  Macniillan  Company,   1942. 
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"I  was  going-  out  in  the  morning  through  a  small 
French  town  to  look  for  my  Colonel.  We  were 
mopping  up  the  place.  A  Frenchman  came  over  and 
pointed  to  a  building,  and  said  "Boche."  I  went  with 
him  to  the  building,  and  he  said  there  were  two 
Germans  upstairs.  When  I  reached  the  second  floor 
a  very  young,  unarmed  German  soldier  came  to- 
ward me  and  I  asked  him  to  surrender.  I  suppose 
he  did  not  understand  me.  I  could  not  shoot  him  or 
stick  him  with  my  bayonet,  so  I  threw  my  arm 
around  his  neclv  and  by  a  special  twist  I  broke  his 
neck,  because  I  heard  it  snap.  He  fell  to  the  floor 
and  about  that  time  the  other  German  came  out  of 
a  nearby  room.  My  memory  of  what  happened  is 
very  vague,  though  I  think  I  killed  him  with  my 
bayonet.  The  Frenchman  said  to  me  'You  go  along 
and  I  will  take  care  of  the  bodies.'  I  think  I  felt 
weak  at  that  time  and  everything  was  hazy.  From 
then  on  I  do  not  know  what  happened.  I  did  a  lot 
of  walking.  Two  or  three  days  later  I  was  still 
looking  for  my  Colonel  and  1  learned  that  I  was  in 
an  Evacuation  Hospital.  From  there  they  brought 
me  here." 

This  sei'geant.  evidently  of  good  ethical 
background,  intelligent,  mild-mannered,  and 
well  trained,  was  ]iersonall,v  res]ionsible  for 
killing  two  Germans.  He  met  one  hand-to- 
hand,  without  weaijons,  in  an  attem])t  to  play 
the  game  fairly.  He  was  very  discriminating 
in  deciding  just  how  he  could  acceptably  kill 
these  two  unarmed,  youthful  Germans.  In 
spite  of  his  attempts  to  keep  faith  with  his 
standards,  the  experience  was  so  shattering 
and  so  intolerable  to  him  that  he  developed 
a  complete  amnesia  and  a  severe  depressive 
reaction.  Like  most  similar  jiatients,  he  was 
transferred  to  the  United  Kingdom  for  fur- 
ther treatment. 

Case  2 

In  the  same  area  of  Normandy  a  soldier 
was  under  treatment  for  a  contusion  of  the 
back  and  some  kidney  damage.  One  night 
he  was  found  walking  in  his  sleep  outside 
the  hospital  tent,  looking  for  German  sni- 
pers ;  he  had  an  open  knife  in  one  hand  and 
a  loaded  pistol  in  the  other.  Suddenly  he 
waked,  very  much  frightened,  and  returned 
to  the  inside  of  the  tent,  where  he  gave  up 
his  knife  and  pistol  to  the  nurse.  The  pistol, 
a  German  make,  was  a  souvenir  which  he 
had  acquired.  The  next  day  this  soldier  re- 
quested his  knife  and  pistol,  and  said  he  felt 
he  should  return  to  the  front  to  rejoin  his 
unit.  This,  of  course,  was  against  the  rules. 

Because  of  his  anxiety,  nervousness  and 
unusual  behavior,  he  was  soon  transferred  to 
the  neuropsychiatric  tent.  There  he  insisted 
on  returning  to  duty,  saying  he  would  be 
punished  if  he  remained  in  the  hospital.  He 
was  quiet,  sad,  and  seemed  to  be  brooding. 


Each  night  he  was  found  out  of  bed,  rolled 
up  in  a  blanket  on  the  floor  or  in  a  corner 
of  the  tent.  Sleepwalking  also  occurred  sev- 
eral times  nightly. 

The  underlying  cause  of  this  soldier's  dif- 
ficulties was  determined  some  days  later 
from  a  letter  returned  to  me  by  the  censor. 
The  same  story  was  obtained  subsequently 
in  interviews  with  the  patient,  both  with 
and  without  Amytal.  The  letter  was  to  his 
wife,  and  read  as  follows : 

"My  dear  wife:  I  am  writing  to  tell  you  that  I 
am  a  killer.  I  do  not  want  you  to  worry,  because  I 
am  not  going  to  kill  you  and  the  kids,  but  I  am  a 
killer.  Before  I  came  to  the  hospital,  we  were  pinned 
down  for  two  days  by  the  Germans.  When  we  finally 
caught  the  two  Germans  who  really  were  not 
snipers  but  had  been  shooting  at  us  every  time  we 
would  stick  our  heads  out  of  the  foxholes,  I  was  so 
angry  that  I  wanted  our  group  to  kill  them.  I  ordered 
the  two  Germans  to  dig  their  o\yn  graves,  which 
took  about  an  hour.  The  more  they  would  dig,  the 
more  angry  I  became.  The  other  fellows  did  not  want 
to  help  me  kill  them.  One  of  the  Germans  said  he 
did  not  care  whether  he  lived  or  died.  The  other  one 
was  on  his  knees,  praying  for  me  not  to  kill  him. 
He  said  he  would  haunt  me  if  I  did  kill  him.  Finally 
I  asked  the  other  fellows  to  help  kill  them,  but  they 
would  not  help  me  because  the  two  Germans  were 
already  our  prisoners.  Then  I  took  the  pocket  knife 
which  you  and  the  kids  had  sent  me  for  Father's  Day 
and  I  cut  their  throats  and  pushed  them  into  the 
graves.  Now  I  am  in  the  hospital,  and  I  do  not  know 
what  is  going  to  happen  to  me." 

This  letter  Avas  discussed  with  the  patient, 
and  later  the  patient  himself  gave  the  same 
account  when  talking  with  our  chaplain. 
After  a  period  of  three  weeks  in  the  hospital, 
it  was  obvious  that  the  patient  would  not 
recover  sufficiently  to  return  to  duty,  and 
that  prolonged  treatment  would  be  necessary. 
Consequently  he  too  was  transferred  to  the 
United  Kingdom  for  further  treatment. 

This  soldier  developed  extreme  guilt  and 
depression,  as  well  as  anxiety,  after  he  had 
violated  the  rules  of  war.  The  two  young 
German  soldiers  were  already  prisoners,  and 
the  group  did  not  feel  the  urge  to  kill  them. 
He  personally  killed  against  the  approval  of 
his  comrades,  even  while  one  prisoner  was 
on  his  knees  in  prayer.  He  actually  used  his 
own  knife,  a  gift  from  his  wife  and  chil- 
dren. 

Case  3 

There  were  many  similar  cases  in  which 
guilt  was  the  most  important  feature  of  the 
nervous  or  mental  disorder.  I  recall  one  not- 
able case  of  a  private  who  became  acting 
sergeant  when  many  of  his  buddies  were 
lost  in  the  line.  A  German  officer  approached 
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him  with  hands  in  the  air,  trying  to  sur- 
render. He  refused  to  take  him  prisoner, 
charged,  and  bayoneted  him  in  the  chest. 

This  soldier  too  presented  a  rather  malig- 
nant disorder.  The  clinical  picture  varied 
tremendously  over  a  period  of  two  or  three 
weeks ;  at  times  there  w-ere  episodes  of  ex- 
treme anxiety,  panic  and  rage,  and  at  other 
times  he  had  disturbing  olfactory  hallucina- 
tions. He  complained  that  he  could  smell 
dead  Germans,  and  during  these  times  he 
\\'ould  sit  up  in  his  bed  and  spit  on  the  floor 
for  periods  of  twenty  or  thirty  minutes.  Dur- 
ing these  episodes  he  cursed  the  Germans 
who  had  killed  so  many  of  his  buddies,  espe- 
cially one  by  the  name  of  "Pettis,"  of  whom 
he  spoke  repeatedly.  During  his  rages,  pre- 
cipitated by  planes  coming  over  the  tents  to 
the  landing  strip,  he  reenacted  front  line 
fighting,  directing  his  men,  and  yelling  over 
and  over:  "Are  you  there,  Pettis?  Do  you 
hear  me,  Pettis?" 

Because  of  the  difficulty  in  restraining 
this  patient,  who  at  times  required  six  or 
eight  corpsmen  to  keep  him  in  the  tent, 
he  was  transferred  to  a  closed  ward  in  Cher- 
bourg, en  route  to  the  United  Kingdom.  I  am 
sure  he  was  transferred  to  the  Zone  of  In- 
■    terior  a  short  time  later. 

Some  of  these  patients  are  still  being 
treated  in  the  mental  hygiene  clinics  of  the 
Veterans  Administration.  They  are  suffer- 
ing a  prolonged  depression  as  a  result  of 
guilt  because  they  killed,  even  though  many 
of  them  did  not  actually  depart  from  the 
rules  of  war  in  killing  the  enemy. 

Treatment  and  Prevention 

I  shall  make  no  attempt  to  discuss  in  detail 
the  subject  of  therapy  for  the  cases  just 
mentioned.  Perhaps  the  aid  of  chaplains  or 
ministers  should  be  enlisted.  Some  patients 
obtain  through  confession  a  relief  of  guilt 
feelings.  Confession,  even  though  unaccom- 
panied by  punishment,  is  regarded  as  a 
righteous  act  and  tends  to  lessen  the  feeling 
of  guilt.  Confession  also  affords  relief  by 
giving  a  feeling  that  responsibility  has  been 
shifted  or  shared.  Psychotherapy  would  of 
course  be  the  treatment  of  choice  by  the  psy- 
chiatrist, but  religion  may  also  have  thera- 
peutic values.  Through  the  medium  of  con- 
fession and  prayer  there  may  be  a  solution 
of  conflict,  a  dispelling  of  guilt,  and  a  cast- 


ing-out  of  fear  and  anxiety  regarding  the 
future. 

In  a  world  so  much  at  war  we  may  well 
ask  ourselves  and  our  American  parents, 
homes,  schools,  and  churches  if  we  have  not 
developed  too  much  of  a  punishing  conscience 
and  too  much  of  a  guilt  reaction  to  the  de- 
struction of  human  life  in  time  of  war.  Does 
the  child  grow  up  with  too  many  "Don't's" 
and  "Thou-shalt-not's"  to  permit  him  to  be- 
come a  mentally  healthy  adult?  Does  he  de- 
velop an  inordinately  severe  and  punishing 
super-ego?  During  our  military  program,  did 
we  adequately  train  the  soldier  to  kill?  Did 
we  prepare  him  to  avoid  unnecessary  feelings 
of  guilt? 

Summanj 

Fear  and  guilt  are  powerful  factors  in  most 
nervous  and  mental  illnesses  during  peace 
and  in  war.  Conscience  or  internal  restraint 
in  the  control  of  human  behavior  is  a  recent 
development  in  the  evolution  of  man. 

A  feeling  of  guilt  usually  results  from 
causing  others  to  suffer,  or  from  sexual  de- 
linquency. Guilt  may  be  considered  as  a  fear 
of  conscience,  and  it  is  believed  by  many  to 
be  the  greatest  source  of  sorrow  in  the  world. 
It  often  leads  to  serious  depression  or  sui- 
cide. 

Man  as  an  animal  is  fundamentally  cruel, 
and  fighting  is  instinctive.  Man's  hostility 
and  aggression  cause  less  guilt  if  given  pub- 
lic and  religious  approval,  as  in  the  prosecu- 
tion of  a  war.  Guilt  reactions  were  most  pro- 
nounced, often  leading  to  severe  mental  ill- 
ness, in  those  soldiers  who  did  not  abide  by 
the  rules  of  warfare.  Case  histories  of  typical 
violent  guilt  reactions  following  combat  are 
included  in  this  report.  Many  of  these  sol- 
diers are  still  being  treated  in  the  mental 
hygiene  clinics  of  the  Veterans  Administra- 
tion. 

Psychotherapy  is  the  treatment  of  choice ; 
however,  we  should  not  overlook  the  value  of 
religion  in  providing  a  solution  for  the  pen- 
alties of  wrongdoing. 

In  our  warring  world,  do  we  have  a  con- 
science that  punishes  us  too  severely  with 
fear  and  guilt  as  a  result  of  our  hostile,  ag- 
gressive behavior?  In  our  military  program 
and  in  the  prosecution  of  war,  did  we  ade- 
quately train  our  soldiers  to  fight  and  kill, 
and  then  to  avoid  inordinate  feelings  of 
guilt? 
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THE  USE  OF  DARVISUL  IN  ACUTE 
POLIOMYELITIS 

Robert  Grayson,  M.D. 
Miami  Beach,  Florida 

During  the  1948  epidemic  of  poliomyelitis 
in  North  Carolina,  the  Duke  Hospital  acute 
poliomyelitis  service  was  organized  with  the 
combined  efforts  of  the  pediatric,  orthopedic, 
physical  therapy  and  nursing  staffs,  com- 
plemented by  personnel  recruited  through 
the  American  Red  Cross  and  National  Foun- 
dation for  Infantile  Paralysis.  One  hundred 
and  thirty  patients  were  admitted  with  the 
diagnosis  of  acute  poliomyelitis.  With  the 
patients  under  careful  observation  and  with 
progress  checks  made  at  regular  intervals 
by  the  physical  therapists,  an  opportunity 
presented  itself  for  a  clinical  trial  of  N-(2 
Thiazclyl) -phenol  sulfonamide  (Darvisul>i*), 
which  had  been  reported  as  effective  in  the 
treatment  of  poliomyelitis  in  experimental 
animals*-'. 

In  general,  our  experience  in  this  epidemic 
followed  the  patterns  previously  recorded  in 
Minnesota  and  elsewhere'-^'.  The  majority  of 
patients  (52  per  cent)  were  between  1  and  5 
years  of  age.  There  were  18  bulbar  cases,  in 
which  4  tracheotomies  were  performed.  One 
of  these  4  patients  survived.  Of  the  6  fatal- 
ities, 3  occurred  in  patients  who  had  had  a 
tracheotomy.  Three  patients  with  respira- 
tory weakness  were  tided  over  their  crises 
successfully  in  respirators.  Tests  made  at 
the  time  the  patients  were  discharged  from 
the  acute  center  (usually  between  two  and 
three  Vv^eeks  after  the  onset  of  the  disease) 
showed  more  involvement  of  the  low^er  ex- 
tremities than  of  the  upper  extremities. 

The  regimen  on  the  poliomyelitis  ward 
also  followed  the  accepted  patterns.  Medical 
isolation  was  observed.  Hot  packs  were  used 
freely  for  relief  of  pain  and  spasm.  Foot 
boards  and  bed  boards  were  used  for  all  pa- 
tients. Muscle  function  was  evaluated  as 
soon  as  the  patient  was  afebrile  and  could 
tolerate  the  examination,  and  again  before 
discharge.  Passive  and  active  physical  ther- 
apy was  prescribed  as  indicated. 


From  the  Department  of  Pediatrics,  Duke  University  School 
of  Medicine  and  DuVie  Hospital,  Durham  North  Carolina. 

1.  Darvisul  "was  supplied  by  the  Lederle  Laboratories  Divi- 
sion. American  Cvanamid  Corporation,  Pearl  River,  New 
York. 

2.  Sanders,  M.,  Subbarow.  Y.,  and  Alexander,  R.  C. :  An 
Effective  Anti\iral  S'lithetic,  Texas  Rep.  Biol.  &:  Med. 
0:385-395    (Fall)    19  IS. 

3.  Grulee,  C.  G..  Jr.  and  Panos,  T.  C. :  Epidemic  Poliomye- 
litis in  Children,   Am.  J.   Dis.   Child.   75:24-39    (Jan.)    1948. 


Methods  and  Material 

On  July  22,  1948,  Darvisul  became  avail- 
able for  clinical  trial.  By  this  time  about  45 
patients  had  already  been  treated  by  the 
measures  mentioned  above,  and  these  became 
the  nucleus  of  the  control  group  of  57  cases. 
Thereafter,  patients  were  given  Darvisul  on 
admission  according  to  the  plan  suggested 
by  the  manufacturer.  A  total  of  45  patients 
were  given  a  trial  on  this  drug.  An  addi- 
tional 11  cases  were  treated  with  Darvisul 
on  the  poliomyelitis  service  of  Watts  Hos- 
pital, Durham,  North  Carolina*^'.  Although 
the  impressions  gained  from  these  11  cases 
were  similar  to  those  obtained  at  Duke  Hos- 
pital, these  cases  were  not  included  in  the 
analysis  because  of  differences  in  the  method 
of  recording  the  results  of  the  muscle  exam- 
inations. 
The  drug 

Darvisul  is  a  sulfonamide,  N-(2  Thiazolyl) 
-phenol  sulfonamide,  named  phenosulfazole, 
which  may  be  given  orally  in  tablet  form,  or 
parenterally  in  solution.  It  is  presumably  ab- 
sorbed well  by  the  gastrointestinal  tract  and 
excreted  in  the  urine.  Unfortunately  a  clini- 
cal method  for  determining  the  blood  level 
of  the  drug  has  not  yet  been  reported,  and 
we  were  not  able  to  check  the  blood  concen- 
trations in  patients  receiving  the  drug.  Toxic 
effects  are  said  to  be  those  of  sulfonamides 
in  general :  hematuria,  nausea  and  vomiting, 
and  granulocytopenia'-^'.  Only  2  cases  of 
nausea  were  seen  in  our  series,  and  no  other 
toxic  effects  were  observed.  Urinalyses  and 
blood  counts  were  done  every  other  day  on 
all  patients  receiving  the  drug,  and  no  ab- 
normalities which  could  be  attributed  to  the 
drug  were  noted. 
Method  of  administration 

During  the  first  twenty-four  to  thirty-six 
hours  Darvisul  was  administered  parenter- 
ally in  solution  appropriate  to  the  size  and 
age  of  the  child,  usually  as  a  continuous  in- 
travenous drip  of  a  4-7  per  cent  solution  in 
5  per  cent  dextrose.  The  daily  dosage  was 
300-400  mg.  per  kilogram,  except  in  a  few 
obese  adults  who  received  a  dose  of  150-200 
mg.  per  kilogram.  In  most  cases,  after  the 
initial  period  of  parenteral  administration, 
the  drug  was  administered  orally  in  similar 
dosage.  In  the  bulbar  cases  or  severely  ill 
patients,  however,  intravenous  administra- 
tion was  continued.  Darvisul  was  given  for 

4.  We  wish  to  thank  Dr.  Arthur  Loudon  and  Dr.  Hill  Griin- 
mett  for  the  data  on  these  cases. 

5.  Carey,   B.  W. :  Personal  communication. 
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a  total  of  five  daj's  to  all  patients  except 
two  who  had  chills  and  sharp  temperature 
elevations  during  the  period  of  intravenous 
administration.  This  may  have  been  a  re- 
action to  the  apparatus,  but  the  drug  was 
nevertheless  discontinued. 

Results 

In  trying  to  find  a  method  of  judging  a 
disease  as  variable  in  its  course  as  poliomye- 
litis, we  thought  that  two  factors  were  suf- 
ficiently objective  to  warrant  comparison  in 
the  two  gi-Qups.  These  were  the  total  dura- 
tion of  fever  (including  that  before  and  dur- 
ing hospitalization),  and  the  amount  of 
muscle  weakness  or  paralysis  at  discharge, 
as  determined  by  the  physical  therapists. 
The  over-all  duration  of  fever  was  used  be- 
cause it  was  noted  that  early  in  the  epidemic 
the  cases  were  not  diagnosed  and  referred 
to  the  hospital  as  promptly  as  later  in  the 
summer.  The  total  duration  of  fever,  how- 
ever, was  considered  to  be  comparable 
throughout  the  epidemic.  The  muscle  testing 
followed  standard  procedures  for  grading 
muscles  by  the  gravity-resistance  method  as 
normal,  good,  fair,  poor,  trace,  or  absent  in 
order  of  increasing  involvement"".  Only  mus- 
cles in  the  last  four  categories  were  consid- 
ered "involved"  in  our  analysis. 

The  average  duration  of  fever  in  the  group 
which  received  Darvisul  (45  cases)  was  4.93 
days;  in  the  control  groups  (57  cases)  it  was 
5.18  days.  The  difference,  0.25  days,  is  not 
statistically  significant  (t=0.676,  with  P  be- 
tween 0.5  and  0.4). 

The  effect  of  Darvisul  was  analyzed  with 
respect  to  both  the  extent  and  the  degree  of 
muscular  involvement.  In  each  of  the  102 
patients,  the  function  of  52  muscles  (or  mus- 
cle groups)  on  each  side  was  tested. — a  total 
of  10,608.  To  show  the  extent  of  involvement, 
all  those  muscles  having  no,  trace,  poor  or 
fair  function  were  grouped  together  and 
compared  with  those  having  good  to  normal 
function.  The  data  are  given  in  table  1.  There 
is  striking  agreement  between  the  actual 
numbers  and  those  that  would  be  expected 
if  the  disease  were  not  affected  by  Darvisul 
(the  latter  figures  are  given  in  parentheses) . 
Obviously  the  drug  had  no  effect  in  limiting 
the  extent  of  muscular  involvement,  unless 
the  epidemic  had  increased  notably  in  sever- 
ity after  the  use  of  Darvisul  was  begun.  The 

6.    Lovett,    R.    W. :    The    Treatment    of    Infantile    Paralysis, 
Pliiladelphia,   Blakiston,   1916. 


Table  1 

The  Effect  of  Darvisul  on  the  Extent  of 
3Iuscle  Involvement 

Darvisul  Control 

Numbei-  of 

muscles  involved  928   (914)*  1143 

Numbei  of 

muscles  not  involved         .3752   (3766)  4785 


Total  4680  5928 

~  llie  figures  in  parenthests  are  calculated  from  tlie  control 
group,  and  are  those  to  be  expected  it  Darvisul  had  no 
effect.  Chi  square  equals  ii.  199.  P  is  between   0.7   and  0.8. 

Table  2 

The  Effect  of  Darvisul  on  the  Degree  of 
Muscle  Involvement 

Darvisul  Control 

iluscles  showing  no  or 

trace  function  318   (325)*  408 

Muscles  showing  poor  or 

fair  function  610   (603)  735 


Total 


928 


The  figures  in  parentheses  are  calculated  from  the  control 


__^ m  parentneses  are  caicuiaieu  in 

group,  "and    are    those    to    be    expected    if    Darns—    . 

effect.  Chi  square  equals  0.439.  P  is  between  0.5  and  0.3. 


1143 

^.^   ^^^  contra, 
rvisul    had    no 


conclusion  is  confirmed  by  the  chi  square 
test. 

In  spite  of  the  absence  of  effect  on  the 
extent  of  muscular  involvement,  it  seemed 
possible  that  Darvisul  might  favorably  in- 
fluence the  degree  of  involvement  in  the 
affected  muscles.  To  test  this  possibility, 
muscles  with  no  or  trace  function  were  con- 
trasted with  those  having  poor  to  fair  func- 
tion. From  table  2  it  is  again  obvious  that 
the  Darvisul  therapy  had  no  significant 
effect. 

Comment 

It  is  to  be  noted  that  all  controls  were 
treated  during  the  earlier  part  of  the  epi- 
demic before  Darvisul  was  available,  and  all 
patients  receiving  Darvisul  were  treated 
during  the  later  part.  For  this  reason,  strict 
comparison  is  impossible  unless  it  can  be 
assumed  that  the  severity  of  the  epidemic 
did  not  change.  This  assumption  seems  rea- 
sonable to  us,  but  there  is  no  direct  evidence 
for  it,  and  it  must  be  realized  that  all  con- 
clusions are  subject  to  this  hypothesis.  How- 
ever, previous  experience  with  this  disease 
and  observations  from  other  poliomyelitis 
centers  in  this  area  indicate  that  the  clinical 
picture  did  not  become  more  severe  as  the 
epidemic  progressed.  Other  factors,  such  as 
earlier  diagnosis  and  improved  hospital  care 
in  the  latter  part  of  the  epidemic,  might 
weigh  in  favor  of  the  Darvisul  group  and 
would  have  to  be  considered  if  Darvisul  ap- 
peared to  have  a  significant  effect. 

With  these  limitations,  it  is  obvious  from 
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the  data  that  Darvisul  did  not  significantly 
alter  the  course  of  acute  poliomyelitis.  This 
statistical  finding  confirms  the  general  clin- 
ical impression  obtained  here  and  elsewhere. 
Given  early,  before  the  onset  of  any  clinical 
paralysis  or  weakness,  it  did  not  prevent  the 
occurrence  of  such  involvement.  Given  after 
the  onset  of  paralysis,  Darvisul  did  not  pre- 
vent further  involvement. 

Stimmary 
Forty-five  cases  of  acute  poliomyelitis 
were  treated  with  Darvisul,  according  to  the 
manufacturer's  suggested  plan  of  treatment, 
and  were  compared  to  a  group  of  57  patients 
who  received  no  drug.  Two  factors  in  the 
clinical  course — namely,  the  total  duration 
of  the  fever  and  the  amount  of  muscle  in- 
volvement —  were  submitted  to  statistical 
analysis  and  comparison.  There  were  no  sig- 
nificarit  differences  between  the  control  and 
Darvisul  treated  gi'oups. 

We  wish  to  express  our  appreciation  to  Miss  Helen 
Kaiser  and  her  staff  of  the  Duke  Hospital  School 
of  Physical  Tiierapy  for  their  assistance  in  these 
studies.  We  are  also  indebted  to  Dr.  G.  S.  Eadie, 
professor  of  physiology  and  pharmacolog'y,  Duke 
University  School  of  Medicine  and  Duke  Hospital, 
Durham,  North  Carolina,  for  the  statistical  evalu- 
ation of  our  results,  and  to  Dr.  J.  S.  Harris,  Depart- 
ment of  Pediatrics,  for  his  help  with  the  manuscript. 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


SIR  WILLIAM  OSLER 

Mrs.  J.  C.  Trent,  Editor 
Durham 

VII 

SOME  DETAILS  OF  OSLER'S  EARLY 

LIFE  AS  COLLECTED  BY  A 

NEAR  RELATION 

Many  tributes  will  be  paid  to  the  memory 
of  Sir  William  Osier  in  this  year  which  marks 
the  centenary  of  his  birth.  Other  more  fa- 
cile pens  will  write  of  his  many  and  varied 
characteristics  —  his  influence  upon  the 
teaching  of  medicine,  his  world-wide  repu- 
tation, and  his  kindly  nature.  As  a  near  rela- 
tion, the  son  of  his  younger  sister,  I  may  be 
able  to  touch  upon  some  of  the  details  of 
Sir  William's  early  life  as  I  heard  of  them 
from  his  brothers,  his  sisters,  and  old  friends 
in  Dundas  and  Toronto. 

Recollections  concerning  Sir  William's  boy- 
hood in  Bond  Head  are  few.  the  Osier  family 


having  moved  to  Dundas  when  he  was  in  his 
ninth  year.  One  small  seed  which  led  to  later 
kindly  action  on  Sir  William's  part  was  evi- 
dently sown  at  Bond  Head.  A  daughter  of 
Canon  Osier's  assistant,  the  Rev.  Mr.  Hill, 
became  a  close  friend  of  the  family ;  marry- 
ing later  a  Mr.  Weir,  she  was  widowed  early 
and  moved  away  from  the  Toronto  district. 
Many  years  afterwards,  while  I  was  in  Balti- 
more, Sir  William  asked  me  about  her  son, 
now  in  medicine,  and  said  that  Hunter  Robb 
had  written  from  Cleveland  asking  him  if 
he  had  any  young  Canadian  whom  he  might 
send  on  to  him.  Amy  (Hill)  Weir's  son  was 
brought  to  Johns  Hopkins  and  given  the 
benefit  of  Dr.  Cullen's  teaching,  and  was  then 
sent  on  to  Cleveland.  He  eventually  succeeded 
Dr.  Robb  in  the  chair  of  gynecology  at  West- 
ern Reserve. 

There  is  a  traditional  story  about  Sir  Wil- 
liam at  Bond  Head  which  has  recently  been 
put  before  the  public  again  in  a  Toronto  pa- 
per. It  is  a  purely  mythological  tale  about 
his  being  put  out  in  a  field  where  the  bull 
calf  was  tethered,  just  as  the  calf  was  to  be 
fed  his  pail  of  milk.  Naturally  one  cannot 
visualize  an  intelligent  parent  placing  a  small 
child  in  such  a  dangerous  position,  and  I  am 
able  to  explain  the  odd  story. 

In  Ward  C  of  the  Johns  Hopkins  Hospital 
there  happened  to  be  an  old  lady  who  wor- 
shipped Sir  William.  She  had  become  very 
tiresome  in  her  frequent  statements  that  "he 
must  have  had  a  wonderful  mother  and  a 
wonderful  bringing  up."  The  temptation  to 
make  a  good  story  was  more  than  he  could 
resist.  I  can  remember  Lady  Osier's  remark 
when  hearing  of  the  incident:  "Willie,  you 
ought  to  be  ashamed  of  yourself :  that  poor 
old  lady  will  believe  that  story." 

One  of  Sir  William's  many  attributes  was 
his  early  cultivation  of  the  ai't  of  correspon- 
dence. In  this  connection  there  came  before 
me  a  few  years  ago  an  interesting  detail  of 
his  life  at  the  Checkley  school  in  Barrie.  Mil- 
burn,  one  of  his  intimate  boyhood  associates, 
had  been  at  school  with  Osier.  After  his  leav- 
ing, there  began  a  correspondence  which 
continued  between  them  up  to  the  last  year 
of  Osier's  life.  Milburn's  daughter,  still  liv- 
ing, told  me  that  the  family  had  kept  every 
one  of  Osier's  letters  to  her  father  and  that 
they  were  preserved  in  their  old  home.  It 
required  but  little  persuasion  to  show  Miss 
Milburn  that  these  letters  should  be  where 
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members  of  the  medical  profession  and  col- 
lectors could  readily  peruse  them.  The  Osier 
Library  at  McGill  did  not  feel  able  to  pur- 
chase them,  nor  did  the  Academy  of  Medicine 
in  Toronto,  but  a  communication  with  Schu- 
man  of  New  York  resulted  in  the  letters 
being  handed  over  to  him  for  a  satisfactory 
sum.  Whether  these  have  been  kept  as  one 
collection,  we  do  not  know.  They  numbered 
nearly  three  hundred,  beginning:  in  the  Bar- 
rie  days  and  continuing  from  Dundas,  Wes- 
ton, Toronto,  Montreal,  Philadelphia.  Balti- 
more and  Oxford.  Typical  schoolboy  letters 
in  the  beginning,  they  give  the  impression 
that  early  in  their  lives  Milburn  acquired  the 
habit  of  going  to  Sir  William  for  advice, 
which,  I  gather  from  Milburn's  daughter,  he 
gave  freely  throughout  the  years. 

Sir  William's  consideration  of  early  made 
friends  can  be  demonstrated  many  times. 
Locke  was  one  of  the  trio  mentioned  as  mak- 
ing up  the  "Barrie  Bad  Boys.""*  He  died  early 
in  life,  leaving  a  widow  and  three  children. 
In  Cushing's  Life  of  Osler  one  notes  a  ref- 
erence to  the  help  given  the  Locke  children 
in  their  education.  The  Locke  boy,  a  gradu- 
ate in  medicine,  was  brought  down  to  Johns 
Hopkins  for  some  advanced  training,  was 
directed  to  New  York,  and  there  became  a 
very  successful  practitioner.  One  of  the 
daughters  became  a  very  able  and  charming- 
superintendent  of  nurses  in  the  Toronto  Gen- 
eral Hospital. 

Of  Sir  William's  earlv  life  in  Dundas  one 


1.    Editor's  note:  The  other  two  were  William  Osier 
and  Ned  Milburn. 


knows  little.  He  may  have  attended  the  public 
school  in  these  very  early  years,  and  seems 
to  have  gone  to  the  Dundas  High  School,  from 
which  he  was  summarily  expelled.  In  connec- 
tion with  this  matter,  I  have  the  recollections 
of  my  father,  who  was  at  school  at  this  time 
with  the  growing  Osier  boy.  A  shadow  had 
been  cast  on  the  excellence  of  the  high  school 
by  the  fact  that  the  pupils  had  discovered 
that  the  classical  master  owed  part  of  his 
success  to  "cribs"  concealed  in  his  desk.  This 
doubtless  did  not  help  in  the  maintaining 
of  discipline.  Added  to  this  side  light  was  the 
active  dislike  that  the  boys  had  for  the  mas- 
ter of  the  lower  school,  as  well  as  for  his 
wife  and  daughters.  Osier  was  caught  in  the 
act  of  shouting  abusive  remarks  through  the 
keyhole  of  the  master's  room !  His  expulsion 
took  place  in  short  order.  Protests  on  the 
part  of  his  father  were  answered  by  the 
school  board  with  the  ultimatum  that  an 
apology  would  he  required  before  his  son 
could  resume  his  studies.  Canon  Osier  replied 
that  he  would  never  humiliate  a  son  of  his 
by  asking  him  to  apologize  to  men  who  had 
behaved  as  had  the  men  of  the  Dundas  School 
Board. 

Remarkable  as  this  attitude  might  seem, 
there  is  a  background  to  it,  as  related  to  me 
by  my  mother.  Canon  Osier,  as  a  rector  of 
the  Church  of  England,  had  brought  with 
him  certain  ideas  which  he  might  have  ab- 
sorbed in  English  divinity  circles  and  which 
tended  to  make  a  Church  of  England  rector 
feel  most  definitely  superior  to  people  who 
adhered  to  other  religions.  One  feels  that 
the  town  people  of  Dundas  were  never  al- 
lowed to  forget  that  the  Church  of  England 
had  nothing  in  common  with  dissenters.  The 
school  board  was  evidently  composed  of  men 
of  other  denominations,  and  my  mother  was 
apt  to  say  that  the  whole  affair  was  a  re- 
percussion of  the  happenings  in  England 
itself — the  Church  versus  dissent.  A  little 
doggerel  flashed  out  of  my  father's  memory 
while  he  was  talking  about  Canon  Osier's 
relationship  to  his  surroundings : 

By  jingo  I'm  the  Eector, 

With  three  lawyers  for  my  sons; 

If  me  you  dare  to  hector, 

They'll  blow  you  from  their  guns. 

There  is  nothing  one  could  add  to  Cush- 
ing's description  of  the  life  at  Weston,  Trin- 
ity College  School,  and  the  association  with 
the  Rev.  W.  A.  Johnson.  What  is  of  greatest 
interest  to  those  of  us  juniors  who  counted 
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ourselves  his  near  relations  was  the  fact  that, 
before  Cushing's  biography  of  Osier,  we 
knew  nothing  of  these  important  years  in 
his  life.  Going  in  and  out  of  the  old  rectory 
in  Dundas,  which  was  within  two  hundred 
yards  of  our  home,  was  a  very  regular  inci- 
dent in  our  young  lives ;  yet  we  never  seemed 
to  hear  of  our  Uncle  Willie's  doings  at  Wes- 
ton, Toronto,  or  McGill.  I  do  recollect  hear- 
ing my  mother  relate  that  the  Rev.  Mr.  John- 
son had  visited  the  Rectory  in  order  to  seek 
specimens  with  his  favorite  pupil.  Of  Dr. 
James  Bovell  we  had  heard  something,  but 
not  in  connection  with  Sir  William.  Mrs. 
Williamson,  the  oldest  sister  of  the  family, 
frequently  referred  to  Bovell's  outstanding- 
qualities  and  remembered  the  flurry  caused 
in  medical  circles  by  his  treatment  of  cholera 
with  intravenous  injections  of  cow's  milk. 

Actually  Cushing's  story  of  conditions  at 
Weston  was  such  a  complete  revelation  to 
us  of  the  younger  generation  that,  in  the 
first  very  hasty  publication  about  Osier 
which  I  wrote  after  his  death,  I  placed  him  at 
school  at  Port  Hope,  the  town  to  which  the 
Weston  school  moved  some  years  after  Osier 
had  left.  This  state  of  affairs  is  perhaps 
understandable  when  one  realizes  that  the  at- 
tention of  the  family  at  this  time  was  largely 
centered  on  the  success  of  William's  brothers, 
Feather.stone  and  Britton  Bath,  in  the  pursu- 
ance of  law,  and  on  the  equally  notable  suc- 
cess in  finance  that  the  brother  Edmund  was 
experiencing.  Thus  the  life  of  a  younger  boy 
at  school  and  college  might  easily  pass  with- 
out notice. 

Sir  William's  advice  to  medical  students 
and  young  doctors  at  the  beginning  of  their 
careers  —  that  they  should  put  their  af- 
fections on  ice  and  keep  their  hearts  in  the 
ice  chest — will  allow  us  at  least  to  take  a 
fleeting  glimpse  at  this  very  personal  side 
of  his  own  life.  I  shall  merely  mention  little 
details  with  which  I  am  familiar.  In  Osier's 
youth  he  must  have  been  much  like  other 
boys,  because  in  the  Gushing  biography  we 
see  a  note  that  he  was  warned  against  femi- 
nine entanglements  while  he  was  at  Weston, 
by  his  elder  sister,  Nellie.  He  evidently  es- 
caped, and  I  am  reminded  of  a  story  told 
to  me  by  one  of  the  very  old  residents  of 
Dundas.  He  and  my  grandfather  had  been 
sitting  where  the  young  peo]3le  of  the  rectory 
had  gathered.  The  old  man  made  some  re- 
mark about  William  and  his  associations 
with  the  girls.  Canon  Osier  replied :  "The  lass 


that  marries  Willie  will  have  to  do  the  court- 
ing!" 

Less  than  a  year  ago  a  very  old  friend  of 
the  family,  to  whom  Osier  may  have  been 
attentive  in  his  younger  days,  asked  me  to 
pay  her  a  visit,  saying  that  she  had  some- 
thing important  to  say  to  me.  This  lady,  now 
in  her  ninety-ninth  year,  was  Sophie  Rolph, 
a  very  attractive  girl  who  at  one  time  lived 
in  Dundas.  Gushing  speaks  of  Osier's  visiting 
her  family  in  London  at  the  time  of  his  first 
trip  abroad.  She  told  me  very  confidentially 
that  she  might  have  been  my  aunt,  because 
Sir  William  proposed  to  her.  The  story  Avas 
by  no  means  new  to  me,  but  the  family  had 
always  given  it  another  turn. 

In  connection  with  this  theme,  an  incident 
in  my  Baltimore  days  comes  to  mind.  Dr. 
A.  E.  Malloch  of  Hamilton,  the  father  of 
Archibald  Malloch  of  the  New  York  Acad- 
emy of  Medicine,  was  dining  with  us  at  1 
West  Franklin  Street.  Some  teasing  in  rela- 
tion to  Osier's  admiration  of  the  fair  .sex 
had  been  in  progress,  and  Dr.  Malloch,  ad- 
dressing Lady  Osier,  said,  "Well,  he  may 
wish  us  to  think  he  has  little  to  do  with 
womankind,  but  when  I  was  with  him  a  few 
years  ago  in  Philadelphia  he  said  to  me,  'Mal- 
loch, I  would  like  to  take  you  to  see  the  only 
Avoman  in  the  world  worth  consideration, 
but  hang  it  all,  she's  married  to  someone 
else.'  "  Sir  William  blushed  deeply,  and  Lady 
O.sler  laughed  heartily.  Dr.  Malloch  .seemed 
quite  ignorant  of  the  mine  he  had  exploded. 

One  small  story — an  incident  which  had 
to  do  with  his  never-failing  love  of  children 
— may  be  added  before  bringing  to  a  close 
this  disconnected  series  of  recollections.  I 
was  convalescing  at  Norham  Gardens  after 
the  first  World  War.  One  afternoon  a  tap 
came  at  my  bedroom  door,  and  in  came  three 
figures:  Sir  William  and  Max  Muller's  two 
children.  They  were  all  dressed  in  Lady 
Osier's  clothes  and  wearing  her  best  bonnets. 
A  formal  afternoon  call  was  being  made  and 
was  cai-ried  out  in  every  detail. 

Time  and  space  do  not  permit  me  to  con- 
tinue. In  an  article  for  the  centenary  volume 
of  the  Archives  of  Internal  Medicine,  I 
have  gone  into  the  conditions  which  impelled 
Sir  William  to  leave  Toronto  for  Montreal. 
Other  recollections  mu.st  be  left  for  other 
times. 

Norman  B.  Gwyn,  M.D. 

Toronto,  Canada 
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THE  CARE  OF  THE  AGED 

In  his  presidential  address  last  May  Dr. 
James  F.  Robertson  made  only  three  recom- 
mendations to  the  Society.  Perhaps  the  most 
important  of  the  three  was  that  the  state 
build  a  home  for  old  people,  "where  they 
could  be  housed  and  fed  and  have  minimal 
medical  care  at  a  figure  which  the  average 
person  could  afford  to  pay." 

As  Dr.  Robertson  pointed  out,  unhappiness 
and  even  divorce  may  result  if  elderlv  pa- 
rents are  forced  to  live  with  their  children. 
"The  j'oung  people  don't  like  it  and  the  old 
folks  don't  like  it.  Old  people  like  to  be  in- 
dependent and  to  be  where  they  can  have 
company  that  is  congenial,  and  yet  they  do 
not  want  to  be  in  the  'poor  house.'  " 

Dr.  Robertson's  recommendation  has  re- 
cently had  strong  support  in  an  indirect  way. 
The  Lumleian  Lectures,  delivered  before  the 


Royal  College  of  Physicians  of  London  on 
April  5  and  7  by  Dr.  A.  P.  Thomson'^',  dealt 
with  "Problems  of  Ageing  and  Chronic  Sick- 
ness," and  discussed  at  some  length  the  in- 
stitutions for  the  care  of  older  people  in 
England.  In  the  hospitals  and  "infirmaries," 
where  the  patients  were  kept  in  bed,  the  old 
people  gradually  lost  most  of  their  interest 
in  life  and,  for  the  most  part,  lived  vegeta- 
tive existences.  In  marked  contrast  was  a 
home  where  the  patients  were  expected  to 
be  up  and  about,  and  to  look  after  their  own 
rooms.  Although  the  mean  age  of  these 
people  was  higher  than  that  of  those  in  the 
infirmaries,  "they  were  living  a  much  more 
active  and  pleasant  life  at  a  weekly  cost  of 
less  than  half  that  of  an  infirmary  bed." 
This  observation  proves  afresh  the  principle 
of  geriatrics  that,  except  for  an  optimum 
amount  of  sleep  and  rest,  old  people  should 
be  kept  out  of  bed. 

Another  piece  of  encouragement  for  Dr. 
Robertson  is  a  recent  announcement  from 
the  University  of  Illinois.  An  association  has 
been  formed  between  the  University  College 
of  Medicine  and  the  Baptist  Home  and  Hos- 
pital of  Maywood  "for  the  purpose  of 
•strengthening  the  medical  services  of  the 
Home,  and  for  developing  a  program  of 
study  into  the  nature  of  the  aging  process 
?nd  measures  designed  to  delay  and  allevi- 
ate it."  The  Baptist  Home  and  Hospital,  or- 
ganized fortv-three  years  ago,  serves  aged 
i^eople  of  Illinois,  Indiana,  Michigan,  and 
Wisconsin.  It  has  a  family  of  150  members. 
A  new  150-bed  hospital  is  to  be  added  to  the 
present  plant,  to  care  for  the  aged  and  chron- 
icallv  ill.  The  Univei-sity  of  Illinois  will 
supervise  the  clinical  service. 

North  Carolina  has  a  well  deserved  repu- 
<^ation  for  being  progressive.  'While  it  is  true 
that  our  taxes  have  about  reached  the  limit 
to  which  they  should  be  pushed,  it  is  hard  to 
f^onceive  of  a  more  worthv  use  for  our  state 
funds  than  that  which  Dr.  Robertson  has 
"suggested.  Furthermore,  it  is  probable  that 
^he  greater  productivity  made  possible  bv  re- 
lieving the  younger  generation  of  some  of 
the  burden  of  caring  for  the  older  would 
more  than  make  up  for  the  comparatively 
small  cost  of  building  and  maintaining:  such 
fl  home  as  Dr.  Robertson  envisioned.  Indeed, 
it  is  conceivable  that  it  would  be  almost,  if 
not  quite,  self  supporting. 

1.    Thom.son,    A.    P.:   ProWems   of    Agein?   and    CTironic   Sick- 
ness, British  M.  J.    fjuly  30)   and   (\ng.   6)   1949. 
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THE  RENAISSANCE  OF  THE 
ROTATING  INTERNSHIP 

The  Educational  Number  of  the  Joiniial 
of  the  Ameriam  Medical  AsHociatiori  empha- 
sizes the  renewed  prestige  given  the  rotating 
internship  by  the  Council  on  Medical  Educa- 
tion and  Hospitals.  The  Council's  revised 
"Essentials  of  an  Approved  Internship"'", 
published  in  full,  states  that  "It  is  the  opin- 
ion of  the  Council  that  a  well  organized  ro- 
tating internship  is  likely  to  provide  the  best 
basic  training  for  either  the  future  general 
practitioner  or  the  specialist."  A  footnote 
calls  attention  to  the  fact  that  thirteen  states 
now  require  a  rotating  internship  for  licen- 
sure. 

The  Council's  report  states  further  that 
in  a  year's  rotating  internship  "the  time 
allotted  to  internal  medicine  should  equal  or 
exceed  the  time  given  to  any  other  service. 
Too  frequent  a  rotation  of  assignments  or 
assignment  to  more  than  one  service  is  unde- 
sirable. No  assignment  should  be  for  less 
than  two  months'  duration."  Each  intern  is 
supposed  to  devote  at  least  three  consecutive 
months  to  both  medicine  and  surgery. 

Although  an  entire  paragraph  is  devoted 
to  a  one-year  rotating  internship,  the  Coun- 
cil says  that  "Longer  periods  of  service  are 
preferable  because  they  permit  a  more  sat- 
isfactory educational  program  and  allow  the 
intern  sufficient  time  in  which  to  be  trained 
adequately  to  assume  increasing  responsi- 
bility in  various  fields  of  medicine."  If  this 
statement  be  granted  as  true,  it  would  seem 
advisable  for  the  various  certification  boards 
to  modify  their  requirements  so  as  to  give 
credit  for  two  years  spent  in  a  rotating  in- 
ternship instead  of  one. 

In  an  editorial  comment'-'  the  point  is 
made  that,  prior  to  the  development  of  resi- 
dencies in  the  specialties,  the  straight  intern- 
ships offered  the  only  opportunity  for  hos- 
pital training  in  a  specialty.  Now,  however, 
the  residencies  supply  that  need.  "In  view  of 
the  prolonged  and  intensive  period  of  train- 
ing in  a  special  field  that  is  provided  by  the 
residency,  many  evident  reasons  appear  for 
the  broader  type  of  experience  provided  b}-  a 
rotating  internship." 

1.  Council  on  Medical  Education  and  Hospitals  of  tlie  Ameri- 
can Medical  Association:  Essentials  of  an  Approved  In- 
ternship (Revised  to  December,  l!)t8K  J. A.M. A.  in:.i2-.il 
(Sept.  3)    194!i. 

2.  Continuing:  Evolution  of  the  Internship  and  Residency. 
Editorial,   .T.A.M.A.    lll:!i2-93    (Sciit.    3)    1!>I!1. 


The  renaissance  of  the  rotating  internship 
will  be  welcomed  by  many  who  believe  that, 
whether  a  man  intends  to  do  family  practice 
or  enter  a  specialty,  he  will  be  a  better  doctor 
if  he  has  had  a  broad  foundation  to  begin 
with. 

"DISTINCTION  AWARDS" 

Dr.  F.  M.  R.  Walshe  is  one  of  the  most 
distinguished  neurologists  in  England — and 
in  the  world.  A  letter  from  him  in  the 
British  MpcUcal  Jmn-iial  for  August  1?>  has 
much  food  for  thought,  for  it  exposes  one  of 
the  great  defects  in  the  British  National 
Health  Insurance  Plan.  The  letter  is  so  well 
and  concisely  written  that  a  large  part  of 
it  is  quoted : 

"As  chairman  of  the  medical  committee  of  a 
teaching'  hospital  I  liave  recently  received  a  signed 
circular  letter  from  the  chairman  of  the  Distinction 
Awards  Committee  appointed  by  the  Minister  of 
Health,  inviting  recommendations  for  the  grading 
of  the  consultant  staff  into  those  eligible  for  dis- 
tinctioii  awards  and  those  not,  and  for  the  further 
classification  of  the  first  category  into  those  merit- 
ing highest,  second,  and  lowest  awards  respectively. 

"The  letter  also  indicates  that  the  Awards  Com- 
mittee would  not  regard  with  disfavour  the  delega- 
tion of  this  task  by  the  medical  committee  to  three 
or  four  of  its  number,  these  latter  then  to  report 
their  recommendations  confidentially  to  the  Awards 
Committee  without  notifying  their  colleagues  what 
those  are  .  .  . 

".  .  .  It  is  one  thing  to  grade  a  sei-ies  of  posts 
but  quite  another  to  seek  to  grade  professional  dis- 
tinction, and  it  passes  my  comprehension  that  any- 
one who  has  spent  his  working  life  in  medicine — 
unless  as  an  administrator — could  suppose  that  a 
grading-  of  this  order  can  be  rationally  and  equitably 
accomrdished.  Even  the  assessment  of  purely  scien- 
tific achievement  in  men  of  science,  such  as  may 
be  needed,  for  example,  in  the  matter  of  election 
to  membership  of  learned  societies,  is  difficult 
enough,  though  here  no  vexing  questions  of  money 
values  arise.  How  utterly  illusory,  therefore,  must 
be  the  hope  of  pricing  'distinction'  in  the  profession 
of  medicine,  where  so  many  diverse  factors  of  per- 
sonality and  achievement  are  involved  and  there  are 
so  many  red  herrings  to  be  dra^vn  across  the  trail . .  . 

"Surely  we  may  see  in  this  another  revelation  of 
where  the  central  control  of  medicine  is  leading  us 
— namely,  from  the  free  status  of  a  learned  profes- 
sion to  that  of  a  sub-group  of  that  drab  and  alien 
abstraction  'economic  man.'  Is  it  too  sanguine  to 
hope  that  before  this  irrational  affair  has  gone  any 
further  there  will  be  some  protest  against  it,  and 
that  some  of  the  consultant  body  may  feel  that  there 
is  an  element  of  the  ridiculous  in  our  going  about 
our  daily  tasks  bearing  a  first,  a  second,  or  a  third 
class  'distinction'  label  issued  from  Whitehall?" 
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CONSUMERS'  RESEARCH  REPORT  ON 
NATIONAL  HEALTH  INSURANCE 

Consumers'  Research,  Inc.,  is  by  far  the 
most  important  organization  of  its  kind  in 
existence.  Its  technical  experts  and  editors 
are  trained  to  analyze  advertising  claims 
and  sales  literature,  and  to  recognize  their 
defects.  For  this  reason  an  editorial  in  the 
September  issue  of  CoiisiiDiers'  Research 
BiiUeHu,  calling  attention  to  the  weaknesses 
of  the  campaign  to  sell  socialized  medicine  to 
the  people  of  America,  is  unusually  signi- 
ficant. 

The  editorial  points  out  that  "there  is  a 
well-organized  and  vocal  group  in  this  coun- 
try whose  members  are  working  on  the  con- 
viction that  consumers  with  unrestricted 
choice  in  their  purchases  .  .  .  can  thwart  so- 
cial planners'  decisions  ...  to  expand  or 
contract  particular  industries  and  occupa- 
tions." Consumers  may  decide  to  let  the  fed- 
eral government  save  them  the  trouble  of 
])roviding  for  their  medical  care  on  their 
own  initiative.  "They  should,  however,  make 
their  decision  after  weighing  the  alleged  ad- 
vantages and  disadvantages  over  the  present 
private  system  of  medical  care  and  not  be- 
cause they  have  been  taken  in  by  as  shrewd 
an  advertising  and  promotional  campaign  as 
was  ever  put  on  by  patent  medicine  manufac- 
turers in  their  palmiest  days." 

That  the  salesmen  of  national  health  in- 
surance do  not  give  the  people  credit  for 
having  sense  enough  to  spend  their  own 
money  is  shown  in  an  article  by  Dr.  Eveline 
M.  Bui-ns,  in  The  Woman's  Press  for  June. 
Bold  type  by  the  editor  of  the  Consumers' 
Research  Bulletin  brings  out  the  hidden 
meaning  of  the  paragraph  quoted : 

"I  am  aware  that  it  has  been  held  that  if  only 
the  vast  mass  of  Americans  would  spend  their  in- 
come 'more  wisely,'  devoting  fewer  dollars  to 
movies  and  tobacco  and  automobiles  and  the  like, 
they  would  be  able  to  afford  to  buv  private  in- 
surance against  medical  expenses.  This  argument 
is  unconvincing;  first,  because  in  our  kind  of  free 
society  I  see  no  way  of  ensuring  that  neople  will 
spend  money  'more  wisely,'  at  least  so  long  as  we 
permit  advertising  or  are  unwilling  to  check  the 
consumption  of  certain  commodities  deemed  'un- 
essential' by  levying  prohibitive  taxes  on  them  or 
by  other  methods.  It  seems  to  me  more  reasonable 
to  accept  the  fact  that  most  people  are  not  wholly 
wise  in  spending  their  private  incomes;  and,  just 
as  we  have  done  in  regard  to  education  .  .  .,  that 
we  should  tax  all  incomes  sufficiently  to  provide 
whatever  our  society  regards  as  the  acceptable 
minimvmi  of  health  service,  leaving  people  to  spend 
the  rest  of  their  incomes  as  wisely  or  foolishly  as 
they  see  fit." 


As  the  editorial  comments,  "That  seems  to 
state  the  issue  clearly  enough.  Do  U.  S.  con- 
sumers want  to  give  the  power  to  'society,' 
or  the  federal  government,  or  Professor 
Burns  and  her  'social  service'  colleagues  to 
decide  just  how  much  of  their  income  must 
be  sent  to  the  U.  S.  Treasury  for  medical 
care?  Can  they  .judge  from  the  sales  claims 
whether  the  new  product  will  be  better  than 
the  one  they  are  now  using?  The  decision  is 
in  their  hands,  but  it  will  be  in  the  hands  of 
politicians  if  consumers  do  not  seriously, 
and  promptly,  concern  themselves  with  the 
problem." 


POSTCARD  FROM  ENGLAND 

The  dean  of  women  in  one  of  North  Caro- 
lina's larger  colleges  recently  spent  two 
weeks  in  England.  At  the  end  of  her  visit, 
she  wrote  on  a  postcard  to  a  friend :  "I  have 
talked  to  everybody  I  could  about  socialized 
medicine  in  Great  Britain;  and,  with  one  or 
two  exceptions,  all  I  have  met  dislike  it.  I 
have  really  been  surprised,  but  maybe  I  have 
only  met  Tories!" 

Since  this  highly  intelligent  woman  went 
to  England  with  no  definite  convictions  on 
the  subject  of  socialized  medicine,  her  opin- 
ion is  entitled  to  great  respect.  Her  postcard 
is  one  more  bit  of  evidence  that  all  is  not 
well  with  England's  National  Health  Insur- 
ance Plan. 


DON'T  FORGET  TO  SAY  "THANK  YOU" 

All  signs  indicate  that  the  campaign  to 
force  national  health  insurance  upon  this 
country  has  been  apprec^'ably  slowed  down, 
if  not  temporarily  halted.  The  doctors  of 
America  have  been  aroused  to  the  dangers 
inherent  in  such  a  program,  and  have  fought 
it  effectively.  In  their  fight  they  have  had 
the  support  of  most  of  the  representatives 
in  our  national  legislature. 

One  thing  which  remains  for  the  doctors 
to  do  is  to  thank  those  members  of  Congress 
who  have  been  our  friends.  We  may  be  sure 
that  the  relatively  small  number  of  physi- 
cians who  favor  medicine  by  taxation  will 
not  fail  to  let  their  voices  be  heard;  the 
least  we  can  do  to  counteract  this  vociferous 
minority  is  to  write  notes  of  thanks  to  those 
congressmen  who  are  fighting  to  keep  poli- 
tics out  of  medical  practice. 
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COMMITTEE  ON  VENEREAL  DISEASE 

MEDICAL  CONTROL  OF  THE 
VENEREAL  DISEASES 

Fred  G.  Pegg,  M.D. 
Winston-Salem 

Never  in  the  history  of  medicine  has  a 
widespread  communicable  disease  been  con- 
trolled by  therapeutic  methods  alone.  Small- 
pox has  been  controlled  by  vaccination,  ty- 
phoid and  the  dysenteries  by  pui-ification  of 
water  and  milk  supplies,  hookworm  by  sani- 
tation, and  malaria  by  eliminating  the  Ano- 
pheles mosquito.  The  list  could  be  made  much 
larger,  but  not  one  of  these  diseases  has  been 
controlled  by  treatment  of  the  infected  pa- 
tient; yet  this  is  the  method  we  must  use 
if  the  venereal  diseases  are  to  be  controlled 
in  the  foreseeable  future. 

There  is  almost  no  immunity  to  the  ven- 
ereal diseases  and  slight  chance  of  producing 
a  vaccine.  These  diseases  are  spread  primar- 
ilv  by  sexual  contact,  and  there  is  little  hope 
of  changing  morals  and  customs  in  the  future 
sufficiently  to  reduce  their  spread  greatly. 
Prophylaxis,  while  of  great  value  in  military 
life,  is  of  little  help  in  a  civilian  population. 
We  must  conclude  that  our  only  immediate 
prospect  of  control  is  bv  therapeutic  meth- 
ods. Can  this  be  done? 

Basically,  the  theory  of  medical  control  is 
sound,  and  there  is  no  good  reason  why  it 
cannot  be  accomplished ;  however,  we  must 
recognize  that  it  is  going  to  call  for  the  in- 
dividual interest  and  effort  of  every  private 
practitioner  and  every  ijublic  health  worker 
to  a  greater  degree  than  has  ever  been  neces- 
sary in  the  control  of  anv  other  disease.  It 
can  be  accomnlished  only  if  we  recognize  the 
many  angles  to  a  venereal  disease  control 
program,  and  above  all  definitely  convince 
ourselves  that  the  control  of  the  venereal  dis- 
eases is  worth  while. 

In  the  past  we  have  been  inclined  to  shrug 
our  shoulders  and  pass  off  the  matter  rather 
lightly.  Everyone  knows  that  the  venereal 
diseases  are  much  more  common  in  the  lower 
economic  and  social  groups,  and  that  they 
are  closely  associated  with  promiscuity  and 
ignorance.  We  have  been  inclined  to  let  the 
victims  "stew  in  their  own  juice."  It  is  diffi- 
cult to  understand  how  this  attitude  has  de- 


veloped. Certainly  the  idea  of  venereal  disease 
control  is  not  new.  Its  great  importance  has 
been  recognized  by  many  of  the  outstanding 
doctors  in  medicine.  Sir  William  Osier,  who 
named  it  the  great  imitator,  gave  consider- 
able time  to  the  study  of  syphilis  and  was 
interested  in  its  control.  In  1876  Dr.  Marion 
Sims,  one  of  the  South's  most  illustrious  men 
of  medicine,  devoted  his  inaugural  address 
as  president  of  the  American  Medical  As- 
sociation to  a  discussion  of  the  problems  of 
syphilis  and  its  control.  Among  other  things, 
he  said : 

"So  far  as  the  well-being  of  the  human  race  is 
concerned,  I  look  upon  the  subject  of  syphilis  as  the 
great  question  of  today.  It  was  formerly  a  question 
of  treatment,  of  mercury  or  no  mercury,  but  that 
time  has  passed,  and  now  it  is  a  question  of  preven- 
tion, of  eradication,  of  the  protection  of  the  well 
against  tlie  contamination  of  the  siclc.  ...  I  cannot 
too  strongly  express  my  conviction  of  the  gravity 
of  syphilis  at  the  present  time.  It  is  one  of  the  most 
fatal  diseases  we  have  in  this  country.  I  think  it 
is  a  disease   entirely   preventable." 

Even  today  there  is  much  truth  in  what 
Dr.  Sims  said.  The  economic  loss  caused  by 
these  diseases  is  too  great  to  be  overlooked 
by  an  economy-minded  nation,  and  the  waste 
of  manpower  and  human  resources  too  im- 
portant in  a  world  demanding  greater  and 
greater  efficiency.  Our  democracy  is  chal- 
lenged by  communism,  and  our  private  medi- 
cal system  is  threatened  with  socialization. 
We  must  be  realistic.  The  control  of  the  ve- 
nereal diseases  is  important  from  both  a 
medical  and  an  economic  point  of  view. 

In  recent  years  progress  in  the  diagnosis 
and  treatment  of  syphilis  has  been  amazing- 
ly rapid,  until  the  problem  we  face  today  is 
not  one  of  technical  or  medical  resources,  but 
how  to  apply  our  knowledge  in  an  effective 
way  to  control  the  disease. 

Theory  of  Medical  Control 
While  our  venereal  disease  control  program 
is  not  limited  to  syphilis,  it  is  the  most  im- 
poi'tant  of  these  diseases,  and  it  will  be  used 
to  explain  the  way  in  which  medical  control 
of  all  these  diseases  is  possible. 

The  theory  on  which  the  control  of  syphilis 
is  based  is  so  obvious  that  it  needs  little 
explanation.  Syphilis  is  an  infectious  disease 
during  the  primary  and  secondary  stages. 
The  primary  stage  is  self-limited,  the  lesion 
usually  healing  in  three  or  four  weeks.  The 
secondary  stage  is  also  self-limited,  but  there 
is  considerable  variation  in  its  clinical  course. 
The  generalized  secondary  lesions  of  the  skin 
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and  mucous  membrane  will  disappear  in  a 
few  days  or  a  few  weeks,  only  to  be  followed 
by  recurrent  crops  of  lesions  from  time  to 
time.  The  recurrent  secondary  lesions  are 
most  common  during  the  first  two  years,  but 
may  occur  during  the  first  four  years  and 
even  occasionally  later.  It  is  during  this 
time  that  syphilis  is  spread.  If  a  case  is  diag- 
nosed and  treated  early  in  its  course,  the  in- 
fectious period  is  correspondingly  shortened, 
and  new  cases  are  prevented  from  develop- 
ing. If  enough  such  cases  can  be  diagnosed 
and  treated,  the  disease  can  eventually  be 
controlled. 

Problems  of  Medical  Control 

By  far  the  greatest  obstacle  to  the  medi- 
cal control  of  syphilis  is  the  fact  that  many 
new  cases  go  undiagnosed.  Unfortunately 
from  the  public  health  point  of  view,  the 
early  stages  of  syphilis  are  relatively  mild 
and  are  frequently  overlooked  by  the  patient 
and  occasionally  by  the  doctor.  If  the  onset  of 
syphilis  were  as  sudden  and  dramatic  as  that 
of  smallpox  or  pneumonia,  almost  all  cases 
would  be  diagnosed  and  promptly  treated. 
As  it  is,  many  cases  are  not  diagnosed  early 
enough  for  treatment  to  affect  the  spread 
of  the  disease.  It  is  these  patients,  plus  a 
smaller  number  who  have  infectious  relapses 
after  treatment,  that  keep  the  chain  of  in- 
fection going.  Thus,  the  main  problem  in  the 
control  of  syphilis  becomes  a  matter  of  early 
case  finding  and  follow-up  of  treated  cases. 

There  are  many  ways  in  which  our  pres- 
ent program  could  be  improved;  however, 
three  seem  particularly  important: 

(1)  Better  coordination  of  the  efforts  of 
the  jn(blic  health  ivorker  and  the  private  phy- 
sician. It  has  been  stated  that  venereal  dis- 
ease is  closely  associated  with  ignorance,  in- 
difference, and  poverty.  Because  of  these 
factors  it  has  been  and  will  be  necessary  to 
have  free  treatment  clinics,  laws  to  force 
indifferent  patients  to  take  treatment,  wide- 
spread diagnostic  facilities,  and,  perhaps 
more  important,  a  widespread  educational 
program.  This  part  of  the  program  can  be 
carried  out  only  by  intensive  and  energetic 
public  health  measures. 

It  has  been  extremely  difficult  for  the  busy 
practitioner  to  understand  the  magnitude 
and  complex  problems  of  an  extensive  ven- 
ereal disease  control  program.  He  has,  in 
some  cases,  felt  that  the  public  health  clinics 
were  his   competitors  in   treating    patients 


with  venereal  disease,  and  because  of  this 
feeling  he  sometimes  fails  to  give  full  coop- 
eration to  the  program.  Public  health  work- 
ers see  the  problem  from  the  standpoint  of 
community  control,  while  the  doctor's  point 
of  view  is  limited  primarily  to  the  treatment 
of  the  individual  case. 

The  help  of  the  general  practitioner  is  vi- 
tally necessary  for  carrying  out  an  effective 
venereal  disease  control  ]n-ogram,  and  there 
is  little  hope  of  success  without  his  full  as- 
sistance. Large  numbers  of  patients  with 
venereal  disease  go  to  him  for  treatment, 
and  unless  such  infectious  cases  have  proper 
epidemiologic  studies  and  follow-up  examina- 
tions, and  are  reported  to  public  health  au- 
thorities, our  efforts  at  control  will  be  se- 
riously handicapped.  A  better  understanding 
of  each  other's  problems  and  a  more  sympa- 
thetic attitude  would  eliminate  many  con- 
flicts and  misunderstandings  that  arise  be- 
tween public  health  workers  and  practition- 
ers of  medicine. 

(2)  Epidemiologic  studies  (contact  trac- 
ing) on  every  infectious  case.  Many  individ- 
uals who  are  spreading  venereal  disease  do 
not  know  that  they  have  it,  and  some  who 
know  that  they  are  infected  are  too  indif- 
ferent to  seek  treatment.  Contact  tracing  is 
the  most  effective  and  economical  method  of 
getting  such  individuals  under  treatment. 
The  avei'age  patient  coming  to  treatment  has 
been  intimately  exposed  to  infection  from  at 
least  one  other  individual — usually  two  or 
three,  often  many  more.  The  purpose  of  con- 
tact tracing  is  to  learn  the  names  of  these 
persons  and  bring  them  in  for  examination 
and  treatment,  if  necessary. 

Public  health  clinics  have  used  this  method 
of  case  finding  extensively.  Private  physi- 
cians have  been  slow  to  adopt  it,  but  are, 
fortunately,  using  it  more  and  more.  It  is 
surprisingly  effective,  particularly  among 
the  more  intelligent  patients.  Such  individ- 
uals are  usually  cooperativ^e  in  getting  their 
contacts  in  for  treatment.  In  many  instances 
contact  tracing  will  be  nonproductive,  and  it 
requires  considerable  time  and  patience; 
however,  it  should  be  tried  in  every  infec- 
tious case,  and,  if  properly  carried  out,  will 
bring  many  heretofore  unknown  cases  under 
treatment.  Private  physicians  who  do  not 
have  the  time  or  interest  to  do  this  should 
seek  the  assistance  of  trained  workers  who 
are  available  in  the  public  health  clinics  in 
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almost  every  community. 

(3)  Widespread  education  program.  The 
public  generally  is  poorly  informed  about 
the  signs  and  symptoms  of  venereal  disease. 
They  have  been  taught  to  think  of  syphilis 
as  the  "great  pox,"  and  cannot  believe  that 
a  mild  rash,  a  slight  so^-e  throat,  hoarseness, 
or  an  insignificant  genital  lesion  can  be  evi- 
dence of  this  disease.  Neither  are  they  fully 
aware  of  the  late  cripi:iling  effects  of  syphilis, 
such  as  paresis,  tabes  dorsalis,  and  cardio- 
vascular lesions.  Considerable  education  has 
been  done  in  the  last  few  years ;  however, 
this  effort  must  be  intensified  and  continued. 
More  and  more  patieiits  will  voluntarily  seek 
treatment  as  the  public  becomes  better  in- 
formed. The  health  denartment,  schools,  pri- 
vate doctors,  and  social  agencies  all  have  a 
part  to  play  in  carrying  out  this  educational 
program. 

_P>T)r/rr's-y  i}i  Cnvfrnl  of  Siipfiilis 
Before  World  War  IT  the  number  of  new 
cases  of  syphilis  seemed  to  be  on  the  decline. 
During  the  war  and  particularly  following 
demobilization,  the  number  of  cases  re- 
ported increased  tremendously.  This  rise 
reached  a  peak  in  1937,  and  since  that  time 
there  has  been  a  decline.  At  present,  slightly 
fewer  cases  are  being  reported  than  at  the 
beginning  of  the  war.  With  our  present 
treatment  methods,  better  means  of  educa- 
tion, and  an  intensified  effort  by  both  pri- 
vate ]3ractitioners  and  public  health  agen- 
cies, there  appears  to  be  no  reason  why 
syphilis  cannot  be  brought  under  control ; 
however,  the  job  is  far  from  being  finished, 
and  unless  we  increase  our  efforts  and  use 
every  means  at  our  disposal,  we  cannot  ac- 
complish it.  Let  us  remember  that  a  free 
democratic  country  will  not  continue  to  tol- 
erate the  unnecessary  suffering  and  loss  of 
life,  or  the  tremendous  A-\'aste  of  human  and 
material  resources  caused  by  the  venereal 
diseases. 


COMJRESPONDENCE 


SKF    Laboratories   Awarded    Grant    for    Cancer 
Research 

One  of  the  first  grants  for  cancer  researcli  from 
the  National  Cancer  Institute  to  a  non-academic  re- 
search center  has  been  awarded  to  Smith,  Kline  & 
French  Laboratories,  Philadelphia  pharmaceutical 
manufacturers.  The  g-rant,  in  the  amount  of  S10.800, 
will  be  administered  by  Dr.  Glenn  E.  Ullyot,  head  of 
the  organic  chemistry  section  of  the  firm's  research 
laboratories.  Dr.  Ullyot's  investigations  will  center 
around  colchicine. 


PEPTIC  ULCER  IN  TWINS 

August  30,  1949 
To  the  editor: 

The  study  of  twins  is  of  great  value  in  pro- 
viding information  concerning  the  respect- 
ive importance  of  hereditary  predisposition 
and  environmental  influences  in  disease  in 
man.  The  results  of  the  use  of  this  method 
have  thown  a  hereditary  predisposition  to 
tuberculosis,  diabetes,  and  tumor  formation, 
and  a  high,  medium  or  low  intelligence  quo- 
tient. 

There  is  some  a  priori  evidence  showing  a 
hereditary  predisposition  for  peptic  ulcer. 
Only  six  cases  of  the  occurrence  of  peptic 
ulcer  in  one  or  both  of  mono-  or  dizygous 
twins  have  been  reported  in  the  readily  ac- 
cessible literature.  Since  twins  are  born  in 
1  of  86  births  and  identical  twins  in  1  of  344 
births  and  the  general  incidence  of  ulcer  is 
from  5  to  10  per  cent,  there  should  be  plenty 
of  material  available. 

I  should  like  to  ask  physicians  to  cooper- 
ate in  assembling  such  material  by  sending 
me  cases  in  which  (1)  one  or  both  twins  de- 
velop peptic  ulcer,  (2)  the  site  of  the  ulcer, 
(3)  the  age  of  onset  of  ulcer,  (4)  the  type 
of  twins  (monovular  or  diovular).  (5)  the 
sex  of  the  twins,  (6)  the  date  of  birth  of  the 
twins,  and  (7)  the  number  and  age  of  the 
brothers  and  sisters  and  the  absence  or 
presence  of  ulcer  in  each. 

Yours  sincerely, 
■^'  A.  C.  IVY,  M.D. 

Department  of  Clinical  Science, 
University  of  Illinois, 
1853  West  Polk  Street, 
Chicago  12,  Illinois 


PSYCHL\TRIST  WANTED 

AVaiited:  Psychiatrist — full  or  part-time — to 
direct  the  State  Mental  Health  Program  in 
the  State  Board  of  Health,  Raleigh,  North 
Carolina,  with  teaching  appointment  at  Duke 
LTniversity  School  of  IMedicine.  Must  be  li- 
censed to  practice  in  state  or  eligible  for 
reciprocity,  and  eligible  for  certification  by 
American  Board  of  Psychiatry  and  Neurol- 
ogy. Salary  range  $6,000  to  $9,000. 
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PRESIDENT'S  MESSAGE 
The  Corporate  Practice  of  Medicine 

The  physicians  of  the  United  States  have 
been  so  concerned  with  the  threat  of  federal 
control  that  they  have  largely  ignored  an- 
other danger  just  as  great  and  even  more 
insidious. 

Lay  control  of  medical  income  inevitably 
brings  with  it  the  regulation  of  practice.  The 
results  are  disastrous  as  to  sincerity  and 
quality. 

A  desire  for  power  and  the  need  for  addi- 
tional income  are  influencing  laj'  corpora- 
tions, especially  hospitals  and  medical 
schools,  to  invade  the  practice  of  medicine 
by  employing  physicians  and  charging  fees 
for  their  services.  This  trend  is  not  so  ap- 
parent in  North  Carolina  as  in  some  other 
states,  but  is  certainly  becoming  more  ob- 
vious. 

So  long  as  hospitals  are  establishments 
wherein  physicians  may  treat  their  patients, 
they  are  worthy.  When  they  attempt  to  be- 
come the  directing  and  dispensing  agents  of 
all  health  care,  they  develop  into  a  menace 
to  good  medicine  and  dentistry. 

In  recognition  of  the  situation,  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation, at  its  annual  meeting  in  1949, 
adopted  as  its  policy  the  report  of  the  "Com- 
mittee on  Hospitals  and  the  Practice  of 
Medicine,"'  Dr.  Elmer  Hess,  chairman.  The 
salient  points  of  the  report  are  as  follows: 

(1)  With  some  exceptions,  the  practice 
of  medicine  by  corporations  is  held  to  be 
illegal  by  the  various  states. 

(2)  The  A.M. A.  considers  it  illegal  and  un- 
ethical for  any  lay  corporation,  including 
hospitals  and  medical  schools,  to  furnish 
medical  service  for  a  professional  fee  so 
divided  as  to  produce  a  profit  for  the  lay 
employer. 

(3)  "In  insurance  programs,  hospital 
service  plans  shall  provide  payment  for  hos- 
pital services  only.  Medical  service  plans 
should  supply  paym.ents  for  all  of  the  medical 
services,  including  pathological,  roentgeno- 
logical, anesthesiological,  and  physio-thera- 
peutic services.  The  licensed  physician  is  the 
only  person  legally  qualified  at  the  present 
time  to  render  any  individual  medical 
service." 


(4)  Controversies  between  hospital  man- 
agement and  professional  staffs  should  be 
settled  on  a  local  level  in  keeping  with  a 
national  policy.  To  implement  such  settle- 
ments, each  state  should  have  a  committee 
on  hospital  and  professional  relations. 

In  conformity  with  this  national  policy  of 
the  American  Medical  Association,  a  "Com- 
mittee on  Hospital  and  Professional  Rela- 
tions" has  been  appointed  for  the  Medical 
Society  of  the  State  of  North  Carolina,  as 
follows : 

Dr.  J.  P.  Rousseau,  Chairman 

Winston-Salem 

Dr.  A.  C.  Ambler Asheville 

Dr.  T.  H.  Byrnes Charlotte 

Dr.  Russell  0.  Lyday Greensboro 

Dr.  C.  T.  Smith Rocky  Mount 

Members  and  interested  institutions  are 
urged  to  conduct  their  relations  in  keeping 
with  the  established  policy  of  the  American 
Medical  Association,  and  to  refer  any  rele- 
vant controversies  to  this  committee. 

G.  W.  Murphy,  M.D. 


News  Notes  from  the  State  Board 
of  Health 

Complete  figures  for  the  first  half  of  1949  afford 
a  fairly  clear  pictvire  of  present  vital  statistics 
trends  in  North  Carolina.  Four  diseases  continue  to 
be  responsible  for  decidedly  more  than  one  half  of 
deaths  from  all  causes  in  this  state.  These  are  heart 
disease,  apoplexy,  cancer,  and  nephritis.  Of  the  15,- 
582  deaths  which  occurred  in  North  Carolina  be- 
tween January  1  and  June  30  of  this  year,  8,959 
were  attributed  to  the  causes  named  above.  Taken 
as  a  group,  these  four  diseases  proved  fatal  to  141 
more  persons  during  the  first  six  months  of  this 
year  than  during  the  corresponding  period  of  1948. 
Taken  separately,  the  number  of  deaths  attributed 
to  each  of  these  causes  was:  heart  diseases,  4,448; 
apoplexy,  1,829;  cancer,  1,499;  and  nephritis,  1,18.3. 
The  only  disease  that  showed  a  decrease  in  the  num- 
ber of  fatalities  was  nephritis,  which,  during  the 
first  half  of  1948,  killed  1,.304  persons  as  compared 
with  1,183  this  year.  Increases  occurred  in  the  num- 
ber of  deaths  from  heart  disease,  apoplexy  and  can- 
cer, a  sustained  upward  trend  being  indicated  in 
each  instance. 


Reports  of  the  increased  incidence  of  polio  in  the 
United  States,  particularly  in  Texas,  California  and 
Arkansas,  are  coming  in,  but  North  Carolina  is  well 
below  the  average  for  the  country  as  a  whole.  Dr. 
J.  W.  R.  Norton,  State  Health  Officer,  cited  the  fact 
that,  through  July  of  this  year,  only  100  cases  of 
polio  had  been  reported  to  the  North  Carolina  State 
Board  of  Health,  as  compared  with  1,098  for  the 
same  period  last  year,  when  the  largest  epidemic  of 
our  history  occurred.  Dr.  Norton  also  stated  that 
only  42  cases  were  reported  for  the  single  month  of 
July  this  year,  against  783  in  July,  1948. 
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News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Postgraduate    Extension    Courses 
Kinston 

November   1 — Dr.   Waldo   E.   Nelson,   professor   and 
head  of  the  Department  of  Pediatrics,   Temple 
University  School  of  Medicine 
4  p.m. — "Management  of  Diarrhea  in  Infants  and 

Children" 
8  p.m. — "Recent  Advances  in  Pediatric  Therapy" 
November  8 — Dr.  E.  G.  Waters,  Jersey  City  Medical 
Center,  Jersey  City,  N.  J. 
4  p.m. — "Medical     and    Surgical     Management    of 
Pelvic  Relaxation  and  Prolapse  in  Differ- 
ent Age  Groups" 
8  p.m. — "Present    Concepts    of    Female    Endocrine 
Therapy" 
November  15 — Dr.  James  H.  Wall,  medical  director 
of  the  New  York  Hospital    (Westchester  Divi- 
sion)  and  professor  of  clinical  psychiatry,  Cor- 
nell University  School  of  Medicine 
4  p.m.— "Methods     of     Interviewing     Patients     in 
Eliciting  Personality  and  Emotional  Fact- 
ors" 
8  p.m. — "Psychosomatic    Problems    in    General 
Practice" 
November  22 — Dr.  L.  M.   Tocantins,  associate   pro- 
fessor of  medicine,  Jefferson  Medical  College 
4  p.m. — "Practical    Management    of    the    Anemic 

Patient" 
8  p.m. — "Recent  Advances  in  the  Study  and  Treat- 
ment of  Hematological  Disorders" 
November   29 — Dr.    W.    E.    Burnett,    professor    and 
head    of    the    Department    of    Surgery,    Temple 
University  School  of  Medicine 
4  p.m.   and   8  p.m. — "Progress   in    Surgical   Treat- 
ment of  Common  Thoracic   Lesions" 
December  6 — Dr.  J.  Richard  Allison,  Columbia,  South 
Carolina 
4  p.m.   and   8  p.m. — "Diagnosis   and   Treatment   of 
Skin  Diseases  of  Allergic  Origin" 

Shelby 

October  5 — Dr.  W.  D.  Stroud,  assistant  professor  of 
clinical   medicine.     University   of    Pennsylvania 
School  of  Medicine 
4  p.m.  and  8  p.m. — "Recent  Advances  in  Treatment 
of  Cardiovascular  Diseases" 
October  19 — Dr.  Russell  Cecil,  professor  of  clinical 
medicine,  Cornell  University  School  of  Medicine 
4  p.m.    and    8  p.m.  —  "The     Management     of     the 
Chronic  Arthritic  Patient" 
October  26 — Dr.  Louis  A.   M.   Krause,  professor  of 
clinical  medicine,  University  of  Maryland  School 
of  Medicine 
4  p.m.    and   8  p.m. — "Diseases    of   the    Gallbladder 
and  Liver" 
November  2 — Dr.   Waldo   E.   Nelson,   professor   and 
head  of  the  Department   of  Pediatrics,   Temple 
University   School   of  Medicine 
4  p.m. — "Management  of  Diarrhea  in  Infants  and 

Children" 
8  p.m. — "Recent  Advances   in   Pediatric   Therapy" 
November  9 — Dr.  E.  G.  Waters,  Jersey  City  Medical 
Center,  Jersey  City,  N.  J. 
4  p.m. — "Medical    and     Surgical    Management     of 
Pelvic  Relaxation  and  Prolapse  in  Differ- 
ent Age  Groups" 
8  p.m. — "Present    Concepts    of    Female    Endocrine 
Therapy" 
November  16 — Dr.  James  H.  Wall,  medical  director 
of  the  New  York   Hospital    (Westchester  Divi- 
sion)  and  professor  of  clinical  psychiatry,  Cor- 
nell Universitv  School  of  Medicine 


4  p.m. — "Methods    of    Interviewing     Patients     in 
Eliciting    Personality    and    Emotional 
Factors" 

8  p.m. — "Psychosomatic     Problems     in     General 
Practice" 

*  Ss         *         * 

An  orientation  program  has  been  arranged  for 
September  19  and  20  for  the  new  students  in  the 
School  of  Medicine.  Dr.  Hubert  Royster  of  Raleigh 
will  speak  on  "The  Real  Things  in  Medicine,"  Dr. 
Paul  Whitaker  of  Kinston  will  discuss  "The  Art  of 
Medicine — Physician-Patient  Relationship,"  and  Mr. 
L.  P.  McLendon  of  Greensboro  will  give  the  address 
at  the  annual  Whitehead  Society  Banquet.  Univers- 
itj'  faculty  members  will  take  part  in  symposia  on 
"The  Physician  in  Modern  Society"  and  "Basic 
Problems  and  Current  Trends  in  Medical  Research." 

*  *     *     * 

Dr.  W.  C.  George,  professor  of  histology  and  em- 
bryology, resigned  the  headship  of  the  Anatomy 
Department  July  1  to  devote  his  full  time  to  teach- 
ing and  research  in  histology  and  embryology. 

Dr.  Charles  W.  Hooker,  formerly  professor  of 
cytology  (cancer  biology)  at  Emory  University 
School  of  Medicine,  has  been  appointed  professor 
and  head  of  the  Department  of  Anatomy.  Dr. 
Hooker  was  associate  professor  of  anatomy  at  Yale 
University  School  of  Medicine  before  going  to 
Emory.  He  has  been  actively  engaged  in  research 
in  the  field  of  endocrinology  and  more  recently  in 
cancer. 

*  *     *     * 

Dr.  H.  D.  Bruner,  who  recently  resigned  as  pro- 
fessor and  head  of  the  Department  of  Pharmacology 
to  join  the  staff  at  the  Oak  Ridge  Institute  of 
Nuclear  Studies,  will  continue  his  connection  with 
the  University  as  visiting  professor  of  radio-biology. 

%         ^         ^         :{; 

Dr.  John  B.  Graham,  Markle  Scholar  in  the  med- 
ical sciences,  has  been  promoted  to  assistant  pro- 
fessor of  pathology. 

Mr.  W.  R.  Straughn  has  returned  to  the  Depart- 
ment of  Bacteriology  after  a  year  of  study  and  re- 
search at  the  University  of  Pennsylvania. 

The  following  new  staff  members  have  been  added 
to  the  Medical  Faculty: 

Dr.  George  D.  Penick  as  instructor  in  pathology. 
Dr.  Penick,  an  alum.nus  of  this  medical  school,  re- 
ceived his  M.D.  degree  at  Harvard  Medical  School 
and  had  an  internship  in  pathology  at  Presbyterian 
Hospital  in  Chicago.  He  completed  a  two-year  tour 
of  duty  with  the  Army  Medical  Corps  in  Puex'to 
Rico. 

Dr.  Robert  D.  Langdell  as  fellow  in  pathology. 
Dr.  Langdel!  received  his  M.D.  degree  from  the 
GeorgetowTi  University  School  of  Medicine,  and 
completed  an  internship  at  Ford  Hospital  in  Detroit 
before  joining  our  staff;  he  replaces  Dr.  Weldon 
Jordan,  who  is  continuing  his  training  at  the  Med- 
ical College  of  Virginia  Hospital. 

Dr.  Lytt  Gardner  as  instructor  in  biological  chem- 
istry and  nutrition.  Dr.  Gardner,  an  alumnus  of  the 
University,  graduated  at  Harvard  Medical  School; 
he  completed  a  residency  in  pediatrics  at  the  Mass- 
achusetts General  Hospital,  and  more  recently  was 
clinical  and  research  fellow  at  Haivard  Medical 
School. 

Dr.  James  A.  Taylor  as  instructor  in  pharmacol- 
ogy. Dr.  Taylor,  a  graduate  of  Harvard  Medical 
School,  completed  a  residency  in  medicine  at  the 
Boston  City  Hospital;  before  joining  our  staff  he 
held  a  fellowship  in  medicine  at  the  Harvard  Medi- 
cal School.  Dr.  Taylor  is  replacing  Dr.  Gilbert 
Young,  who  resigned  in  July  to  go  on  active  duty 
with  the  NaA^'. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Robert  B.  Lawson,  associate  professor  of  pedi- 
atrics, spoke  at  two  sessions  of  the  twenty-fourth 
annual  meeting  of  the  Alabama  Pediatrics  Society, 
held  in  Montgomery,  Alabama,  on  September  1.  His 
subjects  were  "Viral  Respiratory  Infections"  and 
"Treatment  of  Complications  Encountered  in  Acute 

Poliomyelitis." 

*  *     *     * 

Dr.  W.  M.  Kelsey,  assistant  professor  of  pediatrics, 
has  been  granted  a  year's  leave  of  absence  to  do  re- 
search in  Boston  on  a  fellowship  awarded  by  the 
National  Institute  of  Health,  U.S.P.H.S.  His  re- 
search on  renal  physiology  will  be  done  at  Boston 
Children's  Hospital,  pediatrics  department  of  the 
Harvard  Medical  School.  He  plans  to  return  to  his 
duties  here  in  September,  1950. 

Dr.  Eben  Alexander,  instructor  in  surgery,  and 
Dr.  George  T.  Harrell,  Jr.,  professor  of  internal 
medicine,  gave  lectures  on  September  16  at  the 
Veterans  Administration  Center  in  Mountain  Home, 
Tennessee.  Dr.  Alexander  spoke  on  the  "Surgery  of 
Pain,"  and  Dr.  Harrell  on  "Infectious  Mononucleo- 
sis." 

*  *     *     * 

Fifty-six  new  students  will  begin  classes  at  the 
medical  school  on  October  3,  following  a  two-day 
orientation  period. 

Dr.  Wingate  M.  Johnson,  professor  of  clinical 
medicine,  served  as  visiting  chief  in  medicine  at  the 
Atlantic  City  Hospital,  Atlantic  City,  New  Jersey, 
from  September  19  to  September  24. 


HALIFAX  County  Medical  Society 

The  Halifax  County  Medical  Society  held  a  dinner 
meeting  in  Warrenton  on  August  12.  Dr.  Ed  Levy 
discussed  the  "Red  Cross  Blood  Bank." 


Carteret  County  Medical  Society 

A  dinner  meeting  of  the  Carteret  County  Medical 
Society  was  held  August  8  at  the  Morehead  City 
Hospital,  the  hospital  acting  as  host. 

The  scientific  part  of  the  meeting  consisted  of  a 
lecture  on  the  old  and  new  style  cataract  operation. 
The  lecture  was  illustrated  by  a  movie.  Dr.  Alan 
Davidson  of  New  Bern  was  guest  speaker. 

The  County  Health  Officer,  Dr.  N.  Thomas  Ennett, 
introduced  Mr.  Harry  Wettig,  Jr.,  a  Venereal  Dis- 
ease Investigator  of  the  United  States  Public  Health 
Service,  recently  assigned  to  Carteret  County  on  a 
part  time  basis.  Mr.  Wettig  will  serve  the  private 
physicians  as  well  as  the  Health  Department,  par- 
ticularly in  helping  to  keep  delinquent  patients 
under  treatment. 

Reported  by  Dr.   N.  Thomas  Ennett, 
corresponding  secretary 


Edgecombe-Nash  Counties  Medical 
Society 

Dr.  Lenox  Baker  of  Durham  was  guest  speaker 
at  the  August  meeting  of  the  Edgecombe-Nash 
Counties  Medical  Society,  held  in  Rocky  Mount  on 
August  9.  His  subject  was  "The  Marie-Striimpell 
Syndrome." 


Forsyth  County  Medical  Society 

Dr.  C.  H.  Mauzy  and  Dr.  James  F.  Donnelly  of 
the  Bowman  Gray  School  of  Medicine  led  a  discus- 
sion of  "Oliguria  and  Anuria  with  Toxemias  of 
Pregnancy"  at  the  September  meeting  of  the  For- 
syth County  Medical  Society,  held  in  Winston-Salem 
on  September  13. 


News  Notes 

Dr.  Robert  T.  Upchureh  of  Henderson,  an  honor- 
ary member  of  the  Yance  County  Medical  Society, 
died  on  August  4  of  a  dissecting  abdominal  aneu- 
rysm. 

Dr.  Thomas  W.  Baker  of  Charlotte  has  announced 
the  association  of  Dr.  William  T.  Raby  in  the  prac- 
tice of  internal  medicine. 

;;:  ;|:  *         * 

Dr.  Ralph  M.  Bell  has  announced  the  opening  of 
offices  lor  the  practice  of  hematology  and  internal 
medicine  at   1425   Elizabeth  Avenue,  Charlotte. 

Dr.  Mary  I.  Griffith  of  Winston-Salem  has  moved 
her  office  from  the  Bowman  Gray  School  of  Medi- 
cine to  420  West  Fourth  Street.  Her  practice  is 
limited  to  obstetrics  and  gynecology. 

*  :i:         *         * 

Dr.  W.  Joseph  May  has  opened  offices  in  the  Nis- 
sen  Building,  Winston-Salem,  for  the  practice  of 
medicine  and  obstetrics. 

Dr.  Oscai  L.  Sapp,  III,  has  announced  the  open- 
ing of  offices  for  the  general  practice  of  medicine 
in  Guilford  College. 

Dr.  Keith  S.  Grimson  of  the  Duke  University 
School  of  Medicine  is  one  of  the  speakers  for  the 
first  annual  meeting  of  the  Southwestern  Surgical 
Congress,  to  be  held  in  Houston,  Texas,  September 
26-28. 


Corrections  for  the  Directory 

The  following  corrections  for  the  roster  of  mem- 
bers published  in  the  supplement  to  the  August  issue 
of  the   Journal   have   been   received.   Any   additional 
corrections    should    be    sent    at    once    to    Mr.    J.    T. 
Barnes.  203  Capital  Club  Building,  Raleigh,  N.   C. 
Dr.    Creighton    Wrenn,    Mooresville    —    Specialty 
should      be      surgery     rather     than      general 
practice. 
Dr.     William    Davies     McLelland,     Mooresville  — 
Specialty  should  be  surgery  rather  than  gen- 
eral practice. 


Piedmont  Proctologic  Society 

The  Piedmont  Proctologic  Society,  a  sub-section 
of  the  American  Proctologic  Society,  was  organized 
in  Asheville,  North  Carolina,  on  July  30,  1949.  All 
proctologists  who  are  members  of  the  American 
Proctologic  Society,  in  the  states  of  Virginia,  North 
Carolina,  South  Carolina,  Tennessee  and  Georgia, 
are  eligible  for  membership,  and  all  of  the  states 
were  represented  at  the  organization  meeting. 

Dr.  Isaac  E.  Harris  of  Durham  was  chairman  of 
the  organization  committee,  Dr.  C.  S.  Drumniond  of 
Winston-Salem  its  secretary,  and  Dr.  George  F. 
Parker  of  Asheville  the  host.  Dr.  W.  T.  Brockman 
of  Greenville,  South  Carolina,  was  to  select  a  name, 
and  Dr.  C.  R.  Deeds  of  Hendersonville,  North  Caro- 
lina, was  to  draw  up  the  Constitution  and  By-Laws. 

Dr.  W.  T.  Brockman  was  elected  first  president 
of  the  Society,  Dr.  C.  R.  Deeds  vice  president,  and 
Dr.  C.  S.  Drummond  secretary-treasurer. 

The  next  meeting  ^^-ill  be  held  in  Atlanta,  Georgia 
on  December  5,  1949. 

kBULI.KTIX   BOARD   CONTINUED    ON    PAGE    j28) 
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Aesculapius    Comes    to    the    Colonics:    The 
Story  of  the  Early  Days  of  Medicine  in  the 
Thirteen    Original    Colonies.     By    Maurice 
Bear  Gordon,  M.D.  560  pages.  Price,  iflO.OO. 
Ventnor,    N.    J.:    Ventnor    Publishers,    Inc., 
1949. 
This  is  an   unusual   book.   Its   title   is   significant; 
its   contents   and   their   arrangement   are   unique,   in 
that  both  general  and  medical  history  are  combined 
in    suitable    degree   and    with    equal    understanding. 
The  author  is  the  first  medical  historian  who  has 
devoted    his    attention    exclusively    to    the    original 
physicians  in  the  thirteen  American   colonies,   as   a 
group. 

Aesculapius  Comes  to  the  Colonies  is  indeed  a 
comprehensive  work,  an  exhaustive  and  scholarly 
volume,  giving  an  interesting  account  of  the  rough 
and  tumble  lives  of  medical  practitioners  in  the 
colonial  days. 

The  reader  is  reminded  that  "medicine  in  America 
was  not  born  with  a  silver  spoon  in  its  mouth."  The 
author  believes  that  Old  World  trickery  and  intrigue 
were  responsible  for  corruption  and  inefficiency  in 
our  early  colonization — little,  if  any,  of  which  "was 
on  an  entirely  honest  plane."  The  colonial  doctors 
showed  a  great  interest  in  statesmanship;  five  phy- 
sicians signed  the  Declaration  of  Independence.  But 
the  chicanery  in  the  medical  department  of  the  army 
during  the  Revolutionary  War  "remains  one  of  the 
blots  on  the  pages  of  American  medical  history." 

The  book  as  a  whole  is  a  story  of  the  earliest  days 
of  medicine  in  America  and  represents  also  the  af- 
fairs of  the  general  population  and  in  a  larger  sense 
the  ijeginnings  of  the  United  States.  The  author's 
particular  desire  was  to  present  "a  more  or  less 
balanced  picture  of  doctors  and  medicine  in  all  the 
original  colonial  states" — a  picture  which  "has  never 
been  published."  Chapters  for  the  states,  as  -founded 
upon  available  recorded  history,  are  included  in  the 
following  order:  Virginia,  Massachusetts,  New 
Hampshu-e,  New  York,  Connecticut,  Maryland, 
Rhode  Island,  Delaware,  New  Jersey  The  Carolinas, 
Pennsylvania,  and  Georgia. 

Of  particular  interest  to  North  Carolina  physi- 
cians is  the  chapter  entitled  "The  Carolinas."  These 
two  states,  treated  together,  are  presented  as  a 
unit,  although  much  more  medical  history  has  been 
^^'l■itten,  as  well  as  made,  in  South  Carolina  than  in 
North  Carolina.  The  settlements  of  North  Carolina 
came  earlier,  but  they  were  not  permanent,  and  no 
mention  is  made  of  any  medical  men  among  either 
the  first  or  the  second  Elizabethan  expedition. 

Dr.  Gordon  mentions  the  names  of  five  physicians 
who  flourished  in  the  early  days  of  North  Carolina 
history.  They  were  Dr.  Armand  John  De  Rosset,  Dr. 
John  Brickeil,  Dr.  Martin  Kalberlahn,  Dr.  Nathaniel 
Alexander,  and  Dr.  Ephraim  Brevard.  The  first  two 
lived  in  the  east,  the  next  one  in  the  piedmont  sec- 
tion, and  the  last  two  were  farther  west.  They  were 
eminent  men,  distinguished  for  other  achievements 
besides  their  professional  talents. 

In  addition  to  these  worthies,  the  author  does  not 
fail  to  give  deserved  credit  to  Dr.  Hugh  Williamson 
in  the  chapters  relating  both  to  the  Carolinas  and 
to  Pennsylvania.  No  narrative  of  eminent  men,  med- 
ical or  other,  in  these  three  states  would  be  com- 
plete without  including  the  career  of  "this  amazing 
man" — clergyman,  physician,  scientist,  statesman, 
historian,  and  military  surgeon.  While  he  lived  in 
North  Carolina,  his  home  was  at  Edenton. 


Outwitting   Your   Years.   By   Clarence  Wil- 
liam   Lieb,    M.D.    278    pages.    Price,    $2.75. 
New  York:  Prentice-Hall,  Inc.,  1949. 
This  is  one  of  the  best  of  the  books  on  old  age 
written  for  the  public.  Its  author,  Dr.  Clarence  Wil- 
liam Lieb,  has  been  interested  in  geriatrics  for  many 
years,  and  gives  his  readers  the  benefit  of  his  ex- 
perience and  of  his  wholesome  outlook  on  the  m.a- 
ture  years.  The  book  is  wr-itten  in  a  conversational 
style  that  makes  for  easy  reading.  There  is  enough 
humor  to  make  it  palatable,  and  so  much  good  com- 
mon sei:se  that  it  is  safe  reading  to  recommend  to 
any  of  one's  older  patients  who  want  to  learn  how 
to  make  the  best  of  their  latter  years. 


The     American     Nurses     Dictionary  —  The 

Definition   and    Pionunciation   of   Terms   in 
the  Nursing  Vocabulary.  By  Alice  L.  Price, 
B.S.,   R.N.,  Instructor   in   Nursing   Arts   at 
Columbia  Hospital,   Milwaukee.   656   pages. 
Price,     $3.75.      Philadelphia     and     London: 
W.  B.  Saunders  Company,  1949. 
This  is  a  dictionary  which  invites  frequent  usage. 
The   thumb-index,    attractive   binding,    large   print, 
standard    weight   paper,   and   the   wise    selection    of 
words  and  clear-cut  definitions  make  this  bock  ex- 
ceptionally  valuable   for   the    student   luirse.    There 
are  no  cross  references  to  confuse  the  student  or  to 
require  extra  time.  The  pronunciation  is  clearly  indi- 
cated. 

The  absence  of  diagrams  and  illustrations  may  at 
first  appear  to  be  a  disadvantage,  but  the  omission 
of  everything  from  the  dictionary  except  defini- 
tions and  a  few  well  chosen  tables  encourages  the 
student  to  make  better  use  of  her  anatomy  book 
and  other  texts. 

This  book  is  recommended  as  an  up-to-date,  usable 
dictionary  for  all  nurses,  but  especially  for  the 
student  nurse. 


Treatment  of  Heart  Disease.  By  William  A. 

Brams,  M.D.,  Ph.D.,  Associate  Professor  of 

Medicine,  Northwestern  University  Medical 

School,    and    Attending   Physician,    Michael 

Reese   Hospital,    Chicago.    195   pages,   with 

11    figures.    Price,    $3.50.   Philadelphia    and 

London:   W.   B.   Saunders   Company,   1948. 

This  treatise  is  reasonably  well  composed  and  in 

general    seems   to    be    accurate.    A    bibliography    of 

290  references  is  included. 

A  few  points  are  open  to  criticism — for  example, 
the  statements  that  a  patient  should  be  digitalized 
two  days  befoie  the  administration  of  a  mercurial 
diuretic;  that  it  is  necessary  to  I'emove  pleural  and 
peritoneal  effusions  before  mercurial  diuretics  may 
become  effective;  and  that  "digitalis  is  definitely 
contraindicated  [in  complete  heart  block]  _  unless 
the  danger  from  congestive  heart  failure  is  very 
great  since  it  may  exaggerate  the  degree  of  block." 
This  reviewer  also  differs  with  many  of  Dr.  Brams's 
suggestions  concerning  the  use  of  quinidinc  and 
salicylates. 

The  prophylactic  management  of  patients  with 
organic  heart  disease  in  order  to  prevent  the  de- 
velopment of  subacute  bacterial  endocarditis  is  not 
mentioned,  although  the  treatment  of  fully  devel- 
oped bacterial  endocarditis  seems  to  be  adequately 
covered. 

The  paragraph  on  the  administration  of  intra- 
venous fluids  is  both  timely  and  well  vvTitten.  How- 
ever, it  is  possible  to  give  blood  transfusions  slowly 
without  any  harm  to  the  patient  in  congestive 
failure.  If  a  mercurial  diuretic  is  given  in  advance, 
the  transfusion  may  be  given  in  glucose  without 
saline,  with  no  harm  to  the  patient. 
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Venous    Thrombosis    and    Pulnionarv     Em- 
bolism.   By    Harold    Neuliof,    M.D.,    Clinical 
Professor  of  Surgery  in  Columbia  Univers- 
ity;   Consulting-    Surgeon    to    Mount    Sinai, 
Montefiore,  Beth  El,  and  Hackensack,  N.  J. 
Hospitals.    Price,    $4.50.    159    pages.    New 
York:  Grune  &  Stratton,  1948. 
This  monograph  is  a  presentation  of  the  author's 
experience    with    venous    thrombosis    and    embodies 
the   lesions   which   have    at   times    been   referred   to 
separately     as    thrombophlebitis     and    phlebothrom- 
l>osis.  "he  treatise  concerns  itself  largely  with  the 
surgical   management   of   these   lesions,   and   in   this 
respect  it  is  commendable.  It  is  interesting  to  note 
that  the  author  proposes  surgical  intervention  even 
in    acute    thrombophlebitis,    and    certainly    the    case 
reports  lend  encouragement  along  this  line. 

The  author  has  had  extensive  experience,  and  the 
best  feature  of  this  monograph  is  the  presentation 
of  cases  with  operative  and  x-ray  findings.  The  use 
of  phlebograms  is  discussed.  Although  this  procedure 
has  its  limitations,  it  may  be  done  to  great  advan- 
tage at  times. 

Early  ambulation  to  prevent  thrombosis  is 
stressed,  as  it  has  been  in  various  clinics  throughout 
the  world.  No  mention  is  made  of  the  fact  that  early 
amlnilation  after  a  venous  lesion  is  recognized  may 
be  hazardous,  causing  fatal  or  serious  pulmonary 
embolus.  As  a  matter  of  fact,  it  is  often  not  possible 
to  practice  early  ambulation,  especially  in  patients 
who  hfive  had  coronary  thrombosis.  However,  exer- 
cises and  massage  of  the  extremities  may  be  em- 
ployed in  such  a  manner  as  to  eliminate  the  dangers 
and  achieve  all  the  good  effects  of  early  ambulation. 
In  the  reviewer's  opinion,  the  statement  that  pul- 
monary infarction  cannot  be  differentiated  from 
pneumonia  is  incorrect. 


Although  the  author  stresses  the  tremendous  im- 
portanje  of  team  work  in  solving  this  entire  prob- 
lem, the  material  is  presented  entirely  in  the  first 
person.  On  the  whole,  however,  the  monograph  seems 
worth  while,  and  is  to  be  recommended  especially 
for  surgeons. 


Premature  Infants.  By  Ethel  C.  Dunham, 
M.D.,  Children's  Bureau  Publication  No. 
325.  401  pages.  Price,  $1.25.  Washington, 
D.  C:  Federal  Security  Agency,  1949. 

This  excellent  publication  by  the  Children's  Bu- 
reau covers  the  entire  field  of  prematurity.  In  addi- 
tion to  exhaustive  statistical  tables  on  the  incidence 
and  causes  of  prematurity,  there  are  discussions  on 
the  general  problems  of  growth  and  development 
and  the  care  of  the  prematurely  born  infant.  Inter- 
spersed throughout  the  text  are  414  separate  refer- 
ences to  the  literature,  which  make  this  book  a  good 
source  for  further  reading  on  a  particular  problem. 
There  are  excellent  charts  and  illustrations  through- 
out the  text. 

In  an  attempt  to  cover  the  entire  field  of  problems 
related  to  prematurity,  the  author  has  included  a 
large  section  on  congenital  abnormalities  and  dis- 
eases of  infancy  which  are  not  particularly  perti- 
nent to  premature  birth.  Because  of  the  inclusion 
of  all  of  this  material,  some  of  the  problems  that 
are  particularly  impoitant  in  prematurity  have  been 
somewhat  submerged. 

In  general,  however,  this  text  is  highly  recom- 
mended to  all  physicians,  nurses,  and  public  health 
workers  who  are  dealing  with  the  problem  of  pre- 
maturity, and  is  particularly  recommended  to  prac- 
titioners who  have  to  care  for  infants  born  prema- 
turely both  in  the  home  and  in  the  hospital. 


HIGHLAND    HOSPITAL,    Inc. 

FOUNDED   IN    1904 

ASHEVILLE  NORTH  CAROLINA 


AFFILIATED  WITH  DUKE  UNIVERSITY 

A  non-profit  psychiatric  Institution,  offering  modern 
diagnostic  and  treatment  procedures — insulin,  elec- 
troshock,  psychotherapy,  occupational  and  recrea- 
tional   therapy — for    nervous    and    mental    disorders. 

The  Hospital  Is  located  in  a  sixty-acre  park,  omid 
the  scenic  beauties  of  the  Smoky  Mountain  Range 
of  Western  North  Carolina,  affording  exceptional 
opportunity  for   physical   and    nervous   rehabilitation. 

The  OUT-PATIENT  CLINIC  offers  diagnostic  services 
and  therapeutic  treatment  for  selected  cases  desiring 
non-resident  care. 

R.    Charman    Carroll,    M.D.,    Diplomate    in    Psychiatry 
Medical  Director 

Robt.    L.   Craig,   M.D.,    Diplomate    In    Neurology   and 
Psychiatry 
Associate   Director 
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From  birth  to  the  end  of  the  bottle-feeding  period 


BAKER'S 


MODIFIED  MILK 


LIQUID 


YOU  -vdll  be  pleased  by  the  highly  satisfactory 
growth,  firm  muscle  tone  and  tissue  turgor 
when  vou  prescribe  Baker's  i\Iotli(ied  Milk,  be- 
cause Baker's  is  a  highly  nutritious  food  complete 
(except  for  Vitamin  C)  for  infants  from  birth 
throughout   the   bottle-feeding  period. 

Closely  conforming  to  human  milk.  Baker's  is 
well  tolerated  by  both  premature  and  full-term 
infants.  No  change  in  formula  is  required  as  the 
baby  grows  older  —  just  increase  the  quantity 
of  feeding. 

These  are  qualities  making  Baker's  Modified  Milk 
a  fast-growing  favorite  among  doctors.  Obstetrical 
de[)artinent  personnel  and  mothers  are  especially 
pleased  when  Baker's  is  prescribed,  because 
Baker's  requires  no  complicated  feeding  direc- 
tions. For  normal  feeding  strength,  merely  dilute 
hquid  Baker's  with  equal  parts  of  boiled  water. 

Just  leave  instructions  with  the  obstetrical  super- 
visor at  the  hospital.  She  will  be  glad  to  put  your 
bottle-fed  babies  on  Baker's. 


BAKER'S    MODIFIED    MILK 


I 


THE  BAKER  LABORATORIES  INC.,  Cleveland,  Ohio 


Division  Offices:  San  Francisco, Los  Angeles, 
Denver/  Seattle  and  Greensboro,  N.  C. 


COUNCIION 
FOODS  AND 
NUTRITION. 


"•'♦fOICUl''''' 
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TRANSACTIONS    OF    THE 

AUXILIARY 

to  the  Medical  Society  of  the  State  ol;  North  CaroHna 

TWENTY-SIXTH   ANNUAL   SESSION 

Held  at  Pinehurst,  May  10,  1949 


OFFICERS,  1948-1949 

President.- Mrs.  Raymond  Thompson,  Charlotte 

President-Eleet Mrs.   T.   Leslie   Lee,   Kinston 

Chairman  of  Past  Presidents 

— Mrs.  P  P.  McCain,  Southern  Pines 

First  Vice  President  and  Chairman  of 

Organization. .Mrs.  W.  Reece  Berryhill,  Chapel  Hill 

Second  Vice  President  and  Chairman  of 

Activities Mrs.  Millard  D.  Hill,  Raleigh 

Corresponding-  Secretary 

—Mrs.  Charles  H.  Gay,  Charlotte 

Treasurer Mrs.  E.  C.  Judd,  Raleigh 

Recoi'ding  Secretary 

— Mrs.  David  Cayer,  Wiiistoi^.-Salem 

STANDING  COMMITTEES,  1948-1949 

Program Mrs.  Harry  Johnson,  Elkin 

Public  Relations Mrs.  Milton  Clark,  Goldsboro 

Legislative Mrs.  C.  P.  Eldridge,  Raleigh 

Press  and  Publicity 

— Mrs.  John  P.  Kennedy,  Charlotte 

Bulletin Mrs  Walter  Summerville,  Charlotte 

Hygeia Mrs.   C.   S.  Barker,  New  Bern 

Memorials Mrs.  H.  H.  Foster,  Norlina 

Historian Mrs.  Roscoe  D.  McMillan,  Red  Springs 

Scrapbook Mrs.  Stuart  Gibbs,  Rocky  Mount 

Research Mrs.  R.   S.   Clinton,  Gastonia 

Revisions ...Mrs.   Robert  T.   Pigford,   Wilmington 

Nominations Mrs.  Ben  H.  Kendall,  Shelby 

Student  Loan  Fund 

—Mrs.  George  W.   Mitchell,  Wilson 

McCain  Bed Mrs.  John  N.  Hamilton,  Raleigh 

Stevens  Bed Mrs.   G  M.   Billings,   Morganton 

Cooper  Bed .Mrs.  M.  I.  Fleming,  Rocky  Mount 

COUNCILORS 

First  District Mrs.  J.   E.   Smith,   Windsor 

Second  District.. ..Mrs.  Ben  F.  Royal,  Morehead  City 

Third  District Mrs.  E.  C.  Anderson,  Wilmington 

Fourth  District Mrs.  J.  W.  Rose,  Pikeville 

Fifth  District Mrs.  Stuart  Willis,  McCain 

Seventh  District.. ..Mrs.  Charles  L.  Nance,  Charlotte 

Eighth  District Mrs.  C.  V.  Tyner,  Leaksville 

Ninth  District Mrs.  J.  S.  Holbrook,   Statesville 

Tenth  District 

— Mrs.  Charles  D.  Thomas,  Black  Mountain 


ADVISORY  BOARD 

Rachel   D.    Davis,    M.D..    Chairman Kinston 

W.  E.  Baldwdn,  Jr.,  M.D Whiteville 

Olivia  Abernethy,  M.D Elkin 

PAST  PRESIDENTS 

1923    (Organizing  Chairman) 

Mrs.  P  P.  McCain,  ^Southern  Pines 

1924 Mrs.  P.  P.  McCain,   Southern  Pines 

1925 Mrs.  I.  W.  Faison,  Charlottet 

1926 Mrs.   J.   Howell   Way,   Waynesville 

1927 Mrs.  R.  S.  McGeachy,  Kinstonf 

1928 Mrs.  B.  J.  Lawrence,  Raleigh 

1929 Mrs.  A.  B  Holmes,  Fairmont 

1930 Mrs.  G.  H.  Macon,  Warrenton 

1931 Mrs.  W.  B.  Murphy,  Snow  Hill 

1932 Mrs.   R.   S.   McGeachy,   Greenvillet 

1933 Mrs.  W.  P.  Knight,  Greensboro 

1934 Mrs.  J.  W.  Huston,  Asheville 

1935 Mrs.  J.  Buren   Sidbury.  Wilmingtonf 

1936 Mrs.   C.  P.  Eldridge,  Raleigh 

1937 Mrs  J.  R,  Terry,  Lexington 

1938 Mrs.  W.  T.  Rainey,  Fayetteville 

1939 Mrs.  Joseph  A.  Elliott,  Charlotte 

1940 „...Mrs.  C.  F.  Strosnider,  Goldsboro 

1941 Mrs.  Clyde  R.  Hedrick,  Lenoir 

1942 Mrs.   Sidney   Smith,  Raleigh 

1943 Mrs.  R.  A.   Moore,  Winston-Salem 

1944 Mrs.   K.   B.  Pace,  Greenville 

1945 Mrs.  J.  T.  Saunders,  Asheville 

1946 Mrs.  Erick  Bell,  Wilson 

1947 - Mrs.  Frederick  Taylor,  High  Point 

1948 Mrs.  W.  Reece  Berryhill,  Chapel  Hill 

t  Deceased 

CONVENTION  PROGRAM 

MONDAY,  MAY  9 

8:30  p.m. — Bingo   Party — Mrs.   George   Heinitsh, 
Chairman. 

TUESDAY,  MAY  10 

9:30  a.m. — Executive  Board  Meeting 
10:80  a.m. — Annual  Meeting 
1:00  p.m. — Luncheon — Mrs.   W.   F.   Hollister, 

Chairman 
4:00  p.  m.— Tea— Mrs.  Paul  McCain,  Chairman. 

WEDNESDAY,  MAY  11 

10:00  a.m.— Bridge   Party— Mrs.   R.   M.   McMillan, 
Chairman, 
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PRE-CONVENTION  MEETING  OF  THE 

EXECUTIVE  BOARD 

Tuesday,   May   10 

Minutes 

The  Executive  Board  of  the  Auxiliary  to  the 
Medical  Society  of  the  State  of  North  Carolina  met 
in  the  Pine  Room  of  the  Carolina  Hotel,  Pinehurst, 
on  May  10,  1949,  at  9  a.m.  with  Mrs.  Raymond 
Thompson,  the  president,  presiding. 

Mrs.  Thompson  gave  the  invocation  and  followed 
with  the  welcome  and  expression  of  gratitude  for 
the  cooperation  shown  by  the  members  during  the 
year. 

The  following  repoits  of  the  officers  were  accepted 
and  filed: 

Mrs.  Thomas  Leslie  Lee,  president-elect 

Mrs.  W.  Reece  Berryhill,  first  vice  president 

Mrs.  M.  D.  Hill,  second  vice  president 

Mrs  Berryhill  introduced  the  district  councilors, 
and  reports  from  the  following  district  councilors 
were  read,  accepted,  and  incorporated  in  the  trans- 
actions: 

Second  District — Mrs.  Ben  F.  Royal 

Third  District— Mrs.  E.  C.  Anderson 

Fourth   District— Mrs.  J.  W.   Rose 

Fifth  District— Mrs.   Stuart  Willis 

Seventh  District — Mrs.   Charles  L.  Nance 

Eighth  District— Mrs.  C.  V.  Tyner 

Ninth  District— Mrs.  J.  S.  Holbrook 

Other  reports  that  were  read  and  filed  were  as 
follows: 

McCain  Bed  Fund— Mrs.  John  N.  Hamilton 

Stevens  Bed  Fund — Mrs.  G.  M.  Billings 

Cooper  Bed  Fund — Mrs.  M.  I.  Fleming 

Progi-am — Mrs.  Harry  Johnson 

Hygeia— Mrs.  C.  S.  Barker 

Scrapbook — Mrs.  Stuart  Gibbs 

Revisions— Mrs.  Robert  T.  Pigford    (absent) 

Public  Relations — Mrs.   Milton  Clark 

Memorials — Mrs.  H.  H.  Foster 

Historian — Mrs.  Roscoe  D.  McMillan 

The  report  of  the  treasurer,  Mrs.  E.  C.  Judd,  was 
accepted. 

At  the  request  of  the  recording  seci'etary,  Mrs. 
Berryhill  recommended  that  a  committee  "be  ap- 
ponited  by  the  president  for  the  purpose  of  meeting 
with  Miss  Catherine  Johnson,  assistant  editor  of  the 
North  Carolina  Medical  Journal,  and  condensing  re- 
ports for  publication  in  the  September  issue  of  the 
Journal.  Approval  by  the  Board  was  given,  and  the 
president  announced  that  appointments  would  be 
made  at  a  later  date. 

Members  of  the  Board  were  asked  to  decide  upon 
the  form  in  which  the  Auxiliary  should  state  its 
opposition  to  Senate  Bill  No.  .5.  The  decision  was 
that  the  corresponding  secretary,  Mrs.  Charles  H. 
Gay,  should  be  instructed  to  send  a  telegram  to 
Senator  Murray,  chairman  of  the  Subcommittee  on 
Health,  Labor  and  Welfare,  United  States  Senate, 
and  copies  of  the  telegram  to  all  Noi-th  Carolina 
senators  and  representatives.  The  Board  unanimous- 
ly accepted  the  recommendatinn,  and  the  telegram 
will  read  as  follows:  "The  Auxiliarv  to  the  Medical 
Society  of  the  State  of  North  Carolina,  in  regular 
session  at  Pinehurst,  North  Carolina,  May  10,  1949. 
unanimously  adopted  a  resolution,  going"  on  record 
as  opposing  Senate  Bill  No.  .5,  or  the  old  Alurrav. 
Wagner,  Dingell  Bill,  for  compulsory  health  insur- 
ance, governmentally  administered,  and  wishes  to 
urge  their  lawmakers  in  the  national  capicol,  to 
vigorously  oppose  this  measure. 

"Mrs.  Raymond  Thompson,  president 
"Mrs.   Charles  H.  Gay,  secretary." 

The  Board  then  adjourned  to  meet  with  the  Gen- 
eral Session. 

MRS.  DAVID  CAYER 
Recording   Secrtary 


GENERAL    SESSION 

Tuesday,  May  10 

Minutes 

The  Auxiliary  to  the  Medical  Society  of  the  State 
of  North  Carolina  held  its  twenty-sixth  annual  meet- 
ing Tuesday,  May  10,  1949,  at  10:30  a.m.  in  the 
Pine  Room  of  the  Carolina  Hotel,  with  Mrs.  Ray- 
mond Thompson,  the  president,  presiding. 

The  meeting  was  opened  with  an  invocation  by 
Mrs.  Joseph  A.  Elliott.  Mrs.  W.  F.  Hollister  gav"e 
the  address  of  welcome,  and  Mrs.  G.  M.  Billings 
responded.  The  memorial  service  was  conducted  by 
Mrs.  H.  H.  Foster,  following  which  a  tribute  to  Mrs. 
J.  Buren  Sidbury  was  read  by  Mrs.  Wade  Anderson 
and  a  recorded  baritone  solo  of  "The  Lord's  Prayer" 
was  played. 

Mrs.  Westbrook  Murphy,  wife  of  the  incoming 
president  of  the  State  Society,  Mrs.  David  Adcock 
of  South  Carolina,  and  Mrs.  Isaac  Manning,  a  past 
president  of  the  Auxiliary,  were  introduced  by  Mrs. 
Thompson. 

The  district  councilors  were  introduced  by  Mrs. 
W.  Reece  Berryhill,  first  vice  president  and  chair- 
man of  organization,  and,  in  turn,  the  councilors 
introduced  the  county  presidents  and  gave  their  re- 
ports. Members  present  from  each  district  stood  for 
recognition.  The  second  vice  president  and  chairman 
of  activities,  Mrs.  M.  D.  Hill,  gave  her  report  and 
called  for  reports  from  the  Bed  Fund  and  Student 
Loan  chairman. 

Mrs.  Thompson  expressed  appreciation  for  the  ex- 
cellent work  of  the  corresponding  secretary,  Mrs. 
Charles  H.  Gay.  The  president  then  asked  for  a  mo- 
tion from  the  floor  to  dispense  with  the  reading  of 
the  minutes,  since  they  appeared  in  the  September, 
1948,  issue  of  the  North  Carolina  Medical  Journal. 
The  motion  was  made,  seconded  and  carried. 

The  report  of  the  treasurer,  Mrs.  E.  C.  Judd,  was 
accepted. 

Following  the  president's  recognition  of  the  offi- 
cers, Mrs.  C.  S.  Barker  reported  on  Hygeia,  and  the 
recording  secretary  read  the  report  of  the  Revisions 
Committee  in  the  absence  of  Mrs.  Robert  T.  Pigford. 
Acceptance  of  the  reports  was  moved  and  seconded. 

Mrs.  Berryhill  took  the  chair  while  the  president, 
Mrs.  Thompson,  gave  her  report,  which  was  ac- 
cepted. 

Dr.  J.  F.  Robertson  brought  greetings  from  the 
Medical  Society  of  the  State  of  North  Carolina  and 
commended  the  Auxiliary  for  its  support  and  co- 
operation: "The  Auxiliary  has  done  a  splendid  .iob 
in  convincing  the  public  that  socialized  medicine  is 
not  what  the  public  wants."  Dr.  Robertson  pointed 
out  that  doctors'  wives  have  been  responsible  for  the 
victory  over  socialized  medicine  in  many  women's 
organizations  and,  to  illustrate  the  action  by 
women's  clubs,  cited  the  example  of  the  General 
Federation  of  Women's  Clubs  at  its  April  meeting  in 
Hollywood,  Florida,  at  which  they  resolved  to  go  on 
record  against  compulsory  health  insurance  because 
individual  enterprise  is  the  prized  heritage  of 
America.  In  speaking  about  nurse  education  and  the 
shortage  of  nurses.  Dr.  Robertson  urged  the  Auxil- 
iary to  encourage  the  educational  system  to  help  this 
program  and  stressed  his  conviction  that  nurses' 
training  should  be  started  in  the  high  schools  with 
courses  such  as  chemistry,  biology  and  nutrition 
which  would  shorten  the  nurse  training  period  by 
one  year. 

Mrs.  J.  S.  Holbrook  made  a  motion  which  was 
approved  unanimously  that  "each  Auxiliary  member 
return  to  her  community  and  contact  every  women's 
organization,  asking  them  as  organizations  and  as 
individuals  to  write  their  congressmen  and  express 
their  opposition  to  compulsory  health  insurance  and 
their  recommendation  of  voluntary  insurance." 
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Pieocntation  of  the  Davis  Cup  and  $25  to  the 
Fourth  District  for  excellence  and  achievement  and 
outstanding  improvement  was  made  by  Mrs.  Watson 
Roberts,  and  JMrs.  J.  W.  Rose,  councilor  of  the 
Fourth  District,  accepted  the  cup. 

The  chairman  of  the  Advisory  Board,  Dr.  Rachel 
Davis,  praised  the  work  of  the  Auxiliary  and  said: 
"Your  laurels  are  not  to  rest  on,  but  to  proceed  on; 
your  influence  is  wide  felt;  your  Auxiliary  has  be- 
come probably  the  most  important  component  part 
of  the  public  relations  department  of  the  Medical 
Society."  Dr.  Davis  urged  closer  cooperation  and 
activity  in  the  national  organization  and  made  a  plea 
that  every  doctor's  office  and  every  school  have  sub- 
scriptions to  Hygeia. 

A  called  meeting  of  the  Board  was  held  on  May 
9,  in  the  Pine  Room  of  the  Hotel,  for  the  purpose 
of  discussing  action  to  be  taken  concerning  the  reso- 
lution that  had  been  passed  through  a  misunder- 
standing, to  abolish  all  connection  with  the  Southern 
Medical  Society.  After  Mrs.  Hedrick's  report  that 
North  Carolina  was  the  only  state  not  participating 
in  the  activities  of  the  Southern  Medical  Society,  a 
motion  was  made  by  Mrs.  Elliott  and  seconded  by 
Mrs.  Lee  that  this  Auxiliary  "re-establish  its  con- 
nection with  the  Southern  Medical  Society."  The 
Executive  Board  gave  its  unanimous  approval  of 
the  recommendation,  and  the  presentation  of  the 
recommendation  to  the  General  Session  met  with 
the  same  response. 

Delegates  to  the  annual  meeting  of  the  American 
Medical  Association  to  be  held  in  June,  at  Atlantic 
City,  were  named  from  the  floor  as  follows:  Mrs. 
G.  M.  Billings,  Mrs.  E.  R.  Hipp,  Mrs.  C.  M.  Hendrick, 
Mrs.  Leslie  Lee,  Mrs.  M.  D.  Hill,  Mrs.  Curtis  Crump 
and  Mrs.  James  Rose. 

Mrs.  Ben  Kendall,  chairman  of  the  Nominating 
Committee,  presented  the  slate  of  officers  as  fol- 
lows: 

President-Elect — Mrs.   Harry  Johnson 
Recording  Secretary — ]\Irs.  B.  L.  Woodard 
Corresponding  Secretary — Mrs.  J.  C.  Peele 
Acceptance  of  the  slate  of  officers  was  unanimous. 
Mrs.  W.  Reece  Berryhill  conducted  an  impressive 
installation  service,   at  the   beginning  of   which   she 
paid  tribute  to  the  beloved  Mrs.  P.  P.  McCain,  whose 
absence  from   this   meeting  marked   her   second   ab- 
sence from  Auxiliary  meetings   since  the   organiza- 
tion's beginning.  (Mrs.  McCain  was  teaching  school.) 
Following  the  instruction  to  the  officers,  Mrs.  Berry- 
hill  urged  each   member  to   pledge   herself  to   learn 
what  she  can  do  to  oppose  Senate  Bill  No.  5. 

Mrs.  Thompson  presented  the  gavel  to  Mrs. 
Thomas  Leslie  Lee,  who  said  in  her  inaugural  re- 
marks: "Let  us  join  together  and  exert  our  in- 
fluence. Every  time  we  influence  someone  to  buy 
voluntary  health  insurance  we  are  not  only  combat- 
ting socialized  medicine  but  we  are  helping  them  to 
better  health  the  American  way."  Mrs.  Lee  an- 
nounced for  the  coining  year  the  donation  of  $5  by 
Mrs.  McCain  for  the  largest  contribution  to  the  Mc- 
Cain Bed  Fund,  and  Mrs.  Lee's  donation  of  a  $5 
award  for  the  greatest  contribution  to  the  fight 
against  Senate  Bill  No.  5. 

There  being  no  further  business,  the  meeting 
adjourned. 

MRS.  DAVID   CAYER 
Recording  Secretary 

Invccation 

0  Lord,  our  Father,  author  of  every  good  and 
perfect  gift,  we  thank  Thee  that  Thou  art  ever 
seeking  to  give  the  best  to  all  Thy  creatures.  We 
are  grateful  for  this  day  and  this  occasion,  and  look 
to  Thee  for  Thy  blessing  upon  our  work  and  upon 
our  relations  to  one  another. 

We  thank  Thee  for  the  privilege  of  spiritual  kin- 
ship with  all  who  seek  to  ameliorate  human  suffer- 


ing and  to  add  to  the  health  and  happiness  of  human 
life.  We  ask  Thy  blessings  upon  all  physicians  and 
their  families,  together  with  their  associates  and 
trained  helpers  who  minister  to  the  sick,  and  who 
labor  with  intelligence  and  devotion  in  behalf  of  the 
health  of  the  nation.  Give  them  willing  and  compas- 
sionate hearts  in  their  high  calling,  and  strengthen 
them  for  every  needed  and  noble  service  to  suffering 
humanity. 

Bless  all  our  homes,  we  pray  Thee,  and  may  they 
ever  be  rich  in  inspiration  to  those  who  go  out  from 
them  to  serve  their  fellow  men.  Give  us  understand- 
ing, patience  and  courage  for  all  the  duties  and  dif- 
ficulties we  may  face  with  our  dear  ones,  and  may 
we  have  Thy  grace  and  guidance  in  all  the  deliber- 
ations of  this  day,  we  ask  in  the  name  of  Christ,  our 
Lord.    Amen. 

MRS.  JOSEPH  A.  ELLIOTT 

Report  of  the  President 

As  your  president  I  present  the  following  report. 
It  is  not  my  report  but  yours,  because  without  the 
help  of  the  officers,  standing  committee  chairmen, 
and  every  loyal  member,  I  would  not  be  able  to 
make  this.  My  thanks  to  you. 

This  has  indeed  been  a  challenging  year  to  every 
Auxiliary  member.  At  our  fall  Board  meeting  in  the 
home  of  Dr.  and  Mrs.  Willis,  our  speakers.  Dr. 
Robertson,  Dr.  McMillan,  and  Dr.  Davis,  all  asked 
that  we  aid  the  Medical  Society  in  their  fight  against 
national  compulsory  health  insurance.  This  fight  is 
not  through,  just  beginning.  You  have  responded 
splendnlly  by  educating  yourselves  and  writing  to 
your  Senators  and  Congressmen,  also  by  enlighten- 
ing your  friends  outside  the  profession  "and  getting 
them  to  write.  We  have  to  keep  up  this  good  work. 
We  cannot  stop.  Let's  acquaint  President  Truman 
with  our  views  on  being  deprived  of  the  freedom 
that  our  forefathers  fought  so  bravely  for.  The  pub- 
lic should  know  that  we,  as  an  organization,  are  not 
fighting  for  material  gains  but  for  the  better  health 
of  every  citizen  in  this  glorious  country.  Study  the 
plans  offered  by  this  state  and  others  in"  prepayment 
medical  insurance,  and  disseminate  this  know'ledge. 
Looking  over  this  crowd  today  of  intelligent  and 
thinking  women,  I  know  the  light  of  freedom  will  not 
be  allowed  to  go  out,  but  will  be  fanned  by  you  into 
a  greater  flame. 

I  know  you  have  enjoyed  your  meetings  this  year, 
because  our  program  chairman  in  her  outline  "gave 
you  a  wide  and  varied  choice  of  timely  subjects. 

Y'ou  have  continued  to  work  for  nurses'  recruit- 
ment by  making  it  more  attractive  for  the  student 
nurses  in  your  hospitals.  Two  organizations  have 
established  a  nurses'  loan  fund,  thus  enabling  some 
girl  to  complete  her  nursing  course  when  otherwise 
she  might  have  had  to  give  it  up.  More  organiza- 
tions could  take  this  splendid  plan  for  a  project. 
When^Miss  North  Carolina  Student  Nurse  of  i949 
made  her  tour  of  the  state,  you  responded  graciously 
to  Mrs.  Clark  and  had  a  tea  for  her,  and  for  student 
nurses,  staff  members  of  local  nursing  schools,  and 
interested  high  school  groups.  The  students  said 
that  it  had  been  a  great  help  to  them  to  talk  to  Miss 
North  Carolina  Student  Nurse. 

Our  main  project  is  the  support  of  a  bed  in  each 
of  the  three  Sanatoria:  the  Stevens  Bed  in  the  west- 
ern section  at  Black  Mountain,  the  McCain  Bed  in 
the  central  section  at  McCain,  the  Cooper  Bed  in 
the  eastern  section  at  Wilson.  Y^our  support  of  these 
and  of  the  Student  Loan  Fund  and  Beds  Saving 
Fund  has  been  very  gratifying.  Y'ou  have  not  only 
given  of  your  money,  but  have  brightened  these 
patients'  days  by  gifts,  cards,  and  magazine  sub- 
scriptions. These  beds  have  been  occupied  during 
the  year  by  five  nurses,  either  trained  or  practical, 
most  of  whom  did  nursing  in  the  sanatoria  where 
they  now  occupy  beds. 
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As  your  president,  I  have  attended  meetings  in 
six  districts,  as  guest  spealcer.  I  regret  that  I  could 
not  have  attended  more,  because  the  fellowship  de- 
rived from  these  meetings  is  well  worth  every  effort. 
Also  I  have  tried  to  keep  all  business  up  to  date 
through  correspondence. 

We  are  indeed  proud  of  the  splendid  work  done  in 
organization  this  year  under  the  capable  leadership 
of  i\lrs.  Berryhill.  We  are  glad  to  welcome  into  mem- 
bership the  following  auxiliaries:  the  First  District 
organized  as  a  district,  Carteret,  Halifax,  Caswell- 
Alamance,  Burke,  Rowan-Davie,  Iredell-Alexander, 
and  Columbus.  Let's  not  stop  until  every  county 
can  participate  in  this  organization  as  a  member. 
Our  paid  membership  today  is  1245. 

I  appreciate  the  honor  of  being  your  president, 
and  have  enjoyed  the  fellowship.  This  is  indeed  a 
vast  work,  and  there  is  room  for  everyone  to  have  a 
job.  Someone  once  said  that  "The  reward  for  a  job 
well  done  is  the  opportunity  for  greater  service." 
So  at  this  time  I  would  like  to  pledge  to  the  North 
Carolina  Medical  Society  our  continued  cooperation 
in  their  fight  against  national  compulsory  health 
insurance. 

At  this  time  I  would  like  to  pledge  not  only  mine 
but  your  loyal  support  to  Mrs.  Thomas  Leslie  Lee, 
the  incoming  president,  and  to  her  Board,  knowing 
that  your  continued  support  and  cooperation  will 
make  a  successful  and  progressive  year  under  her 
leadership. 

MRS.  RAYMOND  THOMPSON 

Report  of  the  Fresident-Elect 

As  president-elect  I  wish  to  submit  the  following 
report:  I  attended  the  fall  Board  meeting  at  the 
home  of  Mrs.  Stuart  Willis  on  October  5.  I  also  at- 
tended the  meeting  of  the  Second  District  in  New 
Bern  in  November,  and  took  part  on  the  program. 
I  have  attended  all  meetings  of  the  Lenoir  County 
Auxiliary  and  have  taken  an  active  part  in  all  of 
its  activities. 

I  have,  by  reading  and  studying  the  affairs  and 
personnel  of  the  state  and  national  Auxiliaries,  tried 
to  prepare  myself  to  fulfill  efficiently  the  office  of 
president. 

MRS.  T.  L.  LEE 

Report  of  the  First  Vice-President  and  Chairman 
of  Organization 

The  First  District  had  an  organizational  meeting 
last  December.  The  meeting  was  held  in  Ahoskie  at 
the  same  time  that  the  First  District  Medical  So- 
ciety had  its  meeting.  Mrs.  J.  E.  Smiih  is  councilor 
of  the  First  District,  but  is  not  present  because  of 
the  illness  of  Dr.  Smith.  Mrs.  Grady  Matheson  of 
Ahoskie  is  president. 

Second  District — Councilor,  .^Irs.  Ben  Royal,  More- 
head  City.  Mrs.  Royal  organized  Carteret  County, 
which  is  her  O'wn  county. 

Third  District — Councilor,  Mrs.  E.  C.  Anderson, 
Wilmington.  Columbus  County  was  organized  last 
month. 

Fourth  District — Councilor,  Mrs.  J.  W.  Rose,  Pike- 
ville.  Halifax  has  been  organized  this  year. 

Fifth  District — Councilor,  :Mrs.  Stuart  Willis,  Mc- 
Cain. We  have  since  the  meeting  last  year  two  coun- 
ties organized — Lee  with  twelve  members,  and  Cum- 
berland with  twenty-five  members. 

Sixth  District — Councilor,  Mrs.  W.  T.  Ward,  Ra- 
leigh. Alamance-Caswell  has  been  organized  with 
twenty-one  members. 

Seventh  District — Councilor,  Mrs.  Charles  Nance. 
No  newly  organized  counties. 

Eighth  District  —  Councilor,  Mrs.  C.  V.  Tynev, 
Leaksville.   Surry-Yadkin   has   been   organized.  " 

Ninth  District — Councilor.  Mrs.  .J.  S.  Holhrook, 
Statesville.  The  Ninth  District  has  five  new  couniijs 
organized  into  three  organizations: 


Burke 

Davie-Rowan 
Iredell- Alexander. 
Tenth     District  —  Councilor.      Mrs.     Charles     I). 
Thomas,  Black  Mountain.  There  have  been  no  new 
members  in  this  district. 

Total   membership,   1948 — 1168 
Total  membership,  1949—1.321 

MRS.  W.   REECE   BERRYHILL 

Report  of  the  Second  Vice  President  and  Chairman 
of  Activities 

Reports  of  the  work  done  by  the  chairmen  of  our 
Sanatoria  Beds  are  attached.  I  hope  that  someone 
will  make  a  note  of  the  fact  that  Dr.  Brooks,  our 
guest  in  the  Cooper  Bed,  would  like  magazines  to 
read,  and  will  send  him  a  subscription. 

Mrs.  George  W.  Mitchell,  chairman  of  the  Student 
Loan  Fund,  reports  that  there  have  been  no  requeues 
for  loans.  She  also  reports  that  the  Auxiliary  to  the 
Wake  County  Medical  Society  has  contributed  $1.5.00 
to  the  Student  Loan  Fund  this  year. 

I  wish  to  extend  my  sincere  thanks  to  these  very 
capable  chairmen  for  their  loyalty  and  stalwart 
support. 

MRS.  MILLARD  D.  HILL 

McCain  Bed  Chairman 

Miss  Lena  Aman,  a  nurse  from  .Jacksonville, 
North  Carolina,  has  been  our  guest  in  the  McCain 
Bed  since  December,  1946.  I  have  visited  her  once 
and  have  heard  from  her  several  times.  She  is  much 
improved  and  is  now  allowed  to  sit  up  three  hours 
and  fifteen  minutes  each  day. 

I  have  received  several  contributions  to  the  Mc- 
Cain Bed  Fund.  These  were  given  in  memory  of  Mrs. 
J.  B.  Sidbury,  who  died  last  October.  These  have 
been  acknowledged,  and  a  letter  was  written  to  Dr. 
Sidbury.  These  checks  were  given  to  our  treasurer, 
who  will  make  the  financial  report. 

MRS.  JOHN  H.  HAMILTON 

Stevens  Bed  Chairman 

The  occupant  of  the  Stevens  Bed  is  Miss  Mary 
Vick.  She  was  transferred  to  the  Western  North 
Carolina  Sanatorium  from  JlcCain.  She  was  a  senior 
and  was  taken  sick  just  before  her  examination  for 
the  State  Board.  At  first  she  was  very  ill;  then  she 
improved,  was  allowed  to  be  up,  and  planned  to  go 
home  in  February,  when  she  had  a  relapse.  From 
the  last  report  I  had  she  is  still  very  ill  and  may 
occupy  the  bed  for  some  months  yet. 

When  Miss  Vick  was  first  admitted  to  the  hos- 
pital, we  sent  her  some  necessary  articles,  such  as 
pajamas,  house  coat,  and  toilet  articles,  '^e  visited 
her  several  times  during  the  year  and  have  written 
to  her  and  sent  cards. 

At  Christmas  time  many  of  the  county  auxiliaries 
sent  her  lovely  hexes  of  gifts  They  were  appreciated 
very  much  by  Miss  Vick. 

Our  county  chairman,  Mrs.  C.  W.  Walton,  and  her 
committee  collected  the  gifts  from  the  doctors'  wives 
and  delivered  the  packages  to  her  at  the  Sanatorium 
on  Christmas  Eve.  They  also  collected  $95  for  the 
Stevens  Bed  Fund. 

I  have  wTitten  letters  to  many  of  the  Auxiliary 
members  all  over  the  state,  and  received  contribu- 
tions from  most  of  them. 

The  financial  report  will  come  through  Mrs.  Judd. 
MRS.  G.  JI.   BILLINGS 
Cooper  Bed  Chairman 

Mrs.  Eunice  Lipham,  of  Chowan  County,  was  dis- 
charged from  the  Eastern  North  Carolina  Sanator- 
ium about  the  time  of  the  convention  at  Pinehurst 
last  year.  I  did  not  know  until  my  return  home  from 
the  convention  that  she  had  been  discharged.  For 
several  months  the  bed  did  not  have  an  occupant. 
Around  Thanksgiving,  Dr.  Easom  \^-i-ote  me  that 
Mrs.    Marjorie   Spencer,   who   had   been   working   at 
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the   Sanatorium,   needed   treatment,   and   asked   that  in  detail  the  activities  of  the  treasurer's  office  for 

we  consider  her  as  our  guest.  Dr  Easom  told  me  in  the  past  year. 

his  letter  that  he  estimated  it  would  require  about  MRS.  E.  C.  JUDD 

a  year  to  bring  her  disease  under  control  again,  and  i    j't     '     K          t 

that  she  is  now  classified  as  a  moderately  advanced  Auditor  s   Keport 

case.  In  the  course  of  our  correspondence,  he  sug-  August  10,  1949 

gested  that  if  we  wished  to  approve  this  case,  we  Mrs.  E.  C.  Judd,  Treasurer 

could  get  the  use  of  the  bed  upon  applying  for  it  for  The  Auxiliary  to  the  Medical  Society 

a  patient  better  qualified  as  the  occupant  of  the  bed.  of  the  State  of  North  Carolina 

Mrs.  Spencer  is  a  practical  nurse  and  not  a  trained  2108  Woodland  Avenue 

nurse.  She  has  had  this  trouble  since  the  age  of  9  Raleigh,  North  Carolina 

years.   We   accepted   Mrs.   Marjorie   Spencer  as   our  Dear  Madanr: 

guest  in  the  Cooper  Bed  as  of  .January  6,  subject  to  In    accordance    with    your    request,    we    have    ex- 
release  of  the  bed  if  we  should  have  someone  more  amined  the  books  and  records  of  your  auxiliary  for 
nearly  the  person  for  whom  the  bed  was  established.  the  period  from  July  1,  1948  to  June  30,  1949  and 
I  visited  Mrs.  Spencer  recently  and  found  that  she  submit  herewith  the  following  statement: 
had  gained  16  pounds,  had  a  very  cheerful  outlook,  EXHIBIT  A — Balance  Sheet 
and  was  most  grateful  for  the  assistance  she  was  re-  EXHIBIT  B— Summary  of  Receipts  and 
ceiving.  Disbursements 

In    the    meantime,    I    received    applications    from  o,,,n,T.       "^          jt-.-i_ 
trained  nurses  and  from  Dr.  H.  E.  Brooks,  who  was  Schedule  B-1— Receipts  and  Disbursements- 
practicing  medicine  in  Clayton  until  he  was  advised  General  Expense  I'und 
to  give  up  his  work  and  go  to  bed.  Dr.  Brooks  was  Schedule  B-2 — Receipts  and  Disbursements — 
admitted  to  the  Eastern  North  Carolina  Sanatorium  Sanatoria  Bed  Fund 
on  April  21,  as  our  guest  in  the  Cooper  Bed.  He  is  Schedule  B-3 — Receipts  and  Disbursements — 
54  years  old,  weighs   140  pounds,  and   is  5  feet,   9  McCain  Endowment  Fund 
inches  tall.  He  has  a  moderately  advanced  case  of  Schedule  B-4— Receipts  and  Disbursements- 
tuberculosis.  He  hkes  good   magazines   such  as  the  Martin   L.   Stevens   Endowment 
Readers  Digest,  Coronet,   lime,  and  Omrubook.  At  Fund 

present,  the  Reader's  Digest  is  the  only  one  being  c^i,it-,ct.       ■   ^          it-,-i„                j. 

sent.  Anv  of  the  others  would  be  quite  an  addition  ^c'hedule  B-5-Rece.pts  and  Disbursements- 

to  the  pleasure  of  our  guest.  George  M.  Cooper  Endo^vment 

It  is  a  distressing  situation  when  we  have  so  many  ^ 
calls  for  help  and  seem  to  do  so  little  in  meeting  Schedule  B-6— Receipts  and  Disbursements— 
these   calls.    About    the   first    of    November,    I    sent  Student  Loan  Fund 
letters  to  the  various   auxiliaries   asking  that  they  We  inspected  securities  on  hand  and  obtained  con- 
give  donations  of  cash  to  be  applied  to  the  Cooper  firmation  from  the  depository  in  verification  of  bank 
Bed  Endowment  instead  of  gifts,  as  we  did  not  have  balances.  Your  records  were  found  to  be  in  excellent 
a   guest   at   that   time.    I    have    been   able   to    raise  condition. 

.$540.41,  the  greater  part  of  which  has  come  from  Certificate 

Rocky   Mount   and   the   Edgecombe-Nash   Auxiliary.  We  certify  that,  in  our  opinion,  the  accompanving 

The  Edgecombe-Nash  Auxiliary  has  continued  their  statements  fairlv  reflect  the  financial  condition  of 

monthly   visits    and    remembrances    throughout    the  the  auxiliarv  at  June  30,  1949  and  the  results  from 

year  wnen  we   had  a  guest  in   our  bed.   There  has  operations  for  the  vear  then  ended,  upon  the  basis 

been  a  great  deal  of  visiting  of  the  sick  and  those  of  accounting  records  consistentlv  maintained, 

with  new  babies  by  this  same  committee.  r>           j.*  n      "  t_     -^j.  j 

.    I  would  like  to  stress  the  necessity  for  the  auxil-  Respectfully  submitted, 

iaries  of  the  entire  eastern  part  of  "the  state  to  in-  ■^-  ^-  STEELE  &   CO. 

crease  their  efforts  to  raise  funds  to  be  used  by  the  ^y-   ^-  ^-  Steele,   C.P.A. 

Cooper   Bed.   I   haven't   words   to   express   my   grati-  (t:j:hibils  A  and  B  are  to  he  found  on  the  next  payc) 

tude  for  what  has  been  done,  but  if  we  are  to  meet  o  i.  j   i     t>  i 

our  goal  we  must  put  forth  a  greater  effort.  Schedule  B-1 

MRS.  M.  I.  FLEMING  Receipts  and  Disbursements 

.^^__  General   Expense  Fund 

Report  of  the  Corresponding  Secretary          "  Year  Ended  June  30,  1949 

Our  president,  Mrs.  Thompson,  has  done  the  ma-  Balance  on  Deposit— Julv  1,  1948 $    206.90 

jority  of  her  correspondence  during  the  year  with-  Receipts- 

out  help;  but  it  has  been  a  real  pleasure  to  be  avail-  Dygg  1943  49   (i.3-n  members 

able  for  whatever  assistance  I  could  give  in  mailing  @  $1.00— National  dues). ,.^..$1,321.00 

letters  to  officers,  councilors    and  county  presidents.  D^es  1948-49   (1321  members 

MRS.  CHARLES  H.  GAY  @   $i.00-%    to    Sanatoria 

Report   of   the  Treasurer  p  ^""-^  f  "™|^  ,„  n ^tol^r,       o  nnq  ^n 

,,               i     J,  r,      .                  ,               ,     „  Prepaid  1949-50  Dues  22.00       2,003.50 

My  report  of  the  treasurer  s  records  for  the  year  — 

1948-1949  is  submitted  herewith.  All  accounts  have  $2,210.40 

been  received,  recorded,  and  disbursed  according  to  Disbursements- 

the  By-Laws.  Auditing  Fee  - $      50.00 

Mi-s.    Raymond    Thompson    was    a   most   efficient  Stationery,   Postage,   Printing 

president.  Much  credit  is  due  her  for  the  increase  in  and  Other  Office  Expense.  ..      308.38 

contributions  to  the  three  endowment  funds,  and  for  Flowers                                                  15.95 

the  large  number  of  delegates  to  the  National  Aux-  Safetv   Deposit' Box  Rent'!.''.'.'          6^00 

iliary  convention  in  Atlantic  City.  Mrs.  Arthur  Herold,   National 

My  thanks   to    Mrs.   Thompson,   to   each   member  Treasurer  (Dues  1321  mem- 

of  the  Executive  Board,  and  to  presidents  and  treas-  bers  @  $1.00)   1.321.00       1,701.33 

urers  of  all  county  auxiliaries  for  their  wonderful  

cooperation.  Balance  on   Deposit— June  30.   1949 $    509.07 

Hereto  is  appended  the  auditor's  report  eovei-ing  (To  Exhibit  B) 
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Exhibit    A 

Balance   Sheel 

As  of  June  30,   191!) 

Cash  in  Bank   (Exhibit.  B).... $  5,048.08  $5011.07  $402.00  %    800.47  %    830.94  $1,005.49    $    780.05 

Investments: 

U.  S.  Defense  Savings  Bonds 

of   10-1-41— Series    F.     Ma- 
ture   12    years    from    date. 

Maturity    value    --$2,800.00       2,072.00  2,072.00 

U.   S.  War   Savin  ii-s   Bonds   of 

6-1-43— Series  F.  Mature  12 

veais   from   date.   Maturity 

value     - - 1,500.00        1,110.00  1,110.00 

U.   S.  War  Savings   Bonds  of 

6-1-44— Series  F.  Mature  12  .  •  • 

vears   from   date.    Maturity  ^ 

value     500.00  370.00  370.00 

U.   S.  War  Savings  Bonds  of 

9-1-43— Series  F.  Mature  12 

years   from   date.   Maturity 

value 325.00  240.50  240.50 

U.  S.  Savings  Bonds  of  4-1-45 

— Series    G.    2y2  7p    interest 

payable  semi-annually  1,000.00  l.OOtl.OO 

LT.   S.  War  Savings   Bonds  of 

0-1-45— Series  F.  Mature  12 

years   from   date.    Maturity 

value     '.-      500.00  370.0(1  370.00 

U.   S.  War  Savings  Bonds  of 

6-30-45— Series    F.     Mature 

12    years    from   date.    Ma- 
turity value   1,000.00  740.00  740.00 

U.   S.  War  Savings  Bonds  of 

6-1-47— Series  G.    21/3'-;,    in- 
terest payable  semi- 
annually   1,000.00  1,011(1,00 

U.   S.   War  Savings  Bonds  of 

6-1-47— Series  F.  Mature  12 

years   fiom   date.    Maturity 

value     ..- ".  3, .500.00       2,59(1.00  1,850.00  740.00 

U.  S.  Savings  Bonds  of  7-1-48 

—Series    G.    21/2%    interest 

payable  semi-annually  2,000.00  2.OO0.OO 

U.  S.  Savings  Bonds  of  2-1-49 

— Series    G.    2%9r    interest 

payable  semi-annually  2,000.00       "  2,000.00 

U.  S.  Savings  Bonds  of  2-1-49 

— Series  F.  Mature  12  years 

from    date.    Maturity   value  1,500.00       1,110.00  1.110.00 

U.  S.  Savings  Bonds  of  6-1-49 

— Series  F.  Mature  12  years 

from   date.    Maturity   value  2,000.00       1,480.00  1,480.00 

TOTAL  ASSETS  $21,130.58  $509.07  $462.06  $9,162.47  $7,071.44  $2,405.49    $1,520.05 

TOTAL  SURPLUS  $21,130.58  $509.07  $462.06  $9,162.47  $7,071.44  $2,405.49    $1,520.05 


Schedule   B-2 

Receipts  and  Disbursements 
Sanatoria  Bed  Fund 

Year  Ended  June  30,  1949 

-July   1,  1948 


Balance  on  Deposit- 
Receipts: 

Contributions     $    133.75 

Dues  1947-48   (1321  members 

(cv  $1.00—1/2  to  General 

Fundi     - 660.50 


Disbursements: 

N.  C.  Sanatorium  $  198.00 

Western  N.   C.   Sanatorium 237.22 

Eastern   N.    C.   Sanatorium 131.34  566.56 

696.43  Transfer  to  Following  Funds: 

McCain  Endowment   Fund...?  154.02 
Martin  L.  Stevens 

Endowment    Fund    154.02 

George  M.  Cooper 

794.25  Endowment  Fund  154.02 

1,490.68       Balance   on   Deposit— June   30,   1949 $    462.06 


$    924.12 


462.06 
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Exhibit   B 

Summary  of  Receipts  and  Disbursements 

Year  Ended  .lune  30,  1949 

'     Ca-Hh 
i  Balance 
'  \     7-1-13 

General  Expense  Fund   (Schedule  B-1) $    206.90 

Sanatoria  Bed  Fund  (Schedule  B-2) 696.43 

Total  Wachovia  General   Checking   Account $    903.33 

McCain  Endowment   Fund    (Schedule   B-3) 1,416.82 

(Wachovia  Savings  Account) 
Martin  L.  Stevens  Endowment  Fund  (Schedule  B-4)   2,085.40 

(Wachovia  Savings  Account) 
George  M.  Cooper  Endowment  Fund  (Schedule  B-5)       941.71 

(Wachovia  Savings  Account) 
Student  Loan  Fund  (Schedule  B-6) 741.62 

(Wachovia  Savings  Account) 

TOTAL  ALL  FUNDS   (To  Exhibit  A) $6,088.88 


Rcccipt.'t 

JJlshur.^fl'iiicvta 

Ccuih 
BaUince 
n-30-49 

$2,003.50 
794.25 

$1,701.33 
1,028.62 

$    509.07 
426.06 

$2,797.75 
1,973.65 

$2,729.95 
2,590.00 

$    971.13 
800.47 

2,746.35 

4,000.81 

830.94 

723.78 

1,665.49 

38.43 

780.05 

$8,279.96 

$9,320.76 

$5,048.08 

Schedule  B-3 

Receipts  and  Disbursements 
McCain  Endowment  Fund 

Year  Ended  June  30,  1949 

Balance  in  Savings  Account— July  1,  1948. ...$1,416.82 

Receipts: 

Contributions  $1,798.35 

Savings  Account  Interest 21.28 

Transferred  from  Sanatoria 

Bed  Fund  154.02       1.973.65 


;,390.47 
:,590.00 


Disbursements: 

U.  S.  Savings  Bonds — Series  F 

Balance  in  Savings  Account— June  30,  1949..$    800.47 

Schedule  B-4 

Receipts  and  Disbursements 
Martin  L.  Stevens  Endowment  Fund 

Year  Ended  June  30,  1949 

Balance  in  Savings  Account— July  1,  1948.  $2,085.40 

Receipts: 

Contributions    $2,508.66 

Government  Bond  Interest 75.00 

Savings    Account    Interest 8.67 

Transferred  from  Sanatoria 

Bed  Fund   154.02       2,746.35 

$4,831.75 
Disbursements: 

U.S.  Savings  Bonds— Series  G  $4,000.00 
Intangible   Tax .81       4,000.81 

Balance  in  Savings  Account— June  30,  1949..$    830.94 


Schedule  B-5 

Receipts  and   Disbursements 
George  M.  Cooper  Endowment  Fund 

Year  Ended  June  30,  1949 

Balance  in  Savings  Account— July  1,  1948..$    941.71 

Receipts: 

Contributions    $    547.86 

Savings    Account   Interest 21.90 

Transferred  from  Sanatoria 

Bed   Fund  154.02  723.78 

Balance  in  Savings  Account — June  30,  1949.  $1,665.49 


Schedule   B-6 

Receipts  and  Disbursements 

Student   Loan  Fund 

Year  Ended  June  30,  1949 
Balance  in  Savings  Account — July  1,  1948.. 
Receipts: 

Contributions     $      23.75 

Savings   Account   Interest 14.68 


.$    741.62 


38.43 


Balance  in  Savings  Account — June  30, 1949..$    780.05 

MEMORIAL  SERVICE 
Mrs.  H.  H.  Foster 

"Behold,  I  shew  you  a  mystery:  We  shall  not  all 
sleep,  but  we  shall  all  be  changed.  In  a  moment,  in 
the  twinkling  of  an  eye,  at  the  last  trump:  for 
the  trumpet  shall  sound  and  the  dead  shall  be  raised 
incorruptible,  and  we  shall  be  changed."  I  Cor.  51-52. 

During  the  past  year  the  Lord  has  taken  from 
our  midst  the  following: 

Mrs.  A.  E.  Bell,"  Mooresville 
Mrs.  M.  J.  McGuire,  Laurinburg 
Mrs.  M.  P.  Poole,  Dunn 
Mrs.  J.  B.  Sidbury,  Wilmington 

Mrs.  Lilla  Davis  Mann  Bell,  wife  of  Dr.  Andrew 
E.  Bell  of  Mooresville,  died  April  24,  1949.  Born  in 
Whitakers.  Mrs.  Bell  was  a  daughter  of  the  late 
(Oliver  DeWitt  and  Mary  Greene  Mann.  She  attended 
Littleton  College  and  taught  piano  in  Clayton  before 
"oming  to  Mooresville.  She  was  married  to  Dr. 
Bell  in  1911.  A  member  of  the  first  Presbyterian 
Church  of  Mooresville,  Mrs.  Bell  was  active  in  re- 
ligious and  civic  activities. 

Mrs.  Lucile  Johnson  Poole,  wife  of  Dr.  Marvin 
Poole,  died  on  March  23.  1949.  She  was  the  first 
nresident  of  the  Harnett  County  Medical  Auxiliary. 
Under  her  capable  and  enthusiastic  leadership  this 
unit  made  a  good  start.  Her  life  and  work  will  ever 
be  a  source  of  inspiration  to  those  who  knew  and 
loved  her.  She  was  a  devoted  wife  and  mother,  a 
loyal  friend  and  a  faithful  worker  for  all  that  was 
good.  To  be  gentle  and  kind,  to  her,  was  innate,  and 
she  possessed  that  rare  quality  of  drawing  people 
to  her.  The  passing  of  Lucile  Johnson  Poole  leaves 
a  beloved  memory  which  time  cannot  efface. 

May  we  pray. 

Eternal  God  our  Heavenly  Father,  we  draw  the 
curtain  of  our  memory  as  we  think  of  those  whom 
Thou  hast  called  home  and  we  realize  that  all  must 
face  the  eternal  shores  some  day.  Dc  Mi  invades  our 
ranks  and  removes  from  the  walks  of  life  even  our 
best  of  friends.  We  pay  tribute  to  these  women  who 
have   labored   so   faithfully   as   doctors'   companions. 
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Be  very  near  to  these  companions  who  have  suffered 
this  great  loss.  Father,  keep  our  hearts  in  Christ 
through  faith.     Amen. 

]\Irs.  L  H.  Manning  will  give  a  tribute  to  the  late 
Mrs.  J.  B.  Sidbury. 
Tribute  to  Mrs.  Sidbury 

On  Saturday  morning,  October  23,  1948,  there 
passed  into  the  "Calm  of  Paradise  the  Blest"  Willie 
Daniel  Sidbury,  a  rare  soul,  a  woman  of  unswerving- 
loyalty,  of  high  integrity,  and  of  unfailing  kindness. 

Mrs.  Sidbury's  home  life  was  a  beautiful  one,  and 
the  harmony  and  love  of  this  atmosphere  was  carried 
out  into  all  of  her  dealing's  with  her  fellow  man. 

Few  women  have  touched  the  lives  of  so  many 
people.  To  the  community  in  which  she  came  as  a 
bride,  she  gave  unstintingly  of  her  time  and  talents; 
to  her  friends  she  had  infinite  tenderness  and  "sym- 
pathy; to  her  Church  she  was  loyal  and  devoted:  to 
her  family  she  has  left  an  abiding  memory  of  loving 
care  and  companionship. 

In  making  this  inadequate  tribute  to  a  member 
whose  warm  cooperation,  wise  counsel,  and  efficient 
leadership  will  be  sorely  missed,  the  Auxiliary  to 
the  Medical  Society  of  the  State  of  North  Carolina 
wishe.5  to  go  on  record  as  to  tlie  immeasurable  loss 
they  have  sustained,  and  to  express  to  the  family  of 
Willie  Daniel  Sidbury  the  loving  sympathy  of  each 
member  of  this  organization,  to  which  she  made 
such  a  valuable  contribution. 

This  tribute  is  to  be  sent  to  the  family,  to  the 
press,  and  is  to  be  kept  on  the  permanent  records  of 
the  Auxiliary. 

Mrs.  J.  B.  Cranmer 
Mrs.  C.  B.  Davis 
Mrs.  J.   D.   Freeman 

Reports  of  Councilors 

First  District 

On  December  1,  1948,  a  meeting  of  the  wives  of 
the  First  District  Medical  Society  was  called  by  Mrs. 
J.  E.  Smith  of  Windsor,  district  councilor.  The  pur- 
pose of  this  meeting  was  to  establish  an  auxiliary 
to  the  First  District  Medical  Society. 

The  meeting  was  held  in  Ahoskie,  with  fifteen 
membei's  present.  The  guest  speaker  of  the  evening 
was  Mrs.  Reece  Berryhill  of  Chapel  Hill,  who  out- 
lined the  purpose  and  aims  of  the  Auxiliary. 

Election  of  officers  was  held,  Mrs.  J.  G.  Matheson 
being  elected  president  and  Mrs,  G.  H.  Wadsworth 
secretary-treasurer.  Dues  were  set  at  $3.00  annually, 
to  be  paid  to  Mrs.  Wadsworth  before  April  1,  1949. 
The  state  dues  are  $2.00,  and  the  remaining  dollar 
is  to  be  kept  in  the  district  treasury. 

Future  meetings  will  be  held  at  the  time  of  the 
meetings  of  the  First  District  Medical  Society. 
MRS.  J.  G.   MATHESON, 

President 
MRS.  G.  H.  WADSWORTH 
Secretary- Treasurer 
Second  District 

There  are  eleven  counties  in  the  Second  District. 
Of  these,  seven  are  organized — Carteret.  Craven, 
Lenoir,  Pitt,  and  Martin-Washington-Tyrell.  Among 
those  ]-emaining.  only  Beaufort  presents  a  likely 
prospect.  I  have  talked  with  interested  leaders  there, 
and  feel  that  the  groundwork  is  being  laid  for  a 
possible  organization  next  year.  Jones  and  Hyde 
Counties  have  few  doctors  and  no  medical  societies. 
Pamlico  has  a  medical  society  of  four  members. 

Cartsret  County  was  organized  in  October,  1948. 
Monthly  meetings  have  been  held,  and  there  has  been 
much  active  work  done  in  reference  to  Senate  Bill 
No.  5.  Members  have  appeared  on  programs  of  four 
civic  organizations  to  give  information  as  to  the  pro- 
posed legislation.  Much  interest  was  evidenced,  and 
many  letters  to  congressmen  resulted.  This  new  and 
enthusiatic  auxiliary  only  lacks  one  of  having  a  100 


per  cent  paid  membership. 

Craven  County  highlighted  their  year's  work  by 
their  most  gracious  entertainment  of  the  district 
meeting  last  November.  They  have  been  active  and 
cooperative  in  every  phase  of  Auxiliary  work. 

Lenoir  might  be  termed  our  banner  county,  with 
a  paid  membership  of  28.  They  have  followed  pro- 
grams i-ecommended  by  the  chairman,  have  worked 
actively  in  the  nurse  recruitment  campaign,  have 
a  student  nurse  loan  fund  of  $350.00,  have  made 
contributions  to  the  Stevens,  Cooper,  and  McCain 
Bed  Funds,  have  been  diligent  "beyond  the  call  of 
duty"  in  the  cancer  drive,  contributing  $184.30. 
They  have  met  regularly  and  engaged  in  worthwhile 
activities  too  numerous  to  mention  in  this  brief  re- 
port. 

Pitt  County  has  also  been  active  and  done  good 
work.  They  have  studied  Senate  Bill  No.  5,  con- 
tributed $14.69  to  the  Cooper  bed  fund,  and  cordially 
asked  to  entertain  the  1949  District  meeting. 

Martin-Washington-Tyrell  Counties  Auxiliary, 
though  small  and  young,  is  living  up  to  the  high 
hopes  held  for  it  when  it  was  organized  two  years 
ago  by  my  predecessor.  They  report  four  regular 
meetings  held  during  the  year,  an  active  part  in  the 
cancer  drive,  contributions  made  to  Stevens  and 
Cooper  Bed  Funds,  and  eighteen  subscriptions  to 
Hygcia  sold.  They  have  an  advisory  committee  from 
their  medical  society,  and  have  also  worked  actively 
against  Senate  Bill  No.  5. 

In  the  District  there  have  been  a  total  number  of 
forty-two  Hygeia  and  three  Bulletin  subscriptions. 
There  has  been  an  increase  in  membership  from  88 
to  92.  Bievity  and  a  just  account  of  all  activities  are 
incompatible  in  the  same  report,  but  may  I  pay  this 
further  tribtite  to  my  coworkers  in  the  Second  Dis- 
trict ?  Not  one  letter — and  I  have  written  many — 
has  remained  unanswered. 

MRS.  BEN  F.  ROYAL 
Third  District 

The  Third  District  is  composed  of  eight  counties: 
New  Hanover,  Pender,  Brunswick,  Columbus,  On- 
slow, Duplin,  Bladen  and  Sampson.  Of  these.  New 
Hanover,  Brunswick,  and  Pender  are  combined  to 
form  one  auxiliary.  Columbus  County  was  organ- 
ized on  April  14,  1949,  and  promises  to  be  an  active 
auxiliary,  with  twenty  eligible  women. 

New  Hanover  County  Auxiliary,  which  meets 
monthly  in  Wilmington,  has  had  a  very  successful 
year.  Its  monthly  meetings  have  brought  the  women 
closer  in  many  ways,  and  have  aroused  a  deeper  in- 
terest in  medical  problems  They  are  deeply  con- 
cerned about  the  current  public  health  program  and 
fighting  cancer. 

The  auxiliary  assisted  in  entertaining  the  visiting 
doctors  and  their  wives  at  the  annual  symposium 
held  at  Wrightsville  Beach  last  August,  and  is  al- 
ready making  plans  for  entertaining  and  assisting 
the  doctors  in  every  way  possible  at  the  forthcoming 
symposium  which  will  be  held  in  August  at  Wrights- 
ville Beach. 

Pamphlets  were  distributed  to  all  members  con- 
taining a  complete  list  of  officers  and  members,  a 
copy  of  the  by-laws,  and  other  valuable  information 
pertaining  to  Auxiliary. 

One  hundred  and  ninety  dollars  has  been  sent  to 
the  McCain  Bed  Fund. 

MRS.  ELBERT  C.  ANDERSON 
Fourth  District 

The  Fourth  District  is  composed  of  Nash-Edge- 
combe, Wilson,  Wayne,  Johnston,  Halifax,  and 
Greene  Counties. 

I  have  attended  all  four  meetings  of  the  Wayne 
County  Auxiliary  and  one  meeting  of  the  Nash- 
Edgecombe  Auxiliary.  I  spent  two  days  visiting  in 
Halifax  County,  stopping  in  Enfield,  Halifax,  Wel- 
don,  and  Roanoke  Rapids.  I  called  on  Dr.  Kroncke 
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and  obtained  his  pemiission  to  organize. 

Halifax  County  was  organized  on  November  19, 
meeting  with  the  Medical  Society.  Another  meeting 
was  held  in  JNIarch,  and  members  from  Warren  and 
Northampton  Counties  were  guests.  Mrs.  E.  C.  Mur- 
ray was  re-elected  president,  and  she  is  most  en- 
thusiastic. They  plan  four  meetings  next  year. 

Nash-Edgecombe  has  42  paid  members,  68  eligible 
ones,  11  Hygeia  subscribers,  and  42  who  studied  the 
legislative  bills. 

Three  meetings  were  held,  and  a  Christmas  party 
was  given  for  the  husbands.  This  was  voted  to  be  an 
annual  affair.  A  Cooper  Bed  visiting  committee 
sent  two  repi-esentatives  to  the  sanatorium  each 
month  to  visit  the  patient,  and  took  gifts  and  maga- 
zines. Letters  and  cards  were  sent  monthly. 

The  hospitality  committee  visited  non-members 
and  new  doctors'  wives.  This  increased  the  member- 
ship by  more  than  thirteen  members.  Bed  fund 
contributions  from  Nash-Edgecombe  total  more  than 
$200.00.  Miss  North  Carolina  Student  Nurse  was 
given  a  tea  in  .June,  and  all  nurses  were  guests. 

Mrs.  Leon  Robertson  was  elected  president.  Mrs. 
J.  A.  Whitaker  vice  president,  Mrs.  R.  M.  Whitley 
secretary,  and  Mrs.  K.  D.  Weeks  treasurer. 

Greene  County  Auxiliary  has  5  paid  and  5  eli- 
gible members.  They  were  the  first  to  send  in  dues, 
but  did  not  know  of  the  increase  in  amount.  Mrs. 
J.  H.  Harper  is  president,  and  Mrs.  W.  W.  Whitting 
secretary  and  treasurer. 

Wayne  has  .37  paid  and  37  eligible  members.  They 
were  the  first  to  send  in  100  per  cent  naid  members. 
Fifty  dollars  was  sent  to  the  Bed  Fund,  and  52 
Hvgeia  subscriptions  were  sent  (our  quota  being 
onlv  3'i);  five  were  sent  to  school  libraries. 

Four  meetings  were  held,  and  programs  given  on 
"Alcoholics  Anonymous,"  psychiatry,  medical  aid. 
and  health  insurance.  Local  doctors  were  guest 
speakers  at  each  of  the  meetings.  The  annual  "Doc- 
tors Family"  picnic  in  May,  which  is  always  looked 
forward  to  with  pleasure,  is  also  given  for  the  dent- 
ists' and  di^uggists'  families. 

The  student  nurse  was  entertained  in  May,  and 
several  girls  are  in  training  now  as  a  result  of  Mrs. 
Harrell's  informal  talk  and  wonderful  personality. 
On  each  Doctors'  Day,  books  are  added  to  the  shelf 
at  the  library  for  doctors,  to  be  sent  later  to  the 
new  hospital.  Ten  new  books  were  sent  this  year, 
making  a  total  of  around  twenty. 

More  interest  has  been  shown  this  year  than  ever 
before.  The  president,  Mrs.  Henderson  Irwin,  has 
done  wonderful  work.  The  new  officers  are  Mrs.  Mil- 
ton Clark,  president:  Mrs.  .J.  D.  Dowling,  vice  presi- 
dent, and  Mrs.  Archie  Pate,  secretary  and  treasurer. 

Johnston  County  has  had  one  meeting.  Twenty-five 
dollars  were  given  to  the  county  sanatorium,  and 
yard  furniture  was  given  also. 

l\Irs.  Earp  will  continue  as  president  until  the 
fall  meeting,  and  will  help  elect  new  officers  and 
outline  work  for  the  new  year.  The  Johnston  County 
check  was  sent  in  last  year  for  Hygeia,  but  they 
have  failed  to  receive  the  magazines. 

Wilson  County  held  four  meetings  during  the  year, 
two  luncheons  and  two  teas.  A  party  was  ^'iven  on 
Doctors'  Day,  with  48  members  and  guests  present. 

Visits  were  made  and  gifts  were  sent  often  to  the 
sanatorium  patient,  and  also  to  one  of  the  members 
of  the  local  auxiliary,  who  is  a  patient  at  the  sana- 
torium. 

There  are  35  paid  members  and  14  Hygeia  sub- 
scribers. Fifty-five  dollars  was  sent  to  the  bed  fund. 

The  riew  officers  are  Mrs.  F.  H.  Holmes,  presi- 
dent; Mrs.  A.  T.  Strickland,  vice  president;  Mrs. 
Ralph  Fike,  secretary;  and  Mrs.  Cleon  Goodman, 
treasurer. 

MRS.  J.  W.  ROSE 


Fifth  District 

During  the  year  in  which  I  have  served  as  coun- 
cilor for  the  Fifth  District,  my  services  have  been 
largely  of  a  clerical  nature  combined  with  that  of 
hostess. 

On  October  5  it  was  my  privilege  and  pleasure  to 
entertain  the  Executive  Board  in  my  home.  On  De- 
cember 2  the  regular  fall  meeting  of  the  Fifth  Dis- 
trict was  held  at  McCain,  and  all  auxiliary  presi- 
dents were  notified  of  the  meeting.  Because  so  few 
attended,  there  was  no  business  meeting.  The  after- 
noon was  devoted  to  visiting  and  bridge.  On  April 
1  a  form  letter  was  sent  to  all  covmty  presidents  re- 
questing information  needed  by  the  Awards  Com- 
mittee. The  response  to  this  request  was  excellent, 
only  one  county  failing  to  report. 

Sadly  I  report  the  death  of  one  member.  Mrs.  M. 
J.  JMcGuire  of  Laurinburg  died  in  April. 

On  April  4  notices  of  the  spring  meeting  of  the 
Fifth  District  were  sent  out.  This  meeting  was  held 
in  Fayetteville.  About  thirty  Auxiliary  members  at- 
tended, and  were  delightfully  entertained  by  the 
Cumberland  County  Auxiliary. 

I  regret  that  I  was  unable  to  accept  two  invita- 
tions to  visit  Robeson  County  Auxiliary  meetings. 
Hoke  County  has  held  four  meetings,  all  of  which 
I  have  attended.  At  the  luncheon  in  the  home  of  Mrs. 
R.  L.  Murray  I  gave  a  brief  talk  on  "How  Will  You 
Take  Your  Medicine?" 

In  the  Fifth  District  we  have  130  paid  members. 
All  groups  have  contributed  to  the  McCain  bed,  and 
most  of  the  groups  have  observed  "Doctor's  Day." 

It  is  my  sincere  hope  that  by  May,  1950,  I  will  be 
better  acquainted  with  the  eight  county  groups  in 
the  Fifth  District  and  that  our  cooperation  in  all 
Auxiliai'v  work  will  be  100  per  cent. 

MRS.  H.  S.  WILLIS 
Seventh  District 

There  are  two  active  Auxiliaries  in  the  Seventh 
District:  Gaston  and  Mecklenburg. 

Gaston,  with  a  membership  of  44,  has  had  ten 
meetings.  The  monthly  meetings  have  been  lunch- 
eons in  the  homes  of  the  members,  and  they  gave 
their  husbands  a  dinner  on  Doctors'  Day.  They  sent 
packages  of  vitamins  to  Chinese  doctors,  six  boxes 
of  clothing  to  English  doctors,  and  Christmas  gifts 
to  veterans  at  Oteen.  They  have  contributed  to  the 
Gaston  County  Hospital  Drive,  the  March  of  Dimes, 
and  the  Negro  Hospital  in  Gastonia,  and  sent  $50.00 
to  the  Sanatoria  Bed  Fund.  They  assisted  in  the 
Gastonia  public  health  program  and  the  Gaston 
County  center  of  the  Bloodmobile,  and  worked  out 
a  very  successful  program  of  contact  with  local 
nurses.  They  had  ten  subscriptions  to  Hygeia  and 
ten  to  The  Bulletin.  I  attended  their  March  meeting 
and  was  most  pleased  with  their  work. 

Mecklenburg,  with  a  membership  of  200,  has  had 
seven  meetings — five  luncheons,  a  picnic,  and  a 
Christmas  partv  for  the  doctors.  We  have  contrib- 
uted S60.00  to  the  Sanatoria  Bed  Fund  and  $100.00 
to  the  Stevens  Memorial.  Nine  subscriptions  to  The 
Bulletin  were  reported.  A  tea  was  given  for  Miss 
North  Carolina  Student  Nurse  of  1949  at  the  home 
of  Mrs.  Raymond  Thompson. 

Both  auxiliaries  followed  programs  recommended 
by  the  State  Chairman,  and  both  have  studied  legis- 
lative bills. 

The  Annual  District  Meeting  was  held  at  Ruther- 
fordton  in  October,  in  connection  with  the  Seventh 
District  Medical  Meeting.  It  was  well  attended,  and 
Mrs.  Raymond  Thompson  gave  an  interesting  and 
instructive  talk. 

MRS.  CHARLES  L.  NANCE 
Eighth  District 

The  Eighth  District  has  nine  counties  with  five 
organized  auxiliaries.  These  are  Forsyth,  Guilford, 
Rockingham,    Surry- Yadkin    and    Wilkes-Alleghany. 
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Stokes  County  has  no  medical  society,  but  a  few 
doctors  from  Stokes  belong  to  the  Forsyth  society, 
and  their  wives  belong  to  the  Forsyth  Auxiliary. 
Randolph  County  has  no  auxiliary. 

Forsyth  County  has  84  members,  and  they  have 
quarterly  meetings  which  are  well  attended.  They 
have  contributed  liberally  to  the  bed  funds,  observed 
Doctors'  Day  with  publicity,  and  helped  with  the 
entertaining  of  the  Eighth  District  spring  meeting. 
One  meeting  of  especial  interest  was  a  very  lovely 
tea  at  the  home  of  their  president,  Mrs.  Bennette 
Pool. 

Guilfoi'd  County  has  100  members.  They  contrib- 
uted to  the  bed  funds,  had  a  tea  honoring  the  student 
nurse  of  1949,  oliserved  Doctors'  Day  with  publicity, 
and  had  a  tea  for  the  Auxiliary  members  attending 
the  fall  meeting  of  the  Eighth  District  in  High  Point. 
They  liave  as  a  special  project  the  Guilford  County 
Sanatorium.  This  year  they  have  given  many  records 
and  also  a  film  to  the  sanatorium. 

Rockingham  County  has  24  members  and  meets 
quarterly  for  a  scientific  program  and  a  dinner 
meeting  held  jointly  with  the  medical  society. 
They  contributed  to  the  bed  fund  and  placed  Hygeia 
in  three  of  the  public  schools. 

Surry- Yadkin  is  organized.  They  have  16  members 
and  meet  quarterly  with  the  doctors. 

Wilkes-Alleghany  is  organized,  but  they  have  sent 
me  no  report. 

MRS.  C.  V.  TYNER 
Ninth  District 

A  report  from  Davidson  County  shows  an  organi- 
zation of  16  members  with  a  possible  membership 
of  .31.  No  report  of  activities  was  included. 

Wives  of  doctors  in  Iredell-Alexander  Counties 
organized  an  auxiliary  in  .A.pril  with  18  paid  mem- 
bers. There  are  47  eligible  members.  The  Ninth  Dis- 
trict meeting  was  entertained  by  this  group  prior 
to  its  formal  organization.  The  auxiliary  also  hon- 
ored "Miss  North  Carolina  Student  Nurse  of  1949" 
at  tea  for  a  groun  of  120,  including  student  nurses 
from  the  Statesville  and  Jlooresville  hospitals,  and 
prospective  students.  Letters  have  been  sent  to  all 
wives  and  widows  of  doctors  in  the  two  counties, 
inviting  <-hem  to  join  and  to  meet  in  May  to  study 
the  state  and  local  auxiliary  programs  and  Brojects. 
The  doctors  entertained  their  wives  at  dinner  in 
A.nril  prior  to  the  regular  medical  society  meeting, 
after  which  the  wives  heVl  a  busines.=^  n.eeting  for 
election  of  officers  and  delegates  to  the  coTivention. 

The  total  number  of  auxiliaries  in  the  Ninth  Dis- 
trict is  five,  leaving  the  possibility  of  an  organiza- 
tion in  Catawba,  Avery,  and  Watauga-Ashe  counties 
to  make  the  district  100  per  cent  organized.  (I  have 
been  told  that  Watauga-Ashe  has  been  transferred 
to  another  district.) 

11  counties   (8  joint)   counties  in  Ninth  District 
•5  auxiliaries 

3  auxiliaries  organized   1948-49 
164  eligible  members  in  .5  counties 
12.3  paid  members 

39  Hygeia   subscriptions 

18  Bulletin  subscriptions 
3  studying  legislative   bills   and   following 
program 

.?94.00  Contributed  to   Sanatoria  Bed  Fund 

MRS,  -J.   SAM  HOLBROOK 
Tenth  District 

_  The  Tenth  District  is  composed  of  fourteen  coun- 
ties. Auxiliaries  are  organized  in  three  counties — 
Buncombe,  Yancey,  and  Mitchell. 

The  Buncombe  County  Auxiliarv.  under  the  ca- 
pable leadership  of  Mrs.  Curtis  Crump,  has  been 
very  active.  In  November  a  silver  tea  was  held  at 
the  Western  North  Carolina  Sanatorium  to  benefit 
the  Stevens  Bed.  We  were  honored  by  the  presence 


of  our  president,  Mrs.  Raymond  Thompson,  and  Mrs. 
G.  M.  Billings,  chairman  of  the  Stevens  Bed.  Doc- 
tors' Day  was  celebrated  with  a  delightful  dinner 
party  at  the  Asheville  Country  Club.  During  the  re- 
cent symposium  conducted  by  the  Tenth  District 
Medical  Society,  the  visiting  doctors'  wives  were  en- 
tertained at  dinner  in  the  home  of  Mrs.  Richai'd 
Nailling.  During  the  year,  by  private  donations  and 
the  silver  tea,  a  total  of  $2172.00  was  raised  for  the 
Stevens  Bed  Fund.  The  patient  occupying  the 
Stevens  Bed  has  been  visited  and  remembered  with 
gifts  throughout  the  year. 

The  Mitchell-Yancey  Auxiliary,  under  the  leader- 
ship of  Mrs.  Gus  Laughren  of  Burnsville,  has  had 
educational  programs  on  public  health  nursing  and 
socialized  medicine,  in  addition  to  several  social 
gatherings. 

I  have  attended  district  meetings  and  had  corres- 
pondence with  doctors'  wives  in  other  counties  in  an 
attempt  to  develop  more  organizations,  but  to  date 
this  has  been  unsuccessful. 

MRS.   CHARLES   D.   THOMAS 

Report   of  the   Program   Chairman 

The  following  material  was  furnished  all  auxili- 
aries: (1)  Suggestions  distributed  at  the  fall  Board 
meeting.  (2)  Reviews  of  books  of  interest  to  doctors 
and  their  families.  (3)  Pamphlets  on  voluntary  Blue 
Shield  or  compulsory  health  insurance.  (4)  An  article 
on  practical  nursing  was  written  for  the  August 
North  Carolina  Medical  .lournal. 

An  annual  report  was  sent  to  the  Auxiliary  to  the 
American  Medical  Association. 

Repoits  were  received  from  twenty-one  auxiliaries 
showing  considerable  activity  in  programs  on  social- 
ized medicine  and  health  education.  Wake  County 
Auxiliary  members  all  \\Tote  each  representative  in 
Washington  from  North  Carolina,  and  each  member 
was  responsible  for  getting  ten  friends  to  WTite  ex- 
pressing opposition  to  Senate  Bill  No.  5,  regai'ding 
socialized  medicine.  They  are  now  trying  to  interest 
laymen  who  are  good  speakers  to  speak  before  the 
civic  clubs  in  the  fall. 

Another  program  which  sounded  particularly  in- 
teresting was  Gaston  County's  "The  Doctor's  Wife's 
Responsibility  as  the  Doctor's  Wife,"  also  programs 
on  "Alcoholics  Anonymous,"  psychiatry,  and  a  mo- 
tion picture  on  dental  and  medical  discoveries. 

Twelve  auxiliaries  reported  that  they  observed 
Doctors'  Day,  and  almost  all  leported  social  meet- 
ings with  the  doctors. 

Considerable  aid  was  given  in  nurse  recruitment 
and  various  drives. 

We  regret  that  all  auxiliaries  did  not  report.  We 
feel  sure  there  were  other  activities  which  would 
prove  interesting  and  helpful  to  all  of  us. 

MRS.  HARRY  L.  JOHNSON 

Report   of   the   Scrapbook    Chairman 

As  scrapbook  chairman  for  1948-49,  I  have  ful- 
filled the  regular  duties  of  keeping  the  scrapbook  up 
to  date  with  clippings,  bulletins,  programs,  etc.,  con- 
cerning the  Auxiliary's  activities. 

MRS.   STUART  GIBBS 

Report  of  the  Press   and  Publicity  Chairman 

As  chairman  of  press  and  publicity,  I  am  pleased 
to  report  that  notices  of  the  Auxiliary  meetings  at 
Pinehurst  last  spring  and  this  year  have  been  sent 
to  the  leading  newspapers  of  the  state.  Also  notices 
of  the  fall  Board  meeting  were  published.  Articles 
have  gone  in  each  month  to  the  Auxiliary  Section  of 
the  North  Carolina   Medical  Journal. 

I  wish  to  thank  all  who  have  cooperated  so  will- 
ingly in  helping  me  to  carry  out  these  assignments. 
MRS.  JOHN  P.  KENNEDY 
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Report  of  the  Hygeia  Chairman 

I  was  made  chairman  in  November,  1948,  to  fill 
out  the  unexpired  time  of  Mrs.  Taylor  Vernon  of 
Morganton,  N.  C. 

As  soon  as  I  received  literature  from  headquarters 
in  Chicago,  I  mailed  out  letters  and  literature  ex- 
plaining the  work  of  Hygeia  to  all  the  auxiliaries. 
A  few  months  later,  I  mailed  cards  to  all  auxiliaries 
reminding  them  of  their  duties.  About  one  half  of 
our  au.xiliaries  have  responded. 

There  have  been  237  Hygeia  subscriptions  sent  in, 
which  is  a  small  increase  over  last  year.  The  com- 
mi.'ision  money  from  these  subscriptions,  amounting 
to  $148,  was  sent  to  our  state  treasurer,  Mrs.  E.  C. 
.Judd  of  Raleigh,  for  the  Bed  Fund.  We  had  a  gain 
in  commission  money  over  last  vear  of  $24.25. 
MRS.   C.   S.   BARKER 

Report  of  the  Research  Chairman 

As  Research  Chairman,  I  am  suggesting  that  the 
members  of  our  auxiliaries  avail  themselves  of  the 
lending  library  of  program  source  material  made 
available  by  the  Auxiliary  to  the  Southern  Medical 
Association  through  its  Research  and  Romance  of 
Medicine  Chairman,  Mrs.  JIason  Lowance.  Attached 
to  this  report  is  a  compilation  of  material  cuiTently 
available. 

After  July  15,  1949,  a  new  and  enlarged  compila- 
tion is  planned.  For  this  new  pamphlet,  we  are  asked 
to  contribute  some  articles.  In  our  state  there  are 
many  doctors  and  auxiliary  members  qualified  to 
add  to  this  library. 

I  have  prepared  for  distribution  today  a  sheet 
containing  the  topics  on  which  source  material  is  re- 
quested. I  hope  each  of  you  will  take  a  copy  and 
then  notify  your  1949-50  Research  Chairman  of  your 
intention  to  prepare  a  paper.  The  deadline  for  these 
articles   is   July   15,   1949. 

MRS.  R.  S.  CLINTON 

Report   of  the  Revision.s   Committee 

The  Board  of  Directors  approved  two  changes  in 
the  By-Laws  at  the  fall  meeting  which  will  be  put 
to  vote  to-day.  These  changes  are  in  Article  .3,  Sec- 
tion 4,  and  Article  7,  Section  3,  and  are  necessitated 
by  the  raising  of  the  National  Auxiliary  dues.  The 
approved  changes  read  as  follows: 

Article  3,  Section  4 

The  annual  dues  shall  be  the  amount  of  the  dues 
of  the  National  Auxiliary,  plus  fifty  cents  for  the 
expenses  of  the  State  Auxiliary  and  fifty  cents  for 
the  uplceep  of  the  State  Sanatoria  beds. 

Article  7,  Section  3 

From  the  annual  dues,  the  National  Auxiliary  dues 
shall  be  paid  and  fifty  cents  for  the  expenses  of  the 
State  Auxiliary  and  fifty  cents  for  the  upkeep  of 
the  McCain,  Stevens,  and  Cooper  beds  in  the  three 
State  Sanatoria.  This  money  shall  be  known  as  the 
"Sanatoria  Fund,"  and  at  the  end  of  each  year  one 
half  of  the  amount  left  in  it,  over  and  above  one 
half  of  the  amount  spent  on  the  three  beds  the  previ- 
ous year,  shall  be  divided  among  the  three  endow- 
ment funds. 

MRS.  ROBERT  T.  PIGFORD, 
Chairman 

Report  of  the  Awards  Committee 

The  Awards  Committee,  composed  of  Mrs.  A.  H. 
Powell  of  Durham,  Mrs.  Fred  Patterson  of  Chapel 
Hill,  and  myself,  met  and  worked  diligently  to  eval- 
uate the  work  done  since  our  last  meeting.  We  made 
a  chart  and  set  dovm  in  black  and  white  the  work 
of  each  auxiliary  and  district.  The  cold  figures 
spoke  for  you  and  were  the  means  of  arriving  at  our 
final  decision. 

First  I'll  award  the  seven  $5.00  prizes. 


1.  Five  dollars  donated  by  Mrs.  F.  R.  Taylor  of 
High  Point  for  the  first  100' <  membership  was 
won  by  Wayne  County. 

2.  Five  dollars  donated  by  Mrs.  P.  P.  McCain  of 
Southern  Pines  for  the  largest  contribution  to 
the  McCain  Endowment  Fund  goes  to  New 
Hanover  County,  which  gave  a  total  of  over 
$5.00  per  member  as  a  memorial  to  Mrs.  J.  B. 
Sidbury. 

3.  Five  dollars  given  by  Mrs.  G.  M.  Billings  of 
Morganton  for  the  largest  contribution  to  the 
Stevens  Endowment  Fund  was  won  by  the  Bun- 
combe County  Auxiliary,  which  contributed 
$2172.00. 

4.  Five  dollars  donated  by  Mrs.  M.  D.  Hill  of  Ra- 
leigh for  the  largest  contribution  to  the  Cooper 
Endowment  Fund  goes  to  Nash-Edgecombe 
County  Auxiliary  for  more  than  $500  contrib- 
uted this  year. 

5.  Five  dollars  donated  by  Mrs.  B.  W.  Roberts  of 
Durham  for  the  largest  contribution  to  the 
Student  Loan  Fund  was  won  by  Wake  County. 

fi.  A  $5.00  prize  donated  by  our"  president,  Mrs. 
Raymond  Thompson,  to  the  county  showng  the 
greatest  increase  in  membership"  also  goes  to 
Nash-Edgecombe,  with  an  increase  of  13  mem- 
bers this  year  over  last  year. 

7.  A  $5.00  prize  donated  by  Mrs.  Charles  E 
Flowers  of  Zebulon  for  the  largest  contribu- 
tion to  the  cancer  drive  from  an  auxiliary  was 
won  by  the  Second  District,  BIrs.  Roval,  Coun- 
cUor. 

-AiKl  now  Vie  come  to  the  main  award  presented 
by  Dr.  Rachel  Davis  of  Kinston— the  beautiful  Davis 
Cup  and  $25.00  as  an  award  of  excellence  and 
achievement  and  outstanding  improvement.  In  mem- 
bership the  Eighth  District  has  the  largest  paid-up 
membership.  In  organization  the  Fourth  and  Fifth 
Districts  lead.  For  new  auxiliaries  formed  this  year 
the  Ninth  District  is  way  ahead  with  three  new  or- 
ganizations. The  Fourth  District  sold  77  subscrip- 
tions to  Hygeia.  The  Seventh  District  had  more  sub- 
scribers to  the  Bulletin.  The  Seventh  and  Second 
Districts  studied  the  legislative  bills  and  more  close- 
ly tollowed  the  program  recommended.  The  Second 
DistricT  did  more  on  the  cancer  drive.  The  Fifth  Dis- 
trict reniembered  the  Student  Loan  Fund  most  con- 
cretely. The  Tenlh  District  made  the  largest  contri- 
bution to  endowment,  with  the  Fourth  in  second 
place. 

Then  we  totaled  the  extra  things  done  by  auxil- 
lanes  this  year.  There  was  much  fine  work"  done- 
parties  and  teas,  vitamins  sent  to  China,  clothing  to 
Great  Britain,  presents  and  remembrances  to  our 
patients,  help  wth  symposiums  and  drives,  etc. 

When  we  counted  the  scores  there  were  two  dis- 
tricts which  ran  each  other  a  close  race.  Before  I 
present  the  cup  I  want  to  give  honorable  mention 
to  the  Seventh  District  and  Jlrs.  Nance  for  the  fine 
work  done  by  only  two  organized  counties. 

Now  it  gives  me  great  pleasure  to  ask  Mrs.  J  W. 
Rose,  councilor  of  the  Fourth  District,  to  come  for- 
ward and  receive  the  Davis  Cup  for  1948-49.  Con- 
gratulations and  our  appreciation  for  the  fine  work 
done  in  the  Fourth  District! 

MRS.  WATSON   ROBERTS 
Report   of  the  Nominating   Committee 

As  chairman  of  the  Nominating  Committee,  I 
wish  to  submit  for  your  approval,  the  following 
officers: 

President-Elect— Mrs.    Harry   Johnson,    Elkin 

Recording  Secretary— Mrs.  B.  L.  Woodard,  Kenly 

Press  and  Publicity— Mrs.  H.  M.  Dalton,  Kinston 
MRS.  BEN  H.  KENDALL, 
Chairman 
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Inaugural  Remarks  of  the  Incoming  President 

It  is  indeed  difficult  for  me  to  acliiiowledge  this 
honor  you  have  conferred  upon  me.  I  am  impressed 
with  the  responsil^ilities  that  this  office  involves. 
Perhaps  I  should  feel  elated,  and  I  do;  but  any  spark 
of  elation  I  might  feel  is  overcome  by  a  sense  of  re- 
sponsibility— particularly  so  when  I  look  at  the  list 
of  those  who  have  preceded  me  in  this  office  and 
realize  that  I  must  take  up  where  they  have  left  off 
and  steer  the  course  of  this  organization  for  the 
coming  year.  I  offer  you  my  sincere  thanks  and 
gratitude  for  the  trust  you  have  placed  in  me.  I  as- 
sure you  that  I  shall  endeavor  always  to  use,  to  the 
best  of  my  ability,  privileges  which  this  honor  brings 
to  me  in  furthering  the  great  work  of  this  organiza- 
tion. With  the  cooperation  and  sympathetic  under- 
standing of  all  of  you  (and  there  are  over  1100  of  us), 
I  shall  not  fail. 

Ten  years  ago  my  husband  and  I  were  getting 
ready  to  sail  on  the  "Queen  of  Bermuda"  for  my 
first  State  Medical  Convention.  As  we  neared  the 
gangplank,  my  husband  nudged  nie  and  said,  "You 
owe  her  a  dollar."  I  looked  up  and  said  to  myself, 
"I've  never  seen  that  woman  before  in  my  life";  but 
I  paid  her  a  dollar  and  proceeded  on.  Being  a  little 
"Scotch"  and  having  a  certain  amount  of  curiosity, 
I  wanted  to  know  who  she  was  and  why  I  owed  her 
a  dollar,  as  well  as  what  she  was  going  to  do  with 
it.  This  woman  turned  out  to  be  our  own  dear 
"Sadie"  McCain,  as  usual  doing  her  "bit"  for  the 
Auxiliary.  I  consider  that  the  best  dollar  investment 
I  ever  made. 

I  cannot  pay  my  debt  to  "Sadie"  and  the  Medical 
Auxiliary  today  with  one  dollar  bills.  The  value  of 
friends,  associations,  and  contacts  made  by  being  a 
member  of  the  Auxiliary  cannot  be  measured  in 
money.  So  you  see  what  curiosity  can  do  for  you. 
Here  I  stand,  your  president  for  the  year  1949-1950. 
Let's  make  this  the  best  year  in  the  history  of  the 
Auxiliary — not  because  of  the  fact  that  I  am  your 
president,  but  in  spite  of  the  fact. 

These  are  very  critical  times  all  over  the  world. 
Nervous  "jitters"  are  spreading  with  prairie  fire 
speed.  But  what  we  must  concern  ourselves  with 
right  now  is  the  predicament  in  which  the  medical 
profession  finds  itself.  We  are  told  that  the  prestige 
of  the  American  doctor  is  at  the  lowest  ebb  in  its 
history.  Someone  has  even  written  a  little  pamphlet 
entitled,  "The  Doctor  Is  in  the  Dog  House."  Doctors' 
wives  must  not  be  satisfied  to  sit  idly  by.  We  must 
do  something  about  it.  Dr.  Bortz,  in  his  report  to, the 
House  of  Delegates  of  the  AM. A.  in  January,  pointed 
out:  "Tlie  Auxiliary  is  now  beginning  to  assume  its 
rightful  role.  It  represents  probably  our  most  effec- 
tive instrument  in  the  field  of  "public  relations, 
which,  unfortunately,  has  been  most  neglected." 

Because  of  political  results  our  main  public  rela- 
tions target  has  been  selected  for  us.  Our  husbands 
are  too  busy  healing  the  sick  to  be  too  well  informed 
on  what's  going  on,  or  to  answer  the  slanderous 
attacks  made  on  the  medical  profession.  You  are  his 
public  relations  associate.  Read  the  editorials  in  your 
Hygeia  (and  here  I'd  like  to  ask  you  to  work  harder 
toward  getting  this  health  magazine  in  every  home; 
this  is  one  of  the  few  things  the  American  "Medical 
Association  has  ever  asked  us  to  do);  read,  also,  the 
editorials  in  Time  Magazine,  The  Saturday  Evening 
Post,  Newsweek  and  so  forth.  Get  all  the  "facts,  and 
you  in  your  own  quiet  influential  way  can  present 
them  to  the  people  you  know.  They  wifl  respect  your 


opinion  as  a  doctor's  wife.  How  many  times  have 
you  had  a  question  addressed  to  you  preceded  by, 
"You're  a  doctor's  wife — you  can  tell  me  this,"  and 
you  couldn't  tell  them?  It  is  your  duty  to  inform 
yourself  on  lay  matters  concerning  your  husband's 
profession.  The  American  people  will  never  tolerate 
a  government  system  of  assembly  line  medical  care 
if  they  know  the  facts.  It  is  our  job  to  see  that  they 
get  the  facts.  You  as  an  individual  can  do  a  lot  to 
combat  political  compulsion  in  medicine.  Attend 
meetings  of  lay  organizations.  Keep  your  finger  on 
the  pulse  of  public  opinion  concerning  things  medi- 
cal. Public  relations  is  You.  Live  your  public  rela- 
tions every  day;  let  them  be  so  entwined  in  your 
daily  living  that  they  will  never  be  recognized  as 
such. 

The  purpose  of  this  organization,  as  you  know, 
is  "To  interpret  Uie  aims  of  the  medical  profession 
to  lay  organizations  interested  in  health  education." 
This  is  a  herculean  task  at  this  time.  The  aims  of 
the  medical  profession  are  many.  We  must  study 
their  aims  to  be  able  to  interpret  them.  1949  finds 
medicine  at  the  crossroads — confronted  with  the 
dangers  of  surrendering  to  government  control,  or 
of  organizing  as  they've  never  done  before  to  expose 
the  nature  of  political  medicine,  and  to  fight  it.  "They 
need  our  help;  they  are  asking  for  it.  We  can't  let 
them  down!  D-day  is  here!  We  admit  there  is  a  short- 
age of  doctors,  but  we  can't  sit  back  and  let  those 
bureaucrats  in  Washington  give  Uncle  Sam  an  M.D. 
degree.  If  that  happens,  the  M.D.  after  your  hus- 
band's name  and  mine  will  mean  "Mental  Drudg- 
ery." There  would  be  no  end  to  the  red  tape.  We 
might  even  find  ourselves  spending  our  time  with 
our  husbands  filling  out  all  of  those  blanks. 

Dr.  Leonard  Scheele,  Surgeon  General  of  the  U.  S. 
Public  Health  Service,  in  an  address  to  the  Second 
District  Medical  Society  meeting  in  Kinston  in  Feb- 
ruary, praised  North  Carolina's  public  health  service 
— stating  that  North  Carolina  has  long  been  recog- 
nized as  the  foremost  state  in  the  Union  in  public 
health  service.  Dr.  Robertson,  state  president,  out- 
lined the  state  medical  program,  which  Dr.  Scheele 
said  practically  dovetailed  with  Mr.  Ewing's  pro- 
gram with  some  exceptions.  We  should  feel  proud 
of  our  doctor  husbands,  as  I'm  sure  all  of  you  are. 
Let's  learn  more  about  their  Good  Health  Program 
— their  answer  to  socialized  and  political  medicine — 
and  be  able  to  discuss  the  issues  with  our  friends  and 
acquaintances  intelligently. 

According  to  Webster,  auxiliary  means  "confer- 
ring aid,  or  support  by  joint  exertion,  influence  or 
use."  Let's  be  an  Auxiliary  in  the  truest  sense  of  the 
word.  Let's  join  together  and  exert  our  influence. 
Every  time  we  influence  someone  to  buy  voluntary 
health  insurance  we  are  not  only  combatting  social- 
ized medicine  but  we  are  helping  them  to  better 
health — the  American  way!  Could  you  tell  a  person 
where  to  go  to  get  prepaid  voluntary  health  insur- 
ance in  your  town  ?  I  couldn't  until  the  other  day. 
Let's  be  better  iirformed.  An  informed  member  is  an 
interested  member,  and  an  interested  member  is  an 
active  member  in  any  organization.  This  surely 
holds  true  in  the  Medical  Auxiliary. 

Again  I  wish  to  thank  you  for  this  honor,  and  also 
wish  to  thank  Mrs.  Thompson  for  her  help  during 
the  past  year.  She  has  been  very  patient  and  I  con- 
sider myself  very  fortunate  indeed  in  being  able  to 
serve  my  apprenticeship  under  such  a  capable  leader. 
I  thank  you! 

MRS.  T.  LESLIE  LEE 
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ROSTER  OF  MEMBERS 

1948-1949 


Mrs.  Abbott,  R.  W Goldsboro  Mrs. 

Mrs.  Adair,  W.  E Erwin 

Mrs.  Adams,  C.  N.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Adams,  J.  R. ....Charlotte  Mrs. 

Mr.s.  Adams.  R.  K Morganton  Mrs. 

Mrs.  Ader.  O.  L ...Walkertowai  Mrs. 

.Airs.  Aderholdt,  M.  L...High  Point 

Mrs.    Adkins,    Trogler. Durham  Mrs. 

JMrs.  Albright,  Sam Belmont  Mrs. 

Mrs.  Alexander,  Eben,  Jr.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Alexander,  G.  T.  Mrs. 

Thomasville 

:\Irs.  Alexander,  James  M.  Mrs. 

Charlotte 

■Mrs.  Allen,  George  C.Lumberton  Mrs. 

Mrs.   Alyea,   E.   P Durham  Mrs. 

Mrs.  Anders,  McG Gastonia  Mrs. 

Mrs.  Anderson,  E.  C... Wilmington 

Mrs.  Anderson,  J.  B Asheville  Mrs. 

Mrs.  Anderson,  Norman  L. 

Asheville  Mrs. 
Mrs.  Anderson,  W.  Banks 

Durham  Mrs. 

Mrs.   Anderson,   Wade Wilson  Mrs. 

Mrs.  Andrew,  L.  A.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Andrews,   G.  A Hamlet  Mrs. 

Mrs.  Anthony,  W.  A Gastonia  Mrs. 

Mrs.  Armentrout,  C.  H... Asheville  Mrs. 

Mrs.  Armistead,  D.  B... Greenville  Mrs. 

Mrs.  Armstrong,  B.  W... Charlotte  Mrs. 

Mrs.  Armstrong,  C.  W...Salisbury  Mrs. 

Mrs,  Arney,  W.   C Morganton  Mrs. 

Mrs.  Arnold,  Ralph  A Durham  Mrs. 

Mrs.   Ashford,   C.   H New  Bern  Mrs. 

Mrs.  Ashworth,  W.  C... Greensboro  Mrs. 

Mrs.  Atkins,  Stanley  S... Asheville  Mrs. 

Mrs.  Austin,  F.  D.,  Jr.. .Charlotte  Mrs. 

Mrs.  Avery,  E.  S..  Winston-Salem  Mrs. 

Mrs.   Aycock,   E.    B ..Greenville  Mrs. 

Mrs.  Aycock,  F.  M Princeton  Mrs. 

Mrs.  Ayers,  James  S Clinton 

Mrs.  Bailey,  C.  W... Rocky  Mount  Mrs. 

Mrs.  Bailey,  M.  H... Elizabeth  City  Mrs. 

Mrs.    Baird,    Haynes Charlotte  Mrs. 

Mrs.    Baker,    Lenox   D Durham  Mrs. 

Mrs.  Baker,  T.  W Charlotte  -Mrs. 

Mrs.  Baldwin,  W.  E Whiteville  Mrs. 

Mrs.   Ballard,   Claude   Kinston  Mrs. 

Mrs.  Ballew,  J.  R Raleigh  Mrs. 

Mrs.  Barbee,  G.  S.„.. Zebulon 

Mrs.   Barder,  R.   L Lenoir  Mrs. 

Mrs.  Bardin,  R.  M Wilson  Mrs. 

Mrs.   Barefoot,    Fred. .Wilmington  Mrs. 

Mrs.  Barefoot,  G.  B...Wilmington  Mrs. 
Mrs.  Barefoot,  Sherwood  W. 

Greensboro  Mrs. 

Mrs.  Barker,  C.  S ...New  Bern  Mrs. 

Mrs.  Barrett,  J.  M Greenville  Mrs. 

Mrs.   Barrier,   H.   W Concord  Mrs. 

Mrs.  Barron,  A.  A Charlotte  Mrs. 

Mrs.  Basnight,  T.  G Greenville  Mrs. 

Mrs.  Baxter,  O.   R.... Matthews  Mrs. 

Mrs.  Baylin,  George Durham 

Mrs.  Beach,  C.  M Madison  Mrs. 

Mrs.  Beard,  G.  C... Atkinson  Mrs. 

Mrs.   Beasley,  E.  B. Fountain  Mrs. 

Mrs.    Beavers,    C.    L... Greensboro 

Mrs.   Beavers,  W.   0... Greensboro  Mrs. 

Mrs.  Beckwith,  C.  P.  Mrs. 

Roanoke  Rapids  Mrs. 


Belcher,  C.  Davis 

Spruce  Pine 

Belk,   Geo.   W. Gastonia 

Bell,   Erick   Wilson 

Bell,  L.   N Montreat 

Bell,  O.  E Rocky  Mount 

Bell,  Spencer  A. 

Hamptonville 

Bellows,  R.  T Charlotte 

Belton,  J.  F...Winston-Salem 
Benbow,  E.  V... Walnut  Cove 

Bender,  J.  J Red   Springs 

Bender,  J.  R. 

Winston-Salem 
Bennett,  E.  C. 

Elizabethtown 

Benson,  N.  0 Lumberton 

Bentley,  J.  G Pores  Knob 

Benton,   George,  Jr. 

Goldsboro 
Benton,  George,  Sr. 

Fremont 
Benton,  Wayne  J. 

Greensboro 

Berry,  J.  W Bakersville 

Berryhill,  Reece.. Chapel  Hill 

Best,  Glenn  E Clinton 

Best,  James   E... Greensboro 

Bethel,  M.  B.__.. Charlotte 

Biggs,  J.  I Lumberton 

Billings,  G.  M.....Morganton 

Bird,  I Greensboro 

Bittinger,  C.  L Statesville 

Bizzell,  Edward. ...Goldsboro 
Bizzell,  Malcolm. ...Goldsboro 

Black,  J.   R Whiteville 

Black,    P.A.L Wilmington 

Blackshear,  T.  J Wilson 

Blackwelder,  Verne.. ..Lenoir 

Blair,  J.   L Gastonia 

Blair,  J.   S Gastonia 

Blalock,  B.  K Charlotte 

Blanchard,  I.  T. 

Elizabeth    City 
Blanchard,  T.  W...Hobbsville 

Bland,  Chas.  A Louisburg 

Blow,  R.  B Weldon 

Blue,  Waylon  Sairford 

Bolus,   Michael Raleigh 

Bond,  George  F Bat  Cave 

Bond,  J.  P. Gastonia 

Bonner,  K.  P.  B. 

Morehead  City 

Bonner,   0.   B High  Point 

Boone,  Waldo Durham 

Bostic,  W.  C Forest  City 

Bowers,  M.  A. 

Winston-Salem 

Bowles,  Norman Durham 

Bowman,  E.  L Lumberton 

Bowman,   H.    E Aberdeen 

Boyce,  O.  D Gastonia 

Boyette,  D.  P ...Kinston 

Brabson,  J.  A Charlotte 

Bradford,  G.  E. 

Winston-Salem 
Bradford,  W.   B..... Charlotte 

Bradford,  W.   Z Charlotte 

Bradshaw,  H.  H. 

Winston-Salem 

Brady,    C.   E Robbins 

Branaman,   Guy Baleigh 

Brandon,  H.  A Yadkinville 


Mrs.   Brandon,  William   R. 

Statesville 
Mrs.  Brantley,  Julian,  Jr. 

Rocky  Mount 
Mrs.  Brantley,  Julian,  Sr. 

Rocky  Mount 
Mrs.  Bratten,  P.  D. 

Winston-Salem 
Mrs.   Breeden,   Wm.   H. 

Fayetteville 
Mrs.  Brenizer,  A.  G.,  Jr. 

Charlotte 

Mrs.  Brian,  Earl  W Raleigh 

Mrs.  Bridger,  D.  H...Blandenboro 

Mrs.   Briggs,   H.   H Asheville 

Mrs.  Brinkhous,  Kenneth  W. 

Chapel  Hill 

Mrs.  Brinkley,  H.  M Durham 

Mrs.   Brinn,   T.  P Hertford 

Mrs.  Bristow,  C.  O Rockingham 

Mrs.  Britt,  J.  N..__ Lumberton 

Mrs.  Brockmann,  Harry 

High  Point 
Mrs.  Brooks,  E.  B. 

Winston-Salem 

Mrs.  Brooks,  F.  P Greenville 

Mrs.   Brooks,   R.   E Burlington 

Mrs.  Brookshire,  H.  G.,  Jr. 

Asheville 
Mrs.  Broun,  M.  S. 

Roanoke  Rapids 

Mi-s.  Brouse,  I.  E Wilmington 

Mrs.   Brown,   C.   R Goldsboro 

.Mrs.   Bro^vn,  Charlie Hamlet 

Mrs.   Brown,   Frank   R. 

Greensboro 

Mrs.   Brown,   G.  W Raeford 

Mrs.   Brown,  Ivan   W Durham 

Mrs.  Brown,  J.  A Cleveland 

Mrs.  Brown,  K.  D Asheville 

Mrs.   Brown,   V.   E Williamston 

Mrs.  Bryan,  A.  Hughes 

Chapel  Hill 
Mrs.   Buckner,   J.   M...Swannanoa 

Mrs.  Buffalo,  J.  S Garner 

Mrs.   Bugg,   C.   R Raleigh 

Mrs.  Bugg,  Everett  I.,  Jr. 

Durham 

Mrs.   Buie,   R.   M ...Greensboro 

Mrs.   Bulla,  A.   C Raleigh 

Mrs.   Bullitt,  J.  B Chapel  Hill 

Mrs.  Bullock,  D.  D Bowland 

Mrs.  Bullock,  Ernest. .Wilmington 

Mrs.  Bundy,  J.  B LaGrange 

Mrs.   Bundy,   W.   L. 

North  Wilkesboro 

;\Irs.   Bunn,   David Pembroke 

Mrs.    Bunn,   James Battleboro 

Mrs.  Bunn,  R.  W... Winston-Salem 

i\Irs.   Burdette,   F.   M Southport 

Mrs.  Burton,  C.  N Asheville 

Mrs.  Burwell,  John  C... Greensboro 

Mrs.   Busby,  G.  F Salisbury 

Mrs.   Byerly,  J.  H Sairford 

Mrs.  Byerly.  W.  G Lenoir 

Mrs.  Byi-d,  Chas Dunn 

Mrs.  Bvrd,  W.  C McCain 

Mrs.   Bvi-nes,   T.   H Charlotte 

Mrs.   Caldwell,  Robert 

Mount  Airy 
Mrs.  Callaway,  J.  Lamar. .Durham 
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Mis.   Cannon,   Eugene  B.  ;\Ivs. 

Asheboro  Aii-i. 

jMrs.  Cardwell,  Willard  Mrs. 

Greensboro  Mrs. 

Mrs.  Carpenter,   C.   C.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Carpenter,  F.  L Statesville  Mrs. 

Mrs.  Carrington,  George  Mrs. 

Burlington  jvii-g 

Mrs.  Carroll,  F.  W. Hookerton  Mrs'. 

Mrs.    Carter,    Bayard Durham 

Mrs.  Carter,  P.  C Madison  Mrs. 

Mrs.  Casstevens,  J.  C.Clemmons 

Mrs.   Casteen,   Kenan. ..Leaksville  Mrs. 

Mrs.  Cathell,  E.  J Lexington  Mrs. 

Mrs.  Caveness,  Z.  M. Raleigh  Jlrs. 

Mrs.  Caviness,  V.  S Raleigh  Mrs. 

Mrs.  Cekada,  Emil  B Durham  Mrs. 

Mrs.   Chandler,   E.   T Richlands 

Mrs.  Chandler,  W.  P...Weaverville  -^Ls. 

Mrs.  Chaplin,   S.   C Columbia 

Mrs.  Chapman,  E.  J Asheville  ^Irs. 

Mrs.  Chapman,  J.  P.,  Jr.  Mrs. 

Asheville  Mrs. 

Mrs.  Cheek,  K.  M. High  Point  Mrs. 

Mrs.    Cherry,   J.    H Asheville 

Mrs.  Chesson,  A.  L Raleigh  Mrs. 

Mrs.   Cheves,   W.   G. Raleigh  Mrs. 

Mrs.  Chiles,  N.  H Jamestown  Mrs. 

Mrs.   Choate,   Glenn Salisbury 

Mrs.   Choate,  Walter Salisbury  Mrs. 

Mrs.  Clark,  Badie  T ...Wilson  Mrs. 

Mrs.  Clark,  Harold  S Asheville  Mrs. 

Mrs.   Clark,   Milton Goldsboro  Mrs. 

Mrs.  Clayton,  Eugene  ...Asheville 

Mrs.   Clement,   D.   B Salisbury  Mrs. 

Mrs.  Cleveland,  P.  B.....Gatesville  Mrs. 

Mrs.   Clinton,  R.   S Gastonia  Mrs. 

Mrs.   Clyatt,   C.   E Denton  Mrs. 

Mrs.  Cobb,  D.  B Goldsboro  Mrs. 

Mrs.  Codington,  H.  A.  -^Irs. 

Wilmington  Mrs. 

Mrs.   Coffev,  J.   C Salisbury 

IMrs.  Cogdell,  David  M.  Mrs. 

Fayetteville  ilrs. 

Mrs.  Coleman,  G.  S Raleigh  -Mrs. 

Mrs.  Combs,  Fielding  Mrs. 

Winston-Salem  Mrs. 

Mrs.   Combs,  J.  J Raleigh  Mrs. 

Mrs.  Cook,  H.  L ...Greensboro  Mrs. 

Mrs.  Cook,  Joseph  L.  iMrs. 

Winston-Salem  Mrs. 

Mrs.   Cook,   W.   E Favetteville  Mrs. 

Mrs.  Cooke,  G.  C... Winston-Salem  ^Irs. 

Mrs.    Cooke,   Q.    E...Murfreesboro  Mrs. 

Mrs.  Cooley,  S.   S.  Mrs. 

Black  Mountain  Airs. 

Mrs.  Cooper,  A.  Derwin. Durham  Airs. 

Mrs.  Coppridge,  William  M.  ^Irs. 

Durham  Airs. 

Airs.  Corbett,  C.  L Dunn  Airs. 

Airs.   Corpening,   O.  J.  Airs. 

Granite  Falls  Airs. 
Airs.  Corpening,  Wm. 

Granite    Falls       Airs. 
Airs.    Covington.   Furman  Airs. 

Thomasville  -^Irs. 

Airs.  Covington,  J.  AI.  C.  -^Irs. 

Roanoke  Rapids       Airs. 

Airs.  Cox,  G.  S Tabor  City       Mrs. 

Mrs.  Cox,  Wm.  F...Winston-Salem       Airs. 

Airs.    Cozart,    B.   F Reidsville       Airs. 

Airs.  Cozart,  W.   S.  ^Mrs. 

Fuquay  Springs       Airs. 

Mrs.   Cranmer,  J.   B... Wilmington       Airs, 

Mrs.  Cranz,  Oscar  Kinston       Airs. 

Airs.  Craw-ford,  W.  J Goldsboro       Airs, 


Creadick,  Robert Durham  Airs. 

Credle,  C.   S Colerain  Airs. 

Creech,  L.  U High  Point  Airs. 

Crescenzo,  Victor. .Reidsville  Airs. 

Crisp,  S.  M. Greenville  Airs. 

Crissman,  C.  S Graham  Airs. 

Croom,  A.  B High  Point  Airs. 

Croom,   R.   D Maxton  Airs. 

Cross,  A.  R High  Point  Airs. 

Crouch,  A.   M.,  Jr.  Airs. 

Wilmington  Airs. 

Crouch,  A.   Ai.,   Sr.  Mrs. 

Wilmington  Mrs. 

Crouch,  T.  D... Stony  Point  Mrs. 

Crow,   S.   L..... Asheville  Mrs. 

Crowell,  J.  A Charlotte  Mrs. 

Crump,  Curtis  Asheville 

Grumpier,  A.   S.  Airs. 

Fuquay  Springs 

Grumpier,  J.  F.  Mrs. 
Rocky  Mount 

Cubberely,   C.  L AVilson  Mrs. 

Cummings,  AI.  P. ..Reidsville  Mrs 

Currie,   D.   S Parkton 

Cutchin,   Henry  Airs. 

Roanoke  Rapids  Airs. 

Cutchin,  J.  H Whitaker  Mrs. 

Dalton,  H.  M Kinston  Mrs. 

Dalton,  W.  N. 

Winston-Salem  Airs. 

Daniel,  W.  E Charlotte  Airs. 

Daniels,  R.  E Asheville 

Daniels,  R.  L New  Bern  Mrs. 

Daughtridge,  A.  L.  Mrs. 

Rocky  Alount  Mrs 

Davidian,  V.  A Smithfield  Airs. 

Davis,    C.   B Wilmington  Airs. 

Davis,    C.    C Wilmington  Airs. 

Davis,  J.  J Morganton  Airs. 

Davis,  Philip  B...High  Point  Airs. 

Davis,  AV.  H... Elizabeth  City  Mrs. 
Dawson,  J.  N. 

Lake   Waccamaw  Airs. 

Deans,  A.  AV. ...Battleboro  Airs. 

Deaton,  Paul  AI... Statesville  Airs. 

DeCamp,  A.  L Charlotte  Airs. 

Dees,   D.   A Bayboro  Airs. 

Dees,    Rigdon Greensboro  Mrs. 

Dewar,  W.  B Raleigh  Airs. 

Dick,    MacDonald...  Durham  Airs. 

Dickie,  J.  W. Wilmington  Mrs. 

Dickinson,  Kenneth. .Raleigh  Mrs. 

Dickson,   M.   S Burlington  Airs. 

Dillard,   Geo.,   Sr Draper  Mrs. 

Dixon,  G.  G Ayden  Mrs. 

Dixon,  W.  H... Rocky  Mount  Airs. 

Doffermyre,  L.  R Dunn 

Donnelly,  G.  L Asheville  Mrs. 

Dorenbusch,  A.  A. ..Charlotte  Airs. 

Dosher,  W.   S... ..Wilmington  Airs. 

Dowling,  J.   D... Alount  Olive  Airs. 

Drake,   B.   M Wentworth  Airs. 

Drummond,   Chas.   S. 

AVinston-Salem  Airs. 

Duck,  Otis  W Alars  Hill  Airs. 

Duffy,   Bertha New   Bern  Airs. 

Dirffy,   Charles... .New   Bern  Airs. 

Dula,  F.  M Lenoir  Airs. 

Dunn,   R.   B Greensboro 

Durham.   C.   W... Greensboro  Airs. 

Eagle,  James   C Spencer  Airs. 

Earp,   R.   E Selma  Airs. 

Easom.  Herman Wilson 

Eckbert,  W.  E.....Cramerton  Airs 

Edgerton,  G.  S Charlotte  Air 

Eldridge,  C.  P Ralei.eh  Air 

Elfmon,   S.  L Favetteville  Air 


September,   Ut4'.l 

Ellinwood,   Everett. Hickory 

Elliott,   A.   H Wilmington 

Elliott,  G.  D Fair  Bluff 

Elliott,  J.  A Charlotte 

Elliott,  J.  P Apex 

Ennett,  Thomas Beaufort 

Erb,   N.    S Salisbury 

Erickson,  Cyrus  C Durham 

Ervin,  J.  W Morganton 

Erwin,  E.  A.,  Jr...Laurinburg 
Erwin,  E.  A.  Sr...Laurinburg 

Fagan,   P.  J Fairmont 

Faison,   E.    S Charlotte 

Fales,   R.   M AVilmington 

Farmer,   W.   E Asheville 

Farmer,  William  D. 

Greensboro 
Farmer,   Wm.   A. 

Fayetteville 
Farrington,  R.   K. 

Thomasville 
Farthing,  J.  W... Wilmington 
J'earrington,  J.  C.  P. 

Winston-Salem 

Feezor,   C.   N Salisbury 

Feldman,  Leon  H... Asheville 

Felton,   R.   L Carthage 

Ferguson,   George   B. 

Durham 

Ferguson,   R.   T Charlotte 

Ferneyhough,    W.   T. 

Reidsville 

Ferrell,  J.  A ,... Raleigh 

Fetner,  L.  M Lenoir 

Feuer,  A.   L Dallas 

Field.  B.  L ...Salisbury 

Fields,  L.  E Chapel   Hill 

Fike,  Ralph  Wilson 

Finch,  O.  E Raleigh 

Fisher,  E.  W Franklin 

Fisher,  George 

Elizabethtown 
Fitzgerald,  C.   E...Farmville 

Fleming,   Frank Elkin 

Fleming,  Fred  Coats 

Fleming,  L.  E Charlotte 

Fleming,  AI.  I.. .Rocky  Alount 
Fleming,  Ralph  G... Durham 

Flowers,  C.  E .....Zebulon 

Floyd,  A.  G Whiteville 

Flovd,    Hal Fairmont 

Flythe,  W.  H High  Point 

Forbes,    G.    E Laurinburg 

Forbes,   T.   E Beidsville 

Ford,  Fred Maxton 

Forsyth,  Francis 

Winston-Salem 

Foster.  H.  H Norlina 

Foster.  J.  F Sanford 

Foster,   AI.   T Favetteville 

Fowlkes,  W.  M Wendell 

Fox,  Norman  A. 

Guilford  College 

Fox,  P.  G..... Raleigh 

Fox,   R.   E Albemarle 

Franklin,   E.   W Charlotte 

Frazier,  J.  W Salisbury 

Freedman,  Arthur 

Greensboro 
Freeman,  J.  D... ..Wilmington 

Freeman,   AI.  R Bailey 

Freeman,   P.   L. 

Bessemer  City 

.   Freeman,   W.   T Asheville 

Fritz,   O.   G Walkertown 

.  Frizzelle,  AI.  T Ayden 

.   Fulcher,  Luther Beaufort 


September,  1949 
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Mrs.   Fulp,  J.   F Stoneville  Mrs. 

Mrs.  Furgurson,  E.  W.. .Plymouth  Mrs. 

Mrs.  Futrell,  L.  M...Murfreesboro  Mrs. 

Mrs.  Gage,  L.  G Charlotte  Mrs. 

Mrs.  Gardner,  Clarence  E.  Mrs. 

Durham  Mrs. 

Mrs.  Garrard,  R.  L Greensboro  Mrs. 

Mrs.  Garrenton,  C.  T Bethel 

Mrs.   Garvey,  Fred  Mrs. 

Winston-Salem  Mrs. 

Mrs.   Gaul,  J.   S Charlotte  Mrs. 

Mrs.   Gay,  Charles  H.  ..Charlotte  Mrs. 

Mrs.  Geddie,  K.  B High  Point 

Mrs.   Gibbon,  J.   W ...Charlotte  Mrs. 

Mrs.  Gibbons,  J.  J Lenoir 

Mrs.  Gibbs,  N.  M .....New  Bern  Mrs. 

Mrs.  Gibbs,  Stuart... .Rocky  Mount  Mrs. 

Mrs.   Gibson,   F.   D Fairmont  Mrs. 

Mrs.  Gibson,  John  S Gibson  Mrs. 

Mrs.  Gibson,  L.  O Statesville  Mrs. 

Mrs.  Gibson,  M.  R Raleigh  Mrs. 

Mrs.  Gilbert,  E.  L.  Mrs. 

Winston- Salem  Mrs. 

Mrs.   Gilbert,  George Asheville  Mrs. 

Mrs.  Gilmore,  C.  M....  Greensboro  Mrs. 

Mrs.  Gilmour,  M.  T Charlotte  Mrs. 

Mrs.    Glenn,    Channing  Mrs. 

Elizabeth  City  Mrs. 

Mrs.  Glenn,  H.  F Gastonia  Mrs. 

Mrs.  Goodman,  E.  G. Lanvale 

Mrs.  Goodwin,  C.  W. Wilson  Mrs. 

Mrs.  Goodwin,  0.   S Apex  Mrs. 

Mrs.    Gordon,   J.    S Charlotte  Mrs. 

Mrs.  Gorham,  H.  T Nashville  Mrs. 

Mrs.   Gouge,  A.   E Bakersville  Mrs. 

Mrs.   Gouldin,   G.   F Elm   City  Mrs. 

Mrs.  Grady,  Franklin. ...New  Bern 

Mrs.  Graham,  C.  P Wilmington  Mrs. 

Mrs.    Graham,   William. ...Durham 

Mrs.  Grant,  H.  B Rocky  Mount  Mrs. 

Mrs.  Gray,  C.  L..... High  Point  Mrs. 

Mrs.  Gray,  Paul Durham 

Mrs.  Grayson,  C.  S High  Point  Mrs. 

Mrs.   Green,  Garland. ...Mocksville  Mrs. 

Mrs.   Green,  Harold  Mrs. 

Winston-Salem 

Mrs.  Greene,  J.  V Fayetteville  Mrs. 

Mrs.   Greene,  P.  Y Burlington  Mrs. 

Mrs.  Greene,  W.  A Whiteville  Mrs. 

Mrs.   Greenhill,   Maurice. .Durham 

Mrs.  Greenwood,  J.  B Charlotte  Mrs. 

Mrs.   Grier,  J.   C Pinehurst 

Mrs.  Griffin,  L.  W ..Erwin  Mrs. 

Mrs.  Griffin,  Thomas.. ..Troutman  Mrs. 

Mrs.  Griffin,  W.  R Asheville 

Mrs.   Griffis,  John Denton  Mrs. 

Mrs.   Grigg,   W.   W Gastonia 

Mrs.   Crimson,   Keith ..Durham  Mrs. 

Mrs.  Groome,  J.  G .High  Point 

Mrs.  Gunter,  June  U Durham  Mrs. 

Mrs.  Gunter,  Van  W Sanford  Mrs. 

Mrs.   Gwynn,  H.   L Yanceyville  Mrs. 

Mrs.  Haar,  F.  B Greenville  Mrs. 

Mrs.    Haines,    Hilton   D.  Mrs. 

Rockingham  Mrs. 

Mrs.   Hall,  J.   C Salisbury  Mrs. 

Mrs.  Hall,  Moir Elkiii  Mrs. 

Mrs.  Hall,  W.  D...Roanoke  Rapids  Mrs. 

Mrs.  Hamer,  A.  W Morganton  Mrs. 

Mrs.    Hamer,   Douglas Lenoir  Mrs. 

Mrs.  Hamilton,  Alfred Raleigh  Mrs. 

Mrs.   Hamilton,  J.  H Raleigh 

Mrs.   Hammond,   A.   F.,   Jr.  Mrs. 
New  Bern 

Mrs.  Hand,   E.   H Pineville  Mrs. 

Mrs.   Hansen-Pruss,   0.   C.  Mrs. 

Durham  Mrs. 


Harden,  Graham.  Bui-lington 

Harding,   S.   A Mocksville 

Hardman,  E.  F Charlotte 

Hare,  R.   B Wilmington 

Harloe,  J.  B Charlotte 

Harper,  J.  H Snow  Hill 

HaiTell,  George 

Winston-Salem 
Harrell,    Henry  ..Greensboro 

Harrell,   Jack Goldsboro 

Harrell,  W.  F Charlotte 

Harrelson,   R.   C,  Jr. 

Tabor  City 
Harrill,  James 

Winston-Salem 

Harris,  C.  I Williamston 

Harris,   I.   E ...Durham 

Harry,  John  M... Fayetteville 

Hart,   Dervl  Durham 

Hart,  L.   H Apex 

Hart,   O.   J...Winston-Salem 

Hart,  V.  K Charlotte 

Hartman,   B.   H Asheville 

Hartness,  W.  R.,  Jr.. .Sanford 

Harton,  Roman Durham 

Harvey,  W.  W Greensboro 

Haskins,  W.  H Whiteville 

Hatcher,    M.   A Hamlet 

Hatcher,  Sam  W. 

Morehead    City 

Hawes,   G.   A Charlotte 

Hayes,  J.  H. Fairmont 

Haywood,  H.  B Raleigh 

Hedgepeth,  A.  W..  Pinetops 
Hedgpeth,  Carey.  I  .,.nbf.rton 
Hedgpeth,  E.  Mr:; 

C.:.'^'  .■'   mil 
Hedgpeth,  Louten  :.      I'.es 

Lumberton 

Hedrick,  Clvde  Lenoir 

Hedrick,  R.  E. 

Winston-Salem 

Heffner,   Bain Burlington 

Hege,  J.  Roy Concord 

Heinitsh,  Geo. 

Southern  P  n^s 

Helms,  J.  B Morganton 

Hemphill,  C.  H... Highlands 
Henderson,  John  P. 

Jacksonville 
Hendrick,  Harry 

Rutherfordton 

Hendrix,  James Durham 

Henley,  T.  F. 

Winston-Salem 
Henson,    Thomas   A. 

Greensboro 
Herndon,  C.   N. 

Winston-Salem 

Herrin,  H.  K Gastonia 

Herring,  E.  H Raleigh 

Herring,  T.  T Wilson 

Hester,  J.  R ...Wendell 

Hester,  W.  S. Reidsville 

Hiatt,  J.   S.,  Jr McCain 

Hickman,    Harry Lenoir 

Hicks,  L  F. _...Dunn 

Hicks,  V.  M Chapel  Hill 

High,  L.  A Nashville 

Highsmith,    Chas Dunn 

Highsmith,  W.  C. 

Fayetteville 
Hightower,  Felda 

Winston-Salem 

Hill,  M.  D ...Raleigh 

Hinnant,  M Micro 

Hipp,  E.  R Charlotte 


Mrs.   Hitch,  J.   M Raleigh 

Mrs.  Hodges,  H.  H Charlotte 

Mrs.  Hoggard,  J.  T Wilmington 

Mrs.  Hogshead,  Ralph,  Jr. 

Morganton 
Mrs.    Holbrook,   J.    Sam 

Statesville 
Mrs.   Hollister,   W.   F. 

Southern  Pines 

Mrs.  Holloway,  J.  C Durham 

Mrs.  Holmes,  A.  B Fairmont 

Mrs.  Holmes,  George 

Winston-Salem 
Mrs.  Holmes,  H.  F...Stantonsburg 

Mrs.    Holt,    W.    P.... Erwin 

Mrs.  Hooker,  J.   S Wilson 

Mrs.  Hooks,  R.  E St.  Pauls 

Mrs.  Hooper,  J.  W Wilmington 

Mrs.   Hoot,   M.  P Greenville 

Mrs.  Horan,  R.  V Fayetteville 

Mrs.  Horsley,  W.  K ....Belmont 

Mrs.   Houser,   F.   M Cherryville 

;\Irs.  Hovis,  L.  W Charlotte 

Mrs.  Howard,  C.  E Goldsboro 

Mrs.   Howard,   J.   C Cherryville 

Mrs.  Hubbard,  F.  C. 

North  Wilkesboro 

Mrs.  Hudson,  M.  H Valdese 

Mrs.  Hunt,  J.   F Spindale 

Mrs.    Hunt,   J.    S Charlotte 

Mrs.  Hunt,  W.   B Lexington 

Mrs.  Hunt,  W.  Jack....High  Point 

Mrs.  Hunt,  W.  S Raleigh 

Mrs.  Hunter,  J.  P Gary 

Mrs.   Hunter,  W.   B Lillington 

Mrs.  Hunter,  W.   C Wilson 

Mrs.  Huntington,  S.  H. 

Burlington 
Mrs.   Hurdle,   S.   W. 

Winston-Salem 

Mrs.  Huston,  J.  W Asheville 

Mrs.  Ingram,  W.  B Charlotte 

Mrs.   Irmen,   F.   A... Raleigh 

Mrs.  Irwin,  Henderson Eureka 

Mrs.   Ivey,   Henry   B Goldsboro 

Mrs.  Izlar,  H.  L..  Winston-Salem 

Mrs.    Jackson,    M.    V Princeton 

Mrs.  Jackson,  W.  L High  Point 

Mrs.   Jacobs,   P.   J Asheville 

Mrs.  James,  A.  A.,  Jr Sanford 

Mrs.  James,   F.   P. Laurinburg 

Mrs.   Jarman,   F.    G. 

Roanoke  Rapids 
Mrs.  Jennings,  R.  G...Thomasville 

Mrs.  Johnson,  Amos Garland 

Mrs.  Johnson,  C.  T...Red  Springs 
Mrs.   Johnson,   Floyd. ...Whiteville 

Mrs.  Johnson,  Gale  Dunn 

^Nlrs.  Johnson,  George 

Wilmington 
Mrs.  Johnson,  H.  W... Wilmington 

Mrs.   Johnson,   Harry Elkin 

Mrs.  Johnson,  J.   L Graham 

Mrs.   Johnson,   J.   R Dunn 

Mrs.  Johnson,  Paul 

Winston-Salem 

Mrs.  Johnson,  W.  R Asheville 

Mrs.  Johnson,  Wingate 

Winston-Salem 
Jlrs.  Johnston,   G.   Frank 

Winston-Salem 
Mrs.  Johnston,  James  G. 

Charlotte 
Mrs.   Johnston,   William    0. 

Charlotte 
Mrs.   Jonas,  John  F Marion 
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Mrs.   Jones,    Beverly 

Winston-Salem 

Mrs.  Jones,  C.  C - Apex 

Mrs.  Jones,  C.  M Greenville 

Mrs.  Jones,  Craig Shelby 

Mrs.  Jones,   D.   H.,  Jr.. .Princeton 
Mrs.   Jones,   Everett   D. 

High   Point 
Mrs.  Jones,   O.  Hunter.. Charlotte 

Mrs.   Jones,   R.   J Kinston 

Mrs.  Jones,  T.  T Durham 

Mrs.  Jones,  W.  M ....Gastonia 

Mrs.  Joyner,  P.  W Enfield 

Mrs.  Judd,  E.  C — Raleigh 

Blrs.  Judd,  G.  B Varina 

Mrs.  Judd,  J.  M Varina 

Mrs.  Justa,  Sam Rocky  Mount 

Mrs.  Justice,  W.  S Asheville 

Mrs.  Kafer,  Oscar  New  Bern 

Mrs.   Kafer,   Oswald Edwards 

Mrs.   Kavanaugh,   W.   P. 

Cooleemee 

Mrs.  Keiter,  W.  E Kinston 

Mrs.  Keith,  Marion  Y. 

Greensboro 
Mrs.  Kelley,  Douglas 

Winston-Salem 

Mrs.   Kelly,   L.   W Charlotte 

Mrs.  Kelsey,  W.  N. 

Winston-Salem 
Mrs.   Kemp,  Malcolm 

Southern   Pines 

Mrs.   Kendall,   Ben Shelby 

Mrs.   Kendrick,   Chas Lenoir 

Mrs.  Kennedy,  J.  P. Charlotte 

Mrs.  Kennedy,  L.  T Charlotte 

Mrs.  Kent,  Alfred,  Jr. 

Granite  Falls 
Mrs.  Kernodle,  G.  W... Burlington 
Mrs.   Kernodle,   H.   B... Burlington 

Mrs.  Kernodle,  J.  R Burlington 

Mrs.  Kerns,  T.  C. Durham 

Mrs.  Kerr,  Joe Wilson 

Mrs.  Kesler,  Robert  C. 

Greensboro 

Mrs.  Kibler,  W.  H.. Morganton 

Mrs.   Kimmelstiel,   Paul   P. 

Charlotte 

Mrs.   King,  E.   S Shelby 

Mrs.   King,   Edward  Asheville 

Mrs.  King,  Parks  McCombs 

Charlotte 
Mrs.  King,  Robt.  W...Fayetteville 

Mrs.   Kinlaw,   J.   B Rowland 

Mrs:  Kinlaw,  M.  C Lumberton 

Mrs.   Kirby,   W.   R. 

Winston-Salem 

Mrs.  Kirksey,  J.  J Morganton 

Mrs.  Kirksey,  W.  A Morganton 

Mrs.    Kiser,    Glenn Salisburv 

Mrs.    Kitchin,    Thurman 

Wake   Forest 

Mrs.   Kleinman,   David Raleigh 

Mrs.  Kneedler,  W.   H Davidson 

Mrs.  Knight,  F.  L Sanford 

Mrs.   Knight,  W.   P Greensboro 

Mrs.  Knoefel,  A.  E. 

Black  Mountain 

Mrs.   Knox,  J.   C. .Wilmington 

Mrs.   Knox,  John Lumberton 

Mrs.  Knox,  R.  E. Raleigh 

Mrs.    Koonce,    D.    B... Wilmington 
Mrs.   Kornegay,   L.   W. 

Rocky  Mount 
Mrs.    Kornegay,    R.   D. 

Rocky  Mount 
Mrs.  Koseruba,  G.  M... Wilmington 


Mrs.    Kossove,   Irene Charlotte  IMrs. 

Mrs.  Kraycirik,  E.  T...Burlington 

Mrs.  Kroh,  Laird Charlotte  Mrs. 

Mrs.   Kroncke,   F.   G.  Mrs. 

Roanoke   Rapids  Mrs. 

Mrs.   Kutscher,   G.  W Asheville  Mrs 

Mrs.  Kyle,  N.  B Raleigh 

Mrs.   Lackey,  M.  A Archdale  Mrs. 

Mrs.  Lafferty,  J.  O Charlotte  Mrs. 

Mrs.  Lake,  Ralph  C Greensboro 

Mrs.  Lane,  E.  W.,  Jr.. .Morganton  :\Irs. 

Mrs.  Lane,  John Rocky  Mount  Mrs. 

Mrs.  Lane,  M.  E Pinetops  Mrs. 

Mrs.   Lang,  A.   M Morganton  Mrs. 

Mrs.   Lanier,  V.   C Welcome 

Mrs.  Larson,  J.  D _.. Rowland  Mrs. 

Mrs.   Lassiter,  V.   C.  Mrs. 

Winston-Salem  Mrs. 

Mrs.  Lassiter,  W.  H Selma  Mrs. 

Mrs.    Latham,   Marjorie  J.  Mrs. 

New  Bern  Mi-g. 

Mrs.   Laughren,   G Burnsville  lyii-g^ 

Mrs.  Lawrence,  B.  J Raleigh  ]yi,.g_ 

Mrs.    Lawson,    George Graham  j^jj.g' 

Mrs.  LeBauer,  Maurice 

Greensboro  jyjj.g 

Mrs.   Lee,    Mike Kinston  jyjj.g' 

Mrs.  Lee,  T.  Leslie Kinston 

Mrs.   Lennon,   H.   C Greensboro  i\,i^.g_ 

Mrs.   Leonard,  J.   C Lexington 

Mrs.   Lewis,   Clifford   W.  Mrs. 

High  Point 

Mrs.  Lewis,  R.  E.  Mrs. 

North  Wilkesboro  Mrs. 

Mrs.  Liles,  L.  C- Raleigh  Mrs. 

Mrs.   Lindsev,   Bert    G.  Mrs 

Walnut   Cove 

Mrs.  Lindsey,  Robert  B.  Mrs. 

Chapel  Hill 

Mrs.  Little,  H.  L Gibsonville  Mrs. 

Mrs.  Little,  Lonnie  M...Statesville 

Mrs.  Llewellyn,  J.  T...Williamston  Mrs. 
Mrs.  Lock,  Frank. .Winston-Salem 

Mrs.  Logan,  F.  W.  H.  Mrs. 

Rutherfordton  Mrs. 

Mrs.  Lohr,  Dermot Lexington  Mrs. 

Mrs.  London,  A.  H.,  Jr..  Durham 

Mrs.  Long,  B.  L Glen  Alpine  Mrs. 

Mrs.  Long,  Ira  C Goklsboro  Mrs. 

Mrs.  Long,  V.  M... Winston-Salem  Mrs. 

Mrs.   Long,   W.   M Mocksville  Mrs. 

Mrs.  Long,   Zack Rockingham 

Mrs.  Lore,  Ralph Lenoir  Mrs. 

Mrs.    Lott,    Clifton Asheville 

Mrs.  Lounsbury,  J.  B.  Mrs. 

Wilmington 

Mrs.  Lovill,  J.  R Mount   Airy  Mrs. 

Mrs.   Lowery,  J.  R Salisbury  Mrs. 

Mrs.  Lubchenko,  Nick  Mrs. 

Harrisburg 

Mrs.    Lupton.    C.    C Greensboro  Mrs. 

Mrs.   Lutterloh,    Hayden.. Sanford 

Mrs.    Lyday,   C.   E Gastonia  Mrs. 

Mrs.   Lyday,   Russell   0.  Mrs. 

Greensboro  Mrs. 

Mrs.  Lymberis,  M.  N Charlotte 

Mrs.  Lynn,  C.  K Valdese  Mrs. 

Mrs.   Lyon,   Brockton. .Greensboro 

Mrs.   Macatee,  George,  Jr.  Mrs. 

Asheville 

Mrs.  MacDonald,  J.  K... Charlotte  Mrs. 

Mrs.  Mackie,  G.  C.Wake  Forest  Mrs. 

Mrs.  MacMillan,   E.   A.  Mrs. 

Winston-Salem  Mrs. 
Mrs.  MacNider.  Wm.  deB. 

Chapel  Hill  Mrs. 


Maddrey,  M.  C. 

Roanoke   Rapids 

Malone,    H.    B Morganton 

Maness,  A.   K Greensboro 

Mann,  I.  T. High  Point 

Manning,  Isaac  H.,  Sr. 

Chapel  Hill 
Manning,  Isaac  H...Duiham 
Marlowe,  W.  A. 

Walstonburg 
Marr,  J.   T... Winston-Salem 

Marr,  M.  W Pinehurst 

Marsh,  F.   B Salisbury 

Marshall,  James 

Winston-Salem 
Martin,  Ben.Winston-Salem 

Martin,  Wm.  F Charlotte 

Mason,    Manly Newport 

Massey,  C.  C Charlotte 

Matheson,  J.  G Ahoskie 

Matheson,  R.  A Raeford 

Mathews,  James  H Oteen 

Matros,  H.  N Asheville 

Matthews,  Vann  M. 

Charlotte 
Matthews,  W.  M...Leaksville 
Matthews,  Wm.   C. 

Charlotte 
Maurice,   Mary  Alice 

Gastonia 
Mauzy,   Hampton 

Winston-Salem 

Maxwell,  C.  E Beaufort 

Mayer,   W.   B Charlotte 

McAdams,  C.  R Belmont 

McAdams,   C.   R.,  Jr. 

Charlotte 
McAllister,  H.  M. 

Lumberton 
McBryde,  Angus  M. 

Durham 
McCain,   P.   P. 

Southern  Pines 

McCain,  W.  K High  Point 

McCall,  W.  H Asheville 

McCampbell,   J.   W. 

Morganton 
McChesnev.  W.  W. -Gastonia 

McClees,   E.   C Elm   City 

McConnell,  H.  R Gastonia 

McCracken.  Joseph  P. 

Durham 
McCuiston,   A.    M. 

Mount    Olive 
McCutchan,   Frank 

Salisbury 
McCutcheon,  W.  B.. .Durham 

McDonald,  A.  M Charlotte 

McDonald.  R.  L. 

Thomasville 
McDowell,  H.   C. 

Winston-Salem 

McDowell.  R.  H Belmont 

McDowell,   W.    K Tarboro 

McEachern,  D.  R. 

Wilmington 
McFayden,  O.  L.,  Jr. 

Fayetteville 
McGavran,   E.   G. 

Chapel  Hill 
McGee,  D.  M.  P..  Morganton 

McGee,  J.  M. Greensboro 

McGee,  R.  L Raleigh 

McGowan,  Joseph  F. 

Asheville 
McGrath,   F.   B... Lumberton 


September,   1949 


ROSTER  OF  AUXILIARY  MEMBERS 


525 


Mrs.    Mcliityre,    Stephen  Mrs 
Lumberton 

Mrs.  Mclver,  Lynn Sanford  Mrs, 

Mrs.   McKav,    Clinton   H. 

Charlotte  Mrs, 

Mrs.  McKav.  Hamilton  W.  Mrs, 

Charlotte  Mrs, 

Mrs.   McKav,   Robert   W.  Mrs. 

Charlotte  lUrs, 

Mrs.   McKay,   W.   P..-Fayetteville  Mrs, 

Mrs.   McKee,  J.   S Morganton  Mrs, 

Mrs.  McKee,  Lewis  M Durham  Mrs. 

Mrs.  McKenzie,  B.  W..... Salisbury  ^virs, 

Mrs.   McKenzie,   Nash. .Albemarle  ^wrs, 

Mrs.  McKnight,  R.  B Charlotte  -"I's. 

Mrs.   McLain,  J.   E. ...Wilson 

Mrs.    McLaughlin,    C.    S.,    Sr.  Mrs, 

Charlotte 

Mrs.  McLean,  A.  A.,  Jr Lenoir  ^ii's. 

Mrs.  McLean,  E.  K Charlotte 

Mrs.  McLean,  Peter.. ..Laurinburg  ^Irs. 
Mrs.  McLelland,  W.  D. 

Mooresville  Mrs. 

Mrs.  McLeod,  J.  C Goldsboro  -^iis. 

Mrs.  McLeod,  J.  H.....Fayetteville  -*iis. 

Mrs.   McMahan,  D.  P...Leaksville  -'"s- 

Mrs.  McMahon,  F.  J Asheville  ^^^I's- 

Mrs.  McManus,  H.  F Raleigh  -^J-i's. 

Mrs.  McMillan,   R.  D.  Mrs. 

Red  Springs  *^i's. 
Mrs.   McMillan,   R.   L. 

Winston-Salem  Mrs. 

Mrs.  McMillan,  R.  M Pinehurst  Mrs. 

Mrs.  McNeill,  C.  A.,  Jr Elkin  Mrs. 

Mrs.   McNeill,  J.  H. 

North  Wilkesboro  Mrs. 

Mrs.  McPheeters,  S.  B.  Mrs. 

Goldsboro  Mrs. 

Mrs.  McPherson,  C.  W.  Mrs. 

Burlington  Mrs. 

Mrs.  McPherson,   S.  D Durham 

Mrs.   .McQuire,   M.  J. ..Laurinburg  Mrs. 

Mrs.   McRae,  C.   F Buriisville  Mrs. 

Mrs.    McRae,   Donald Asheville  Mrs. 

Mrs.  Meade,  Forest Statesville  Mrs. 

Mrs.   Mebane,   W.   C.Wilmington  Mrs. 

Mrs.  Medlin,  L.  M Tabor  City  Mrs. 

Mrs.  Mees,  T.  H Lumberton  Mrs. 

Mrs.   Melchior,   George Wilson 

Mrs.  Menefee,  E.  E.,  Jr.. .Durham  Mrs. 
Mrs.  Menzies,  H.  H. 

Winston-Salem  Mrs. 
Mrs.  Merritt,  J.  Fred..Greensbci-o 

Mrs.  Metcalf,  L.  E .A.shf-ville  Mrs. 

Mrs.  Mewborn,  J.  M.....Farmville  Mrs. 

Mrs.    Meyers.   Paul Kinston 

Mrs.   Milam,  C.  G Hamlet  Mis. 

Mrs.   Miller,   H.   R Swannanoa  Mrs. 

Mrs.   Miller,   0.   L Charlotte  Mrs. 

Mrs.  Miller,  R.  B ...Goldsboro  -^Irs. 

Mrs.  Miller,  R.  C Gastonia 

Mrs.  Miller,  R.  P Charlotte  Mrs. 

Mrs.  Miller,  W.  E ...Whiteville  Mrs. 

Mrs.  Miller,  W.  H Goldsboro  Mrs. 

Mrs.   Milliken,   J.    S.  Mrs. 

Southern   Pines  ^^Irs. 
Mrs.   Mills,   Charles   R. 

Greensboro  Mrs. 
Mrs.  Mills,  J.   C. 

North  Wilkesboro  Mrs. 
Mrs.   Mills,   Waddell 

Rocky  Mount  Mrs. 

Mrs.  Mitchell,  G.  T Wilkesboro  Mrs. 

Mrs.   Mitchell,   George... Wilson  Mrs. 

Mrs.  Mitchener,  J.  S Raleigh  Mrs. 

Mrs.  Mock,  C.  G Salisbury  Mrs. 

Mrs.   Mock,    Frank   L... Lexington  Mrs. 


Monroe,  D.   Geddie  Mrs. 

Fayetteville  Mrs. 

Montgomery,  J.   C.  Mrs. 

Charlotte  Mrs. 

Moore,  B.  D Mount  Holly 

Moore,   D.   L Greenville  Mrs. 

Moore,  H.  B Graham  Mrs. 

Moore,  Julian Asheville  Mrs. 

Moore,   K.  C Laurinburg  Mrs. 

Moore,  L.  W Beaufort  Mrs. 

Moore,  Oren Charlotte 

Moore,  R  .A. ..Winston-Salem  -Mrs. 

Moore,  R.  L... Bessemer  City  Mrs. 

Moore,  Robert Charlotte  Mrs. 

iUordecai,  Alfred  Mrs. 

Winston-Salem  Mrs. 

xAIorefield,  R.  H.  Mrs. 

Wmston-Salem  Mrs. 

Morehead,  R.  P.  Mrs. 

Winston-Salem  -Airs. 

Morey,   Milton  Mrs. 

Morehead   City  Mrs. 

Morgan,  A.   E... Fayetteville  Mrs. 

Morgan,  B.  E Asheville  Mrs. 

Morgan,   Grady  ....Asheville  Mrs. 

Morgan,  Wm Chapel   Hill  ^^Irs. 

Moriele,  Hunter.... Keidsville  Mrs. 

Morris,  John.. Morehead  City  Mrs. 

Moseley,  Z.  V Kinston  Mrs; 

Murchison,  D.   R.  Mrs. 

Wilmington  Mrs. 

Murnan,  J.  R Charlotte  Mrs. 

Murphy,  G.   W Asheville  Mrs. 

Murray,  E.   C.  Mrs. 

Roanoke  Rapids  Mrs. 

Murray,  R.   L Raeford  Mrs. 

Murray,  W.  G Greensboro 

Myers,  H.   T Lexington  Mrs. 

Nailling,   Richard. .Asheville 

Nalle,  Brodie  C,   Sr.  Mrs. 
Charlotte 

Nance,  C.  L. Charlotte  Mrs. 

Nash,  Fred .....St.  Pauls  Mrs. 

Kaumoff,  Phillip. ...Charlotte 

Neal,  D.  S Charlotte  Mrs. 

Neal,  J.  Walter Raleigh  ^'''S- 

Neblett,  H.  C Charlotte  Mrs. 

Newman,  Harold  H.,  Jr.  Mrs. 

Salisbury  Mrs. 
Newman,  Harold  H.,  Sr. 

Salisbury  Mrs. 

Newsome,   H.   C.  Mrs. 

Pilot  Mountain  Mrs. 

Newton,  H.  L. Charlotte  Mrs. 

Newton,  W.  K.  Mrs. 

North  Wilkesboro  Mrs. 

Nichols,  R.  E.,  Jr Durham  Mrs. 

Nichols,  T.  R. jVIorganton 

Nicholson,  B.  M Enfield  Mrs. 

Nicholson,  N.  G.  Mrs. 

Rockingham  Mrs. 

Nicholson,  Wm.  M...Durham  Mrs. 

Nisbet,   D.   H Charlotte  Mrs. 

Noble,  Robert Raleigh 

Norburn,   Charles..Asheville  Mrs. 
Norfleet,  C.  M. 

Winston-Salem  Mrs. 

Norman,  J.   S.  Mrs. 

Kings  Mountain 

Norment,  William   B.  Mrs. 

Greensboro  Mrs. 

Norris,    Chas.    B... Charlotte  Mrs. 

Norton,   J.W.R... Raleigh  Mrs. 

O'Briant,  A.  L Raeford 

Odom,  Guy  Durham  Mrs. 

Odom,  R.  T...Winston-Salem  Mrs. 

Oehlbeck,  L.  W... Morganton  Mrs. 


Oelrich,  A.  M Sanford 

Offutt,    Vernon Kinston 

Ogburn,  H.  H Greensboro 

Ogburn,   L.   C. 

Winston-Salem 

Oliver,  Adlai Raleigh 

Oliver,  J.  A ....Rockwell 

Ormand,  J.  W Monroe 

Orr,    Charles    C Asheville 

Owen,  Duncan   S. 

Fayetteville 
Owen,  W.  Boyd..Waynesville 
Owens,  Z.  D... Elizabeth  City 

Pace,  K.  B Greenville 

Pace,  S.  E.. Leaksville 

Packer,  L.   L Laurel  Hill 

Palmer,   W.  L. Siler  City 

Palmer,  Y.   S. Valdese 

Papineau,  Alban... Plymouth 

Parker,  H.  R Greensboro 

Parker,  J.  J...Elizabeth  City 

Parker,   J.   W Seaboard 

Parker,   0.   L Clinton 

Parker,  P.  G Erwin 

Parker,  W.  T Fayetteville 

Parks,  W.  C High  Point 

Parrott,  John  A Kinston 

Parrott,  Mercer Kinston 

Paschal,  George ..Raleigh 

Parsons,  L.  J Lumberton 

Parsons,  W.  H ...Ellerbe 

Pate,  A.  H Goldsboro 

Pate,  J.  G Gibson 

Pate,  M.  B St.   Pauls 

Patterson,  Carl  N....  Durham 
Patterson,  F.  M.  S. 

Laurinburg 
Patterson,  Fred  G. 

Chapel  Hill 
Patterson,  Hubert  C. 

Durham 
Patterson.  J.  H... Broadway 
Patton,   W.   H.,   Jr. 

Morganton 

Payne,  J.   A Sunburv 

Peacock,  Roy  M Asheville 

Pearse,  Richard  L... Durham 

Pearson,  H.  0 Pinetops 

Peck,  Harold 

Southern  Pines 

Peck,  W.  M.... McCain 

Peele,  J.  C Kinston 

Pegg,  F.  G... Winston-Salem 
Pendleton,  Wilson..Asheville 
Pennington,  G.  W... Charlotte 

Perry,  D.  R Durham 

Ferryman,  O.   C,  Jr. 

Winston-Salem 
Persons.  Elbert  L... .Durham 

Peters,  D.   B ..Asheville 

Pettus.  W.  H.,  Jr... Charlotte 

Phelps,   J.   M Creswell 

Phifer.   E.   W.,   Jr. 

Morganton 
Phifer,   E.  W.,   Sr. 

MorgantQii 
Phillips,  D.  L... Spruce  Pine 
Phillips,   E.   N. 

North  Wilkesboro 
Phillips,  Edith. ...Morganton 
Phipps,  G.  W... Rocky  Mount 
Pickard,  H.  M... Wilmington 
Pickrell,   Kenneth  L. 

Durham 
Pig-ford,   R.    T... Wilmington 

Pishkoe,   M.   T Pinehurst 

Pittman,   M.  A Wilson 
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Mrs.   Pittman,  R.  L...Fayetteville 
Mrs.  Pittman,  W.  A...Fayetteville 

Mrs.  Pitts,  W.  R -....Charlotte 

Mrs.   Plummer,  David 

Thomasville 

Mrs.   Plyler,   R.   J Salisbury 

Mrs.  Pollock,  Raymond 

New  Bern 
Mrs.  Pool,  B.  B... Winston-Salem 
Mrs.    Pool,   C.   G...Winston-Salem 

Mrs.  Poole,  P.  P Rocky  Mount 

Mrs.  Poole,   M.   B Dunn 

Mrs.  Powell,   C.  J Wilmington 

Mrs.  Powell,  E.   Charles 

Goldsboro 

Mrs.   Powell,   H.   S Gastonia 

Mrs.  Powell,  J.  D Taylorsville 

Mrs.   Powell,   W.   F Asheville 

Mrs    Powers,  F.  P Raleigh 

Mrs    Prefontaine,   E...Greensboro 

Mrs    Presslv,  J.  D StatesviUe 

Mrs.  Pressly,  J.  L Statesville 

Mrs.  Prince,  D.  M Laurinburg 

Mrs.   Prince,   Geo _.._Gastonia 

Mrs.  Printz,  Don Asheville 

Mrs.  Pugh,  C.  H Gastonia 

Mrs.   Putney,   Robert,  Jr. 

Elm  City 

Mrs    Putnev,   Robert,   Sr. 

Elm  City 

Mrs.   Rabold,   Leonard   G. 

Greensboro 
Mrs     Rainey,   W.   T.-.Fayetteville 

Mrs.  Rand,  C.  H Fremont 

Mrs    Rankin,  W.  S Charlotte 

Mrs.  Ranson,  J.  Lester.. Charlotte 

Mrs.  Raper,  J.   S Asheville 

Mrs.  Rapp,  Ira  H Charlotte 

Mrs.  Ray,  Frank  L Charlotte 

Mrs.   Ray,   J.   B Leaksville 

Mrs.  Ray,  0.  L Raleigh 

Mrs.  Reaves,  G.  F Rockingham 

Mrs.   Reavis,   Charles   W. 

Greensboro 

Mrs.  Reece,  John  C Morganton 

Mrs.   Reeser,  A.  W ..Leaksville 

Mrs!  Reeves,  J.  L .Hope   Mills 

Mrs.  Reeves,  Robert  J Durham 

Mrs.  Register,  J.  F Greensboro 

Mrs.   Reid,   C.   Graham. .Charlotte 

Mrs.  Reid,  J.  W Lowell 

Mrs.  Rhodes,  J.  S.. ...Raleigh 

Mrs.   Rhudy,   B.  E Greensboro 

IMrs.  Rhvne.   S.  A Statesville 

Mrs.   Rice,  E.  L Gastonia 

Mrs.    Richardson,   Ernest 

New  Bern 

Mrs.   Richardson,  J.  J. 

Laurinburg 
Mrs.  Richardson,  Wm.  P. 

Chapel  Hill 

Mrs.  Ricks,  L.  E Fairmont 

Mrs    Riddle,  Harry  Gastonia 

Mrs.  Ridge,  Clyde  F...High  Point 

Mrs.   Riggs,   M.   M ..Drexel 

Mrs.  Rigsbee,  John  B. 

Chapel  Hill 

Mrs.   Riner,  C.   R Greensboro 

Mrs.   Roberts,   B,   W Durham 

Mrs.  Roberts,  Louis Durham 

Mrs.  Roberts.  R.  Winston 

Winston-Salem 

!\Irs.  Roberts.  W.  M Gastonia 

Mrs.  Robertson,  Burnsville 

Mrs.   Robertson,   C.  B Jackson 

Mrs.    Robertson,    Edwin    M. 

Durham 
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Mrs.  Robertson,  J.  F... Wilmington 
Mrs.  Robertson,  J.  N. 

Fayetteville 
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Southern  Tuberculosis  Conference 

The  Southern  Tuberculosis  Conference  met  in 
Memphis,  Tennessee,  September  1,5-17.  Among  those 
taking  part  on  the  program  were  Dr.  Norman  F. 
Conant  of  Durham,  Dr.  Ralph  E.  Moyer  of  Oteen, 
and  Dr.  H.  L.  Seay  of  Huntersville.  Dr.  Seay  is  sec- 
retary of  the  Southern  Trudeau  Society,  and  Dr.  H. 
S.  Willis  of  McCain  is  a  member  of  the  executive 
council  of  the  Southern  Tuberculosis  Conference. 


AMERICAN    UROLOGICAL    ASSOCIATION 

Crology  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1000.00  (first 
prize  $500.00,  second  prize  .?300.00  and  third  prize 
$200.00)  for  essays  on  the  result  of  some  clinical 
or  laboratory  research  in  urology.  Competition  shall 
be  limited  to  urologists  who  have  been  in  such  spe- 
cific practice  for  not  more  than  five  years  and  to 
residents  in  urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Uro- 
logical Association,  to  be  held  at  the  Hotel  Statler 
in   Washington,  D.   C,  May  29-June   1,   1950. 

For  full  particulars  write  the  secretary.  Dr. 
Charles  H.  deT.  Shivers,  Boardwalk  National  Arcade 
Building,  Atlantic  City,  N.  J.  Essays  must  be  in 
his  hands  before  February  20,  1950. 


american  association  for  the 

Advancement  of  Science 

This  year's  116th  meeting  of  the  American  Asso- 
ciation for  the  Advancement  of  Science  in  the  Penn- 
sylvania Zone  hotels  of  New  York  City,  December 
26-31,  1949,  is  expected  to  have  the  largest  attend- 
ance in  the  Association's  101-year  history.  All 
seventeen  sections  and  subsections  of  the  AAAS, 
and  some  53  affiliated  societies,  will  have  programs. 
Among  these  are  included  four  sessions  of  papers  on 
research  in  medicine,  to  be  held  in  the  Statler  Hotel. 
Wednesday  and  Thursday,  December  28  and  29. 

Registration  is  $2.00  for  members  of  the  AAAS, 
$3.00  for  non-members.  Those  attending  may  have 
the  advantage  of  the  membership  rate  by  joining 
the  Association  now  or  at  the  meetings.  Anyone  in 
medicine  who  is  particularly  interested  in  either 
scientific  research  or  in  the  broader  aspects  of 
science  and  the  proper  integration  of  science  and 
human  society  is  invited  to  join  the  AAAS. 


National  Society  for  Crippled  Children 
AND  Adults 

Nearly  $6,000,000  was  contributed  through  the 
1949  Eastei'  Seal  campaign  for  service  to  the  na- 
tion's handicapped,  according  to  Gerald  M.  Ungaro 
of  Chicago,  treasure)'  of  the  National  Society  for 
Crippled  Children  and  Adults.  Ungaro  said  that  on 
the  basis  of  returns  received  to  date,  the  1949  drive 
would  result  in  about  a  one  half  million  dollar  in- 
crease over  1948  returns. 


News  Notes  from  the  Department 
of  Defense 

Air  Force   Medical   .Service   Announces  Organization 

Final  reorganization  of  the  Office  of  The  Surgeon 
General,  U.  S.  Air  Force,  has  been  completed,  Alajor 
General  Malcolm  C.  Grow,  The  USAF  Surgeon  Gen- 
eral, announced  recently.  The  Department  of  the  Air 
Force  was  provided  with  its  own  medical  service 
on  May  13  by  direction  of  Secretary  of  Defense 
Louis  Johnson.  The  medical  service  formerly  had 
been  under  Army  control. 

General  Grow  has  named  Major  (Jeneral  Harry 
G.  Armstrong  as  Deputy.  Major  General  George  R. 
Kennei)ack  is  Chief  of  the  Dental  Service,  and  Brig- 
adier General  Dan  C.  Ogle  is  Special  Assistant  to 
The  Surgeon  General. 

Air   Force   Medical   Service    Announces   Civilian 
Interne  Program 

The  U.  S.  Air  Foice  Medical  Service  will  commis- 
sion 300  civilian  physicians  now  serving  as  interns, 
as  first  lieutenants  on  active  duty  with  the  Air 
Foice   Medical   Reserve   Corps. 

Eligible  to  receive  commissions  are  medical  school 
graduates  now  serving  internships  at  approved  hos- 
pitals, who  have  at  least  six  months  of  internship 
remaining.  Physicians  who  are  so  commissioned  will 
serve  two  months  of  active  duty  for  each  month  of 
internship  as  commissioned  members  of  the  Medical 
Reserve  Corps. 

Complete  information  concerning  the  intern  pro- 
gram may  be  obtained  upon  written  request  to  the 
Officer's  Procurement  Branch,  Office  of  the  Surgeon 
General,  Headquarters,  U.  S.  Air  Force,  Washington 
25,  D.  C. 


Federal  Security  Agency 

The  number  of  births  in  the  I'nited  States  for  the 
first  half  of  1949  was  approximately  the  same  as  for 
the  corresponding  period  last  year,  but  somewhat 
below  the  record  first  six  months  of  1947.  A  total 
of  1,706,000  live  births  is  estimated  to  have  been 
registered  from  Januarv  through  June  of  this  vear 
as  against  1,694,000  for  the  first  half  of  1948. 

Latest  available  figures  show  that  the  average 
length  of  life  of  the  people  of  the  United  States  is 
nearly  two  years  above  the  level  reached  in  the 
three  years  just  before  the  war.  White  women,  on 
the  average,  live  longer  than  any  other  single  group, 
leading  white  men  by  more  than  five  years,  Mr. 
Ewing  said.  Average  life  expectancy  for  white 
women  at  birth  is  70.6  years,  while  the  average  for 
men  is  65.2  years. 

The  figures  cited  are  based  on  1947  death  rates 
and  show  a  slightly  higher  life  expectancy  than  in 
1946.  In  that  year,  white  women  had  a  life  expec- 
tancy at  birth  of  70.3  years,  for  the  first  time  ex- 
ceeding the  biblical  "three  score  years  and  ten"  and 
white  men  could  expect  an  average  life  of  (iS.l.  The 
average  for  the  total  population  in  the  United  States 
in  1947  was  66.8,  the  non-white  population  having 
a  lower  but  steadily  increasing  life  expectancy.  The 
figure  for  non-white  women  in  1947  was  61.9  and 
for  non-white  men  57.9. 
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THE  TREATMENT  OF  MYOMA  UTERI 

Robert  A.  Kimbrough,  M.D. 
Philadelphia,  Pennsylvania 


The  majority  of  uterine  myomas  require 
no  treatment.  This  statement  applies  partic- 
ularly to  small,  symptomless  tumors  in  wom- 
en who  are  approaching  or  have  passed  the 
menopause.  Cessation  of  ovarian  function 
is  usually,  though  not  invariably,  followed 
by  regression  and,  in  some  instances,  com- 
plete disappearance  of  small  tumors.  Such  pa- 
tients, however,  must  be  observed  at  frequent 
intervals  in  order  to  detect  any  deviation 
from  the  expected  course  of  events.  For  in- 
stance, a  sudden  increase  in  size  strongly 
suggests  either  benign  or  malignant  degener- 
ation, and  recurrence  of  bleeding  after  the 
menopause  indicates  the  probable  presence 
of  an  associated  endometrial  carcinoma. 

A  similar  plan  of  watchful  expectancy  is 
advisable  in  younger  women  during  the  years 
of  childbearing,  as  many  patients  with  small 
tumors  can  complete  their  families  before 
surgical  intervention  becomes  necessary. 

Because  of  excessive  bleeding,  pain,  pres- 
sure symptoms,  rapid  growth,  and  other  as- 
sociated lesions,  a  large  number  of  patients 
with  myomas  require  treatment.  The  choice 
of  myomectomy,  hysterectomy,  or  i-adiation 
therapy  for  any  given  case  is  dependent  upon 
many  factors — chief  among  them  the  age  of 
the  patient,  her  general  condition,  the  size 
and  location  of  the  tumor,  the  presence  of 
pain,  pressure  symptoms,  the  amount  of 
bleeding,  the  patient's  desire  for  future  preg- 
nancy, and  associated  pathologic  conditions. 

Radiation  Therapy 
The  rationale  of  radiation  therapy,  wheth- 
er given  by  intra-uterine  application  of  ra- 
dium or  by  roentgen  rays,  is  the  induction  of 
the  menopause ;  a  dosage  of  radiation  insuf- 
ficient to  bring  about  cessation  of  ovarian 


Read  before  the   North  Carolina   Obstetrical   and   Gynecolog- 
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function  does  not  affect  the  size  of  the  tu- 
mor, and  rarely  does  it  correct  the  attendant 
abnormal  bleeding. 

Since  diagnostic  curettage  to  rule  out  a 
malignant  lesion  of  the  endometrium  is  a 
prerequisite  to  any  form  of  radiation  ther- 
apy, the  application  of  intra-uterine  radium 
at  the  time  of  curettement,  rather  than  the 
later  use  of  roentgen  rays,  is  the  choice  of 
most  gynecologists.  The  dosage  of  radium 
should  be  approximately  1800  milligram 
hours.  In  our  clinic  96  per  cent  of  patients 
treated  by  this  amount  of  radiation  have  re- 
sponded satisfactorily ;  the  remaining  4  per 
cent  have  required  subsequent  operations  for 
the  relief  of  persistent  symptoms. 

Contraindications 

By  increasingly  strict  observance  of  what 
we  consider  absolute  contraindications  to  the 
use  of  radiation  in  the  treatment  of  uterine 
myomas,  we  have  found  that  the  great  ma- 
jority of  patients  fall  into  the  surgical  do- 
main. The  conditions  which  we  consider  to  be 
indications  for  operative  treatment  are  made 
clear  by  the  following  discussion  of  the  con- 
traindications to  radiation  therapy. 

1.  Youth:  Since  nothing  short  of  a  meno- 
pausal dosage  of  radiation  is  efficacious,  this 
method  of  treatment  obviously  should  be 
avoided  in  women  under  the  age  of  4.5.  Pre- 
servation of  the  childbearing  function  in 
younger  women  is  ideally  served  by  myomec- 
tomy ;  if  hysterectomy  is  unavoidable,  con- 
servation of  ovarian  function  is  highly  de- 
sirable. 

2.  Tumors  larger  than  a  three  months' 
pregnancy:  Radiation  therapy  of  large  tu- 
mors is  contraindicated  for  several  reasons, 
first  among  which  is  the  danger  of  decreas- 
ing the  blood  supply  to  a  tumor  which  is  prob- 
ably     already      undergoing      degenerative 
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changes  incident  to  poor  nutrition.  Accuracy 
of  diagnosis  in  the  presence  of  large  tumors 
is  considerably  handicapped.  Distortion  of 
the  uterine  cavity  by  large  tumors  precludes 
thorough  curettage,  so  that  an  area  of  endo- 
metrial malignancy  might  easily  be  missed. 
While  large  tumors  do  regress  after  radia- 
tion, this  change  is  so  slow  that  the  patient 
does  not  obtain  prompt  relief  from  trouble- 
some pressure  symptoms.  Also,  the  source 
of  radiation  might  well  be  at  too  great  a  dis- 
tance to  effect  castration. 

3.  Presence  of  pain:  Pain  in  association 
with  uterine  myomas  invariably  indicates 
some  complication  ;  carneous  degeneration  in- 
cident to  a  poor  blood  supply,  and  associated 
pelvic  inflammatory  disease  are  common 
causes  of  pain,  both  of  which  contraindicate 
the  use  of  radium.  Endometriosis  is  a  fre- 
ciuent  complicating  lesion,  most  instances  of 
which  are  best  treated  surgically. 

4.  Ptdunc2dated  tumors:  Subperitoneal  pe- 
dunculated tumors  rarely  undergo  proper  re- 
gression after  radiation ;  submucous  tumors 
are  not  infrequently  degenerated,  and  the 
danger  of  adding  to  this  necrosis  precludes 
the  use  of  radiation. 

5.  Fear  of  radiion:  Many  patients  unfor- 
tunately believe,  despite  our  statements  to 
the  contrary,  that  radiation  is  used  only  for 
malignant  conditions;  if  the  patient's  mind 
cannot  be  disabused  of  this  fixed  idea,  the 
use  of  radium  and  roentgen  rays  should  be 
avoided. 

6.  Extreme  nervousness:  While  no  one  can 
predict  with  accuracy  the  reaction  of  any 
woman  to  the  menopause,  it  is  not  unreason- 
able to  believe  that  less  stable  individuals  will 
probably  be  more  profoundly  affected.  In 
this  group  hysterectomy  with  conservation 
of  the  ovaries  is  our  procedure  of  choice. 

7.  Uncertainty  of  diagnosis:  If  one  is  not 
sure  of  the  exact  nature  of  the  pelvic  mass, 
radiation  therapy  might  be  detrimental  to 
the  patient. 

8.  Anemia  out  of  propo)-tion  to  the  blood 
Joss:  We  elect  surgical  treatment  in  those  pa- 
tients whose  anemia  is  more  profound  than 
would  be  expected  from  the  history  of  bleed- 
ing. While  there  is  no  proof  that  hemolysis 
occurs  in  cases  of  necrotic  myomas,  the  rapid 
recovery  from  anemia  after  hysterectomy  in 
such  cases  strongly  suggests  this  possibility. 

9.  Postmenopausal  tumors:  Since  the  ra- 
tionale of  radiation  therapy  is  the  induction 


of  the  menopause,  little  can  be  accomplished 
by  the  use  of  this  method  in  older  women. 
Indeed,  radiation  in  the  dosage  employed  for 
benign  tumors  might  well  mask  the  symp- 
toms of  an  associated  endometrial  carcinoma. 

10.  Rapid  increase  in  size:  A  rapid  in- 
crease in  the  size  of  a  myoma  indicates  either 
benign  degeneration,  usually  carneous,  or, 
more  rarely,  sarcomatous  change.  In  either 
event,  surgical  removal  is  urgently  indicated. 

11.  Associated  endometrial  hyperplasia: 
The  coexistence  of  endometrial  hyperplasia 
and  endometrial  carcinoma  has  been  noted  so 
often  that  one  cannot  escape  the  concept  that 
there  may  be  a  causal  relationship.  Corsca- 
den  has  established  the  fact  that  the  inci- 
dence of  endometrial  cancer  is  more  than 
three  times  as  great  in  women  who  have  been 
treated  previously  by  radiation  for  benign 
hemorrhage  as  in  the  population  at  large. 
The  frequent  association  of  both  endometrial 
hyperplasia  and  cancer  with  uterine  myomas 
is  well  known. 

These  facts,  along  with  strict  observance 
of  the  other  contraindications  to  radiation 
therapy,  have  resulted  in  election  of  the  sur- 
gical approach  in  most  of  our  cases  of  my- 
oma. Radiation  therapy  is  reserved  for  the 
small  group  of  patients  who  are  above  the 
age  of  45,  whose  tumors  are  small,  whose 
only  symptom  is  abnormal  bleeding,  and  who 
for  various  reasons  are  poor  operative  risks. 
The  necessity  for  thorough  diagnostic  cur- 
ettage before  institution  of  treatment  cannot 
be  overemphasized. 

Myomectomy 

Myomectomy  is  the  ideal  procedure  for 
the  young  woman  who  is  anxious  to  preserve 
the  function  of  childbearing.  In  our  clinic 
myomectomy,  rather  than  hysterectomy,  is 
done  in  this  group  if  it  is  technically  possible 
and  if  a  safely  functioning  uterus  can  be  pre- 
served. We  are  inclined  to  doubt  the  wisdom 
of  removing  a  large  number  of  myomas,  leav- 
ing the  uterus  weakened  by  multiple  scars 
with  the  attendant  danger  of  rupture  in  preg- 
nancy and  labor.  Furthermore,  in  such  in- 
stances one  is  likely  to  overlook  seedling  tu- 
mors which  will  probably  lead  to  the  neces- 
sity of  hysterectomy  at  a  later  date.  Except 
in  dealing  with  the  simplest  tumors,  the 
choice  of  myomectomy  must  be  based  wholly 
on  the  intensity  of  the  patient's  desire  for 
future  childbearing. 

Because    of    technical    difficulties    which 


October,   1949 


MYOMA    UTERI— KIMBROUGH 


531 


might  render  myomectomy  impossible  or  un- 
wise, each  patient  should  understand  pre- 
operatively  that  hysterectomy  may  be  neces- 
sary ;  she  must  be  told  also  that  preservation 
of  the  uterus  entails  the  possibility  that  sub- 
sequent hysterectomy  may  be  required. 

Myomectomy  is  rarely  justifiable  after  the 
age  of  35 ;  the  minimal  chance  of  childbeai-- 
ing  in  older  women  cannot  offset  the  in- 
creased morbidity  and  mortality  which  attend 
this  procedure. 

Abdominal 

Although  details  of  the  technique  of  my- 
omectomy will  be  omitted  from  this  discus- 
sion, enumeration  of  a  few  cardinal  princi- 
ples would  seem  to  be  in  order:  (1)  control 
of  bleeding  by  use  of  the  Bonney  clamp  or 
some  other  form  of  tourniquet  on  the  uterine 
vessels  at  the  sides  of  the  uterus;  (2)  enough 
serosa  left  by  the  incision  over  the  tumor 
to  facilitate  closure  of  the  uterine  defect; 
(3)  blunt  dissection  of  the  tumor  from  its 
bed;  (4)  meticulous  hemostasis;  (5)  com- 
plete obliteration  of  dead  space;  (6)  avoid- 
ance of  unnecessary  incisions  by  removal  of 
as  many  tumors  as  possible  through  a  single 
incision;  and  (7)  careful  peritonization  of 
the  uterine  incisions. 

The  choice  of  method  of  delivery  after  my- 
omectomy requires  individualization.  If 
there  are  no  other  obstetric  indications  for 
cesarean  section,  patients  whose  tumors  were 
small  and  superficial  may  be  permitted  vag- 
inal delivery.  If,  however,  the  integrity  of 
the  uterine  wall  is  questionable,  we  feel  that 
cesarean  section  is  advisable.  In  cases  be- 
tween these  extremes,  a  test  of  labor  under 
expert  observation  often  results  in  normal 
delivery.  Difficult  labors  must  be  avoided. 

Vaginal 

The  scope  of  vaginal  myomectomy  is  lim- 
ited to  those  relatively  few  cases  in  which  a 
pedunculated  submucous  tumor  protrudes 
wholly  or  partly  through  the  cervix.  An  oc- 
casional cervical  myoma  is  amenable  to  this 
approach.  Ligation  of  the  pedicle  is  advis- 
able before  excision ;  morcellation  is  a  valu- 
able aid  in  the  removal  of  tumors  which  fill 
.  the  vagina.  As  most  such  tumors  are  necro- 
tic and  infected,  their  removal  should  be 
accomplished  \\'ith  as  little  trauma  as  cir- 
cumstances permit ;  rarely  is  hysterectomy 
advisable  in  combination  with  this  proce- 
dure. 


Hysterectomy 
Abdominal 

Abdominal  hysterectomy  is  performed  in 
approximately  80  per  cent  of  our  patients 
with  myomas  which  require  treatment.  Dur- 
ing the  past  ten  years  the  mortality  rate 
has  hovered  around  1  per  cent;  the  chief 
cause  of  death  has  been  pulmonary  embolism. 

Discussion  of  the  contraindications  to  ra- 
diation therapy  and  to  myomectomy  has  al- 
ready established  our  reasons  for  the  choice 
of  hysterectomy  in  this  large  percentage  of 
cases. 

We  believe  that  the  cervix  should  be  re- 
moved along  with  the  body  of  the  uterus 
unless  its  removal  is  contraindicated  by  the 
general  condition  of  the  patient,  local  condi- 
tions in  the  pelvis,  or  lack  of  skill  and  experi- 
ence on  the  part  of  the  surgeon.  Every  case 
must  be  decided  individually  after  careful 
evaluation  of  the  involved  factors. 

TeLinde  has  found  that  early  cervical  car- 
cinoma was  present  in  1  per  cent  of  cases 
in  which  it  was  not  suspected  preoperatively. 
Approximately  10  per  cent  of  the  reported 
preinvasive  carcinomas  have  occurred  in  cer- 
vices which  appeared  clinically  to  be  normal. 
Unsuspected  endometrial  carcinoma  and  an 
occasional  sarcomatous  myoma  are  addi- 
tional reasons  in  favor  of  total  hysterectomy. 
Although  the  true  incidence  of  subsequent 
carcinoma  in  the  retained  cervix  has  not  been 
established,  there  can  be  no  doubt  that  its 
removal  is  of  absolute  prophylactic  value.  We 
have  found  that  there  is  no  shortening  of 
the  vagina  or  dyspareunia  following  total 
hysterectomy. 

To  offset  the  advantage  of  total  hysterec- 
tomy there  are  obvious  disadvantages  to  its 
routine  adoption.  Removal  of  the  cervix  con- 
sumes additional  time  which  can  be  ill  af- 
forded if  the  patient  is  in  poor  condition. 
Obesity,  complicating  pelvic  inflammatory 
disease,  and  endometriosis  may  render  re- 
moval of  the  cervix  so  difficult  that  the  addi- 
tional risk  is  not  justifiable. 

The  increasing  incidence  of  uretero-  and 
vesico-vaginal  fistulas  is  strong  evidence  that 
the  bladder  and  ureters  are  jeopardized  by 
removal  of  the  cervix.  These  disadvantages 
of  total  hysterectomy  apply  even  to  the  most 
skillful  surgeons,  and  they  become  infinitely 
more  important  in  the  hands  of  less  experi- 
enced  operators. 
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Because  of  these  contraindications  to  re- 
moval of  the  cervix,  only  80  per  cent  of  the 
hysterectomies  in  our  clinic  are  total.  In 
those  cases  in  which  the  cervix  is  retained, 
biopsy  and  local  therapy  are  carried  out  sub- 
sequently ;  we  feel  that  cauterization  and  con- 
ization should  not  be  done  at  the  time  of 
subtotal  hysterectomy,  because  of  the  danger 
of  infection. 

At  a  recent  meeting  of  the  American  Board 
of  Obstetrics  and  Gynecology,  along  with  the 
Associate  Examiners,  there  was  a  tie  vote 
on  the  question  of  the  desirability  of  con- 
serving ovarian  function  in  women  of  40  who 
are  operated  upon  for  benign  uterine  lesions. 
This  vote  is  clear  evidence  of  our  lack  of 
absolute  information  on  this  subject. 

We  are  strongly  of  the  opinion  that  one 
or  both  ovaries  should  be  saved,  in  patients 
with  benign  lesions,  until  the  age  of  45.  Im- 
mediate menopausal  symptoms  are  avoided; 
the  psychological  adjustment  of  the  patient 
is  infinitely  better ;  and  because  of  the  grad- 
ual cessation  of  ovarian  function,  the  subse- 
quent menopause  is  but  rarely  noticeable. 

Vaginal 

Vaginal  hysterectomy  has  a  somewhat  lim- 
ited, but  definite,  place  in  the  removal  of 
uteri  which  are  not  too  large  to  be  delivered 
easily  into  the  vagina.  Myomectomy  and  mor- 
cellation  often  facilitate  the  mobilization  of 
a  uterus  of  border-line  size.  The  removal  of 
large  tumors  pei-  vagina  by  extensive  mor- 
cellation,  particularly  in  nulliparous  women, 
is  a  procedure  which  few  surgeons  can  ac- 
complish as  safely  as  by  laparotomy. 
807  Spruce  Street 


The  importance  of  listening — As  we  gain  more 
experisnce  in  the  treatment  of  functional  illnesses, 
we  come  to  the  realization  that  what  we  say  and 
what  we  do  is  not  nearly  so  important  as  giving  the 
patient  ample  opportunity  not  only  to  air  his  prob- 
lems, but  to  vent  in  a  safe  place — the  physician's 
office — a  good  many  of  his  feelings;  to  say  things, 
to  express  dissatisfactions,  resentments,  and  other 
emotions  that  he  does  not  feel  safe  in  expressing 
anywhere  else  in  the  world  for  fear  of  what  the 
world  may  do  to  him  in  revenge.  If  the  physician 
simply  listens,  and  represents  a  kindly,  possibly 
understanding  individual  who  has  at  least  a  desire  to 
be  helpful,  who  is  not  frightened  by  what  the  pa- 
tient says  or  does,  who  is  not  impatient,  and  who, 
most  of  all,  is  not  going  to  try  to  play  God — if  we 
do  only  that,  we  have  given  the  patient  more  than 
he  is  likely  to  get  any^vhere  else,  from  anyone  else. 
— H.  IVI.  Murdock:  Some  Aspects  of  Treatment  in 
Emotional  Illness,  Wisconsin  M.  J.  48:237  (March) 
1949. 


THE  NORTH  CAROLINA  ACADEMY  OF 
GENERAL  PRACTICE 

President's  Address 

John  R.  Bender,  M.D. 

Winston-Salem 

As  your  president,  it  now  becomes  my  duty 
to  bring  to  you  a  message  from  your  Acad- 
emy. If  you  are  an  American  citizen,  this 
Academy  is  interested  in  you.  If  you  are  a 
physician,  this  Academy  is  for  you  and  de- 
sires your  cooperation  and  support.  If  you 
are  a  general  practitioner,  this  Academy  is 
your  organization,  and  it  needs  you  in  its 
official  membership. 

History  of  the  American  Academy  of 
General  Practice 

Since  this  is  our  first  state-wide  scientific 
meeting,  I  feel  that  you  should  be  informed 
of  some  of  the  progress  your  Academy  has 
made,  and  what  progress  it  hopes  and  ex- 
pects to  make  in  the  future. 

The  American  Academy  of  General  Prac- 
tice was  founded  June  10,  1947,  during  the 
meeting  of  the  American  Medical  Associa- 
tion in  Atlantic  City.  At  that  time  a  small 
group  of  general  practitioners  assembled 
themselves  at  the  Claridge  Hotel  and  labori- 
ously worked  out  a  plan  and  program  for  the 
general  practitioners,  who  were  in  need  of 
some  type  of  organized  strength  then  as 
never  before.  For  two  days  and  nights  this 
group  studied  and  discussed  the  features  and 
practices  of  all  the  different  groups  of  or- 
ganized medicine,  and  from  the  constitutions 
and  by-laws  of  these  organizations  a  consti- 
tution for  this  Academy  was  drafted.  Appli- 
cation forms  were  printed,  and  by  the  time 
the  meeting  of  the  American  Medical  Asso- 
ciation adjourned,  the  American  Academy  of 
General  Practice  had  been  born  and  had  a 
total  membership  of  219  general  practition- 
ers, representing  the  forty-eight  states  and 
the  territory  of  Hawaii.  Four  members  of 
this  founder's  group  were  from  North  Caro- 
lina, and  two  of  them  represent  you  on  your 
Board  of  Directors  today. 

From  this  modest  beginning,  your  Acad- 
emy has  grown  and  has  become,  in  less  than 
two  years,  the  second  largest  group  of  medi- 
cal practitioners  in   this  country,  exceeded 

Read  Ijefore  the  North  Carolina  Chapter  of  the  American 
Academy  of   General   Practice,   Charlotte,    March   28,    1949. 
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only  by  the  American  Medical  Association 
itself.  This  record  growth  in  membership,  if 
it  were  the  only  advancement  made  along 
any  line  of  endeavor,  would  be  satisfactory 
evidence  to  most  of  us  of  the  Academy's  fu- 
ture potentialities  in  organized  medicine. 
The  Academy's  achievements  do  not  stop 
with  growth  alone,  however,  as  anyone  can 
assert  who  attended  with  me  the  national 
meeting  of  the  Academy  in  Cincinnati  earl- 
ier this  month.  Time  will  not  permit  me  to 
tell  you  more  about  this  meeting,  but  I  refer 
you  to  the  New  York  Times  of  March  13  and 
Time  Magazine  of  March  21. 

History  of  the  North  Carolina  Chapter 

I  am  proud  of  the  part  which  your  North 
Carolina  Academy  played  in  the  progress  and 
growth  of  the  American  Academy,  and  I  am 
sure  that  the  officers  ox  the  national  Acad- 
emy are  grateful  to  you  and  to  your  organi- 
zation for  the  activity  shown  in  this  state. 
The  first  meeting  was  held  in  Greensboro  on 
February  22,  1948,  and  in  spite  of  sleet  and 
snow,  approximately  80  physicians  were 
present  at  that  meeting.  By  unanimous  vote, 
the  invitation  of  the  American  Academy  to 
form  a  state  chapter  was  accepted.  After  the 
election  of  a  president,  vice-president,  and 
secretary  for  the  chapter,  the  meeting  ad- 
journed. 

In  March  of  1948,  the  executive  officers 
met  in  Greensboro.  Directors  were  appointed 
for  the  chapter,  one  to  serve  from  each  medi- 
cal district  in  the  state.  The  first  meeting  of 
this  Board  of  Directors  was  held  on  May  2, 
1948,  at  Pinehurst.  At  this  meeting,  the  state 
constitution  and  by-laws  were  read,  ap- 
proved, and  adopted. 

During  the  meeting  of  the  State  Medical 
Society  in  May,  1948,  a  booth  was  main- 
tained for  registration  of  those  physicians 
desiring  membership  in  the  Academy.  About 
65  members  joined  at  that  time.  The  present 
membership  is  186. 

Objectives  of  the  Academy 

Shortly  after  this  chapter  was  organized, 
much  publicity  was  given  it  by  the  press 
and  many  questions  were  asked  by  laymen 
and  physicians  alike.  The  most  frequent 
question  was,  "What  does  the  organization 
propose  to  do,  and  in  what  way  is  member- 
ship beneficial?"  The  objectives  and  pur- 
poses of  the  Academy  are  as  follows : 


"1.  To  promote  and  maintain  high  standards  of 
the  general  practice  of  medicine  and  surgery  in  North 
Carolina; 

"2.  To  encourage  and  assist  young  men  and 
women  in  preparing,  qualifying  and  establishing' 
themselves  in  general  practice; 

"3.  To  preserve  the  right  of  the  general  practi- 
tioner to  engage  in  medical  and  surgical  procedui'es 
for  which  he  is  qualified  by  training  and  experience. 

"4.  To  assist  in  providing  postgraduate  study 
courses  for  general  practitioners,  and  to  encourage 
and  assist  practicing  physicians  and  surgeons  m 
participating  in  such  training; 

"5.  To  advance  medical  science  and  private  and 
public   health." 

Opportunities  and  Responsibilities 
of  Membeiship 

I  can  best  answer  the  latter  part  of  the 
question  frequently  asked — "In  what  way  is 
membership  beneficial?" — by  relating  a  per- 
sonal story. 

Shortly  after  I  began  to  practice  medicine, 
I  was  approached  by  a  man  who  was  solicit- 
ing my  membership  in  the  American  Auto- 
mobile Association.  My  question  to  him  was, 
"What  good  is  this  membership  to  me?" 
After  explaining  the  desirable  features  it 
carried  in  case  of  mishap,  he  closed  with 
this  remark,  "Doctor,  if  you  should  never 
need  it,  it  will  never  be  of  service  to  you." 
That  statement  expresses  my  reaction  to- 
ward membership  in  this  Academy.  If  you 
feel  that  you  do  not  need  representation 
between  you  and  the  American  Medical  As- 
sociation, the  American  Academy  of  General 
Practice,  or  the  federal  government,  that 
you  need  no  further  postgraduate  education 
or  short  medical  seminar  courses ;  that  you 
do  not  want  the  fellowship  and  contacts 
which  this  organization  affords,  then  I  would 
say,  "Doctor,  we  can  be  of  no  service  to  you." 
On  the  other  hand,  if  you  feel  that  you  do 
have  medical  problems  which  you  alone  can- 
not solve  or  correct,  your  Academy  is  willing 
and  anxious  to  have  you  discuss  them,  and 
to  act  as  a  liaison  organization  in  your  be- 
half. 

The  North  Carolina  Academy  has  untold 
opportunities  to  advance  the  general  practice 
of  medicine  in  every  section  of  this  state, 
but  I  would  have  you  remember  that  with 
each  opportunity  there  is  also  a  responsibil- 
ity. By  accepting  the  opportunities,  we  can 
create  a  state-wide  public  relations  commit- 
tee which  will  include  every  individual  mem- 
ber, and  it  is  the  duty  of  every  member  to 
share  these  responsibilities.  In  no  other  way 
can  we  keep  the  practice  of  medicine  in  the 


534 


NORTH   CAROLINA   MEDICAL  JOURNAL 


October,  1940 


hands  of  the  medical  profession  and  restore 
to  physicians  the  honor  and  dignity  Avhich 
they  rightly  deserve,  but  which  they  have 
long  neglected  and  lost. 

Your  Academy  requires  a  minimum  of 
150  hours  of  postgraduate  training  during 
every  three-year  period.  This  requirement, 
which  is  less  than  one  hour  per  week,  causes 
the  general  practitioner  no  hardship,  but 
helps  him  to  acquire  a  reasonable  knowl- 
edge of  the  advancements  made  in  medicine, 
and  at  the  same  time  provides  him  with  a 
much  needed  relaxation  from  his  daily  rou- 
tine. 

"We  the  general  practitioners  must  admit 
to  ourselves  that  the  practice  of  medicine  in 
the  style  of  the  saddle  bag  and  buggy  has 
long  since  passed.  We  have  been  too  willing 
to  leave  progress  and  change  of  style  to  the 
specialists  and  hospitals,  and  have  taken  lit- 
tle part  in  shaping  the  policies  of  organized 
medicine;  yet  we  complain  that  the  special- 
ists and  medical  institutions  have  left  the 
general  practitioners  out  in  the  cold.  This 
situation  is  deplorable,  but  we  must  realize 
that  in  order  to  correct  it,  we  must  first 
correct  ourselves.  If  we  are  to  ask  to  be  al- 
lowed to  practice  in  hospitals,  or  to  have  a 
part  in  the  training  programs  for  our  medical 
students,  interns,  and  nurses,  then  we  should 
be  willing  to  show  those  of  whom  we  would 
ask  such  favors  that  we  have  something  to 
offer  in  return. 

Much  has  been  said  among  the  general 
practitioners  of  this  state  because  we  are 
not  represented  on  the  boards  of  our  state 
institutions,  or  in  the  official  families  of 
our  state  and  county  health  departments. 
Here,  again,  the  fault  is  to  be  found  with  the 
general  practitioners  themselves.  This  organ- 
ization is  most  anxious  to  see  this  state  of 
affairs  corrected,  and  I  am  sure  that  your 
State  Medical  Society,  and  even  the  Governor 
himself  will  be  most  anxious  and  happy  to 
have  any  general  practitioner  serve  on  any 
board  or  committee  for  which  he  is  quali- 
fied and  in  which  he  is  interested. 

Increasing  the  Nvmber  of  General 
Practitioners 
In  the  present  emergency  created  by  the 
lack  of  physicians  in  rural  areas,  the  general 
practitioner  can  do  much  to  help  by  appear- 
ing before  the  pupils  of  rural  high  schools 
and  picking  from  the  student  bodies  desir- 


able young  men  and  women  who  are  mentally 
and  physically  qualified  for  a  career  as  a 
general  practitioner.  Let  those  young  stu- 
dents know  that  you  have  their  interests  at 
heart,  and  that  you  desire  to  see  them  enter 
the  general  practice  of  medicine.  The  medical 
schools  have  already  signified  their  willing- 
ness to  consider  favorably  the  applications 
of  these  rural  students  who  are  mentally 
equipped  to  meet  the  requirements  of  a  medi- 
cal curriculum.  Every  member  of  the  present 
freshman  medical  class  at  the  University  of 
North  Carolina  is  a  citizen  of  this  state  and 
many  are  from  rural  communities. 

While  there  is  much  to  be  said  about  the 
maldistribution  of  general  practitioners 
within  this  state  and  the  excessive  number  of 
specialists  in  ratio  to  general  practitioners, 
this  Academy  has  no  intention  of  subsidiz- 
ing medical  students  and  forcing  them  to 
practice  in  a  community  where  doctors  are 
needed ;  nor  does  it  believe  that  any  pressure 
or  coercion  should  be  used  to  make  anyone 
practice  in  a  locality  where  he  is  incompati- 
ble. I  feel  that  this  should  be  a  matter  of 
individual  choice.  A  federal  grant  or  scholar- 
ship is  not  the  complete  answer,  as  this  mere- 
ly puts  the  medical  student  and  young  grad- 
uate under  a  financial  bond — a  bond  which 
can  only  be  canceled  by  time,  regardless  of 
his  ability  to  practice  good  medicine  or  his 
willingness  to  serve  his  rural  clientele.  This 
is  placing  too  much  responsibility  upon  the 
young  physician  and  requires  nothing  of  the 
community  he  serves. 

It  is  high  time  for  the  rural  towns  and 
communities  to  realize  that  they  have  a  part 
to  play  in  this  program.  If  they  are  to  get 
adequate  medical  service,  they,  too,  will  have 
to  share  a  part  of  the  bui'den.  The  commun- 
ity which  is  unwilling  to  provide  the  physi- 
cian with  a  comfortable  home  in  which  to 
live,  a  pleasant  environment  in  which  to  rear 
his  family,  and  an  adequate  office  or  clinic 
in  which  to  pursue  the  art  of  medical  practice 
has  very  little  right  to  expect  a  young  medi- 
cal graduate  to  come  into  its  midst  and  put 
himself  and  his  services  at  its  disposal. 

This  Academy  has  no  quarrel  with  the  spe- 
cialist or  with  any  branch  of  organized  medi- 
cine. We  need  the  specialist  and  feel  that  the 
specialist  needs  us.  We  are  all  functioning 
parts  of  the  machinery  of  medical  practice, 
and  the  machinery  can  run  more  smoothly 
and  effectivelv  when  we,  as  individuals,  work 
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harmoniously  together.  We  do  not  discount 
the  need  for  specialists  in  every  field  of  medi- 
cine, but  we  do  feel  that  the  hub  of  medical 
practice  is  the  general  practitioner,  and  that 
scientific  research,  medical  education,  and 
special  training  should  revolve  around  this 
hub. 

Conclusion 
The  American  Academy  of  General  Prac- 
tice does  not  expect  to  wield  a  big  stick.  This 
organization  is  first  and  foremost  for  the 
advancement  of  the  general  practitioner  and 
the  general  practice  of  medicine.  I  would 
ask  every  physician,  specialist  or  otherwise, 
to  read  and  re-read  the  Oath  of  Hippocrates ; 
on  the  basis  of  this  oath  we  should  build  our 
structure  and  expand  our  services.  With  such 
a  spirit  of  cooperation  and  service,  we  can 
build  a  broader  and  more  harmonious  under- 
standing among  ourselves  within  the  profes- 
sion, and  between  us  and  the  public.  There  is 
no  place  in  this  Academy,  or  in  the  medical 
profession,  for  the  individual  who  does  not 
deem  it  desirable  to  advance  in  wisdom  and 
grow  in  service  to  his  fellow  man. 


THE  APPLICATION  OF 

PSYCHOSOMATIC  TECHNIQUES  TO 

THE   GENERAL  PRACTICE   OF 

MEDICINE 

Maurice  H.  Greenhill,  M.D. 
Durham 

The  physician  engaged  in  the  general  prac- 
tice of  medicine,  more  than  any  other  worker 
in  the  field  of  medicine,  is  aware  of  the  multi- 
plicity of  factoi's  contributing  to  the  disease 
of  his  patient.  The  nature  of  his  work,  which 
brings  to  him  at  one  time  or  another  all  va- 
rieties of  clinical  states  and  allows  him  con- 
tinuity of  observation  in  the  care  of  family 
groups,  affords  him  the  opportunity  of  deal- 
ing with  these  multiple  factors.  His  vision 
can  therefore  extend  beyond  the  diseased  or- 
gan to  an  awareness  of  the  relative  roles 
played  by  physical,  emotional,  and  social 
stresses  in  the  environment  of  his  patient. 
Upon  the  shoulders  of  the  general  practition- 
er of  medicine  rests  the  burden  of  preventive 
and  curative  medicine  in  this  nation,  and  his 
close  integration  to  the  environment  of  his 
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patients  gives  him  a  broad  and  significant 
approach  to  medicine. 

This  approach  in  modern  times  is  called 
psychosomatic  medicine.  It  is  an  approach 
which  general  practitioners  of  medicine  have 
utilized  for  many  decades.  In  contemporary 
times  Ave  are  beginning  to  complete  the  circle 
from  family  doctor  to  specialist,  back  again 
to  family  doctor.  "Psychosomatic  medicine" 
means  simply  the  consideration  of  the  role 
of  emotional  factors  in  the  disease  process 
of  the  patient.  Pathology  and  the  emotions 
are  related  where  the  physiologic  concomi- 
tants of  emotion  produce  alteration  in  the 
structure  of  an  organ  system.  The  emotions 
in  turn  are  influenced  by  the  social  environ- 
ment of  the  patient  and  by  his  relationship 
with  other  individuals.  A  correlation  of  path- 
ologic, social,  interpersonal,  and  emotional 
factors  exists  therefore  in  the  individual  dis- 
ease. 

There  is  nothing  essentially  new  in  the  psy- 
chosomatic approach  ;  what  is  new  is  the  ex- 
pansion of  knowledge  in  psychosomatic  tech- 
niques. Psychosomatic  techniques  are  the 
methods  utilized  to  evaluate  emotional  and 
social  factors  in  disease.  Whereas  heretofore 
the  general  practitioner  dealt  with  the  emo- 
tional aspects  of  illness  by  intuition,  now 
scientific  research  has  made  it  possible  to 
apply  technical  devices  to  this  subject. 

An  increase  in  knowledge  of  the  chronic 
degenerative  medical  disorders  has  placed 
the  methodology  of  the  nsychosomatic  ap- 
proach on  a  more  scientific  basis.  There  is 
ample  evidence  in  the  literature  to  show^  that 
such  chronic  diseases  as  rheumatoid  arthri- 
tis, essential  hypertension,  gastric  ulcer,  and 
bronchial  asthma,  to  mention  only  a  few,  are 
strongly  influenced  by  the  emotional  state 
of  the  i^atient.  From  these  diseases  we  have 
learned  much  concerning  methods  of  evalu- 
ating the  importance  of  emotional  stresses  in 
the  etiology  and  exacerbation  of  many  dis- 
eases. Moreover,  the  application  of  the  tech- 
niques of  psychotherapy  to  general  medicine 
has  contributed  much  to  an  understanding  of 
the  methods  utilized  in  evaluating  and  treat- 
ing the  emotional  component  of  illness.  This 
approach  is  now  being  called  psychothera- 
peutic medicine. 

Psychotherapy  is  a  form  of  treatment  in 
which  the  relationship  between  doctor  and 
patient  acts  as  the  principal  therapeutic 
agent.  In  this  type  of  therapy  the  physician 
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handles  the  relationship  in  such  a  way  that 
he  enhances  his  influence  over  the  patient  in 
the  direction  of  a  re-educative  process.  The 
methods  of  handling  this  relationship  are 
specific  and  technical.  In  psychotherapeutic 
medicine  the  physician  establishes  and  main- 
tains this  influencing  relationship  by  inter- 
viewing techniques  which  are  not  designed 
to  carry  on  a  formal  type  of  psychotherapy, 
such  as  a  psychiatrist  does  with  a  psychoneu- 
rotic, but  which  are  utilized  to  influence  the 
patient  toward  giving  a  more  compreheiisive 
medical  history  to  include  the  emotional  and 
social,  as  well  as  the  physical,  contributing 
factors. 

Psychosomatic  Techniques  of  Value  to  the 
General  Practitioner 
Let  us  be  more  specific.  The  principal  psy- 
chosomatic techniques  which  are  of  value  to 
the  general  practitioner  are:  (1)  the  inter- 
viewing procedure,  (2)  the  manipulation  of 
the  doctor-patient  relationship,  (3)  the  fo- 
cusing on  emotionally  charged  topics  in  the 
medical  history,  (4)  the  methods  of  finding 
clues  or  leads  into  emotionally  charged  topics, 
and  (5)  the  correlation  of  onset  of  disease 
to  emotional  crisis  in  the  life  of  the  patient. 

Interviewing 

Let  us  consider  first  the  techniques  of  in- 
terviewing. The  physician  is  dependent  upon 
intervieAving  techniques.  He  must  interview 
his  patient  in  order  to  obtain  a  history  and 
in  order  to  gain  reports  of  progress  on  re- 
turn visits.  What  are  correct  interviewing 
techniques  which  afford  the  greatest  returns 
for  the  least  amount  of  time?  As  an  inter- 
viewer, the  physician  can  best  act  as  a  cata- 
lyst to  evoke  relevant  facts  from  the  patient. 
To  operate  most  effectively  as  a  catalyst,  the 
physician  must  be  a  listener  who  himself 
talks  no  more  than  three  tenths  of  the  time. 
If  he  talks  more  than  this,  he  ends  up  more 
often  being  interviewed  by  the  patient  than 
having  the  situation  in  his  control.  Usually 
it  is  not  difficult  to  get  the  patient  to  do 
most  of  the  talking.  It  is  more  difficult  for 
the  physician  himself  to  keep  quiet.  If  he 
keeps  quiet'  and  simply  prompts  the  patient 
to  talk  further  by  repeating  a  jjhrase  or  a 
sentence  of  the  patient's,  he  will  loosen  a 
flood  of  talk.  One  might  think,  of  course, 
that  much  of  this  talk  on  the  part  of  the  pa- 
tient is  irrelevant  and  a  waste  of  time,  but 
such  is  not  the  case.  The  patient  is  usually 


trying  to  tell  the  physician  something  of  the 
utmost  importance,  and  if  the  physician  al- 
lows the  patient  to  talk  about  those  topics 
most  charged  with  emotion,  much  relevant 
fact  will  be  forthcoming. 

Manipulation  of  the  doctor-patient 
relationship 

To  the  patient  the  doctor  has  a  certain 
value.  This  value  in  every  case  fluctuates  as 
the  association  between  the  patient  and  his 
doctor  proceeds.  The  patient  assigns  high 
value  to  the  physician  when  he  first  goes  to 
him,  viewing  him  as  an  authority  and  rely- 
ing upon  his  judgment.  His  estimation  of  the 
physician  will  increase  as  he  is  relieved  of 
symptoms,  and  a  personal  warmth  will  creep 
into  his  feelings.  He  will  consider  his  doctor 
as  a  confidant,  a  support,  an  omnipotent  fig- 
ure who  will  sustain  him  in  times  of  danger. 
He  becomes  dependent  upon  him,  relies  upon 
him,  and  is  willing  to  be  influenced  by  him. 
When  the  patient  is  dependent  upon  his  doc- 
tor and  views  him  with  personal  warmth  and 
without  criticism,  the  doctor-patient  rela^rion- 
ship  is  in  a  positive  phase. 

Commonly,  however,  the  feelings  of  the 
patient  toward  his  doctor  fluctuate.  They 
proceed  by  waves  and  troughs.  At  times 
doubt  may  creep  in,  and  as  symptoms  may 
fail  to  recede,  critical  or  negative  attitudes 
toward  the  physician  may  develop.  If  the 
physician  overlooks  the  patient  as  a  person, 
fails  to  grasp  what  the  patient  is  trying  to 
tell  him,  or  cannot  relieve  his  patient's  anx- 
ieties, the  relationship  becomes  a  negative 
one  and  the  patient  has  more  symptoms, 
withholds  facts,  becomes  more  independent, 
will  not  be  influenced  by  his  doctor,  or  may 
seek  another  physician. 

The  relationship  between  the  doctor  and 
the  patient  involves  also  the  feeling  of  the 
doctor  toward  his  patient.  Patients  are  sen- 
sitive to  the  feelings  of  the  physician  toward 
them.  They  can  quickly  begin  to  move  away 
from  the  doctor  if  they  sense  that  he  is  crit- 
ical or  impatient,  or  has  unkindly  feelings. 

The  doctor's  job  is  to  keep  the  relationship 
in  a  positive  phase.  One  of  the  surest  ways 
of  attaining,  maintaining,  and  enhancing  the 
positive  feelings  of  the  patient  is  for  the 
doctor  to  be  a  listenei',  and  to  focus  upon 
emotionally  charged  topics  so  that  the  pa- 
tient will  unburden  himself  further.  The 
more  the  patient  reveals  to  the  doctor  of  his 
own  personal  intimate  life,  the  more  positive 
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the  relationship  with  the  doctor  becomes.  The 
patient  then  reveals  more  facts  of  the  medical 
history,  is  easier  to  manage  medically,  and 
may  even  lose  his  symptoms. 

Focusing  on  emotionally  charged  topics 

How  does  one  focus  upon  the  emotionally 
charged  topics?  One  watches  for  expressions 
of  feeling,  indicated  by  the  patient's  making 
extremely  positive  statements,  changing  his 
facial  expression,  or  increasing  his  motor  ac- 
tivity; one  listens  for  heightened  intonation 
of  voice  or  change  in  mood.  No  matter  how 
trivial  the  statements  made  by  the  patient 
at  that  time  may  seem  to  the  physician,  he 
must  keep  the  patient  talking  in  that  area. 
With  a  little  prompting  of  this  sort,  he  more 
often  than  not  releases  a  flood  of  talk  from 
the  patient  which  not  only  reveals  facts  but 
intensifies  the  doctor-patient  relationship. 
This  is  what  is  called  "ventilation."  The  pa- 
ient  ventilates  or  airs  bottled  up,  symptom- 
producing  emotions  connected  with  disturb- 
ing topics.  This  is  often  therapeutic.  It  is  up 
to  the  doctor  to  recognize  those  disturbing 
topics. 

Finding  clues  or  leads  into 
emotionally  charged  topics 

Only  a  few  of  the  more  important  clues  or 
leads  given  out  by  the  patient  in  his  exposi- 
tion of  his  history  can  be  mentioned  here. 
One  of  these  is  evidence  of  undue  attraction 
to  another  individual.  This  should  be  fol- 
lowed up  by  a  question  concerning  that  in- 
dividual. The  patient  should  be  sounded  out 
concerning  individuals  who  have  diseases  in 
the  same  organ  system  that  he  does.  This  is 
one  of  the  values  of  the  history  of  familial 
incidence  of  disease.  For  example,  when  an- 
other individual  in  the  family  has  the  same 
complaints  as  the  patient,  that  individual 
is  apt  to  be  of  particular  importance  in  the 
problems  of  the  patient. 

Another  clue  is  strong  or  extravagant 
statements  concerning  another  person.  For 
example,  if  a  woman  states,  "My  husband  is 
the  most  wonderful  husband  in  the  world," 
it  is  likely  that  there  are  problems  concern- 
ing the  husband  which  have  contributed  to 
the  illness. 

Still  another  clue  is  the  significance  of 
the  area  of  the  body  involved  in  the  patient's 
complaints.  A  woman  with  dysmenorrhea, 
abdominal  pain,  menstrual  disturbance,  or 
pelvic   discomfort  may  be  calling  attention 


to  a  marital  problem.  Headache  often  sug- 
gests a  rage  reaction  at  some  one  individual. 
Gastrointestinal  disturbances,  even  gastric 
ulcer,  are  often  associated  with  an  emotional 
reaction  to  the  loss  of  someone  close  to  the 
patient  by  death  or  separation. 

Another  clue  is  a  seemingly  trivial,  incon- 
sequential statement  made  by  the  patient. 
Such  a  statement  may  seem  irrelevant  to  the 
physician,  but  more  often  than  not  it  is  only 
irrelevant  to  the  physician's  own  scheme  of 
taking  the  history,  and  may  be  the  key  which 
unlocks  the  entire  medical  situation.  Physi- 
cians usually  find  these  irrelevant  statements 
annoying  and  time  consuming;  yet  if  their 
significance  is  recognized,  they  are  time 
saving.  Instead  of  interrupting  or  overlook- 
ing such  statements,  the  interviewer  shouia 
let  the  patient  talk  on  about  them,  or  pick 
them  up  and  inquire  about  them.  If,  while  the 
patient  is  describing  his  ulcer  pain,  he  de- 
clares, "The  pain  is  burning  and  intolerable; 
one  Saturday  night  when  I  wasn't  working 
my  M'ife  went  over  to  her  mother's,  and  it 
got  so  bad  I  had  to  call  her  home,"  one  should 
then  say,  "Tell  me  more  about  that."  The  pa- 
tient will  then  probably  unfold  a  marital 
and  in-law  problem.  A  correlation  exists  be- 
tween seemingly  unrelated  statements  which 
appear  so  close  together,  and  the  patient 
shows  the  doctor  this  correlation  sooner  or 
later. 

These  emotional  or  interviewing  clues  are 
not  unlike  other  medical  clues.  The  good  di- 
agnostician is  alert  to  observe  minor  patho- 
logic findings,  such  as  eosinophilia,  icteric 
sclera,  and  occult  blood  in  the  stools.  These 
leads  compel  him  to  begin  to  formulate  a 
tentative  diagnosis  and  to  focus  his  further 
investigation.  The  emotional  clues  are  fol- 
lowed by  the  same  general  process. 

Correlation  of  symptoms  to  emotional  crisis 
An  extremely  important  psychosomatic 
technique  is  the  correlation  of  onset  or  ex- 
acerbation of  disease  with  emotional  crisis 
in  the  life  of  the  patient.  More  often  than 
not  an  acute  emotional  stress  is  one  of  the 
factors  which  contributes  to  the  precipita- 
tion of  the  medical  symptoms.  The  technique 
of  getting  the  correlation  is  a  valuable  tool 
in  diagnosis,  therapy,  and  prognosis.  One 
does  this  mainly  by  listening  for  time  cor- 
relations. 

We  all  know  that  it  is  often  difficult  to 
elicit  the  exact  time  of  onset  of  symptoms. 
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Yet  it  is  important  that  we  attempt  to  do 
so,  and  that  we  remain  alert  for  anything 
the  patient  tells  about  his  recent  experiences 
which  occurred  at  the  time  of  onset  of  the 
symptoms.  Sometimes  we  are  rewarded  on 
the  first  visit;  in  other  instances  the  corre- 
lation becomes  clear  on  a  return  visit.  Often 
we  can  ask  the  patient,  "Was  anything  spe- 
cial happening  in  your  life  at  the  time  your 
symptoms  began?"  and  he  will  tell  us. 

The  same  technique  should  be  applied  to 
the  correlation  of  past  illnesses,  for  this  tells 
us  what  type  of  circumstances  constitute  par- 
ticular stress  for  the  patient,  and  helps  us 
to  evaluate  the  duration  of  the  exacerbation 
and  to  predict  what  will  contribute  to  future 
exacerbations.  Furthermore,  an  awareness 
on  the  part  of  the  patient  that  his  symptoms 
are  correlated  with  emotional  crises  is  often 
therapeutic. 

Application  to  General  Practice 
How  can  these  techniques — the  interview- 
ing process,  the  doctor-patient  relationship, 
the  focusing  on  emotionally  charged  topics, 
the  following  of  emotional  clues,  and  the  cor- 
relation of  exacerbation  with  emotional 
crisis — be  applied  to  the  general  practice  of 
medicine?  Let  us  consider  first  the  taking 
of  the  medical  history.  To  me  this  is  the  most 
essential  part  of  diagnostic  procedure.  No 
matter  how  good  our  techniques  of  physical 
diagnosis  or  how  elaborate  our  laboratory  fa- 
cilities, the  history  of  the  patient  in  reality 
determines  the  diagnosis.  The  general  prac- 
titioner may  realize  this  fact  more  than  any- 
one else.  He  uses  basic  laboratory  techniques, 
but  does  not  become  dependent  upon  the  elab- 
orate clinical  laboratory  to  do  his  work  for 
him.  The  history  and  the  clinical  signs  are 
his  laboratory. 

History  taking 

Psychotherapeutic  medicine  is  a  more 
highly  developed  form  of  history  taking  than 
was  formerly  taught  and  utilized.  It  does  not 
necessarily  mean  the  taking  of  a  longer  and 
more  detailed  history.  It  means  simply  a 
sharpening  of  the  focus  on  what  the  patient 
is  trying  to  tell  us. 

I  would  like  to  offer  this  suggestion.  In 
the  recording  of  the  history  it  is  important 
to  know  why  the  patient  came  to  you  at  that 
particular  time.  To  know  this  often  puts  the 
doctor  on  the  right  track  of  the  patient's  to- 
tal problem.   A  patient  comes  to  you  seem- 


ingly for  relief  of  pain.  Actually  he  may  be 
coming  to  you  for  relief  of  a  stressful  situa- 
tion which  has  caused  the  symptom  of  pain, 
whether  it  be  from  arthritis,  from  an  ulcer 
crater,  or  from  a  diverticulitis  which  has  be- 
come pain-producing  just  at  that  time.  One 
has  to  use  interviewing  technique,  maintain 
a  positive  doctor-patient  relationship,  watch 
for  topics  which  are  charged  with  emotion, 
remain  alert  to  clues,  and  concentrate  on  cor- 
relation to  find  out  why  the  patient  came 
when  he  did.  I  will  give  you  two  examples. 

A  young  woman  came  to  the  hospital  with 
a  moderately  severe  attack  of  Marie-Striim- 
pell  arthritis.  By  the  use  of  psychosomatic 
techniques  it  was  found  that  both  she  and  her 
husband  desired  her  hospitalization  in  order 
to  get  the  doctor  to  make  a  decision  for  them. 
The  husband  wanted  to  re-enlist  in  the  army ; 
the  wife  was  desperately  against  it.  The  wife 
hoped  the  doctor  would  say  that  the  life  of 
an  army  wife  was  unwise  for  a  person  with 
Marie-Striimpell  arthritis.  The  husband  hop- 
ed the  doctor  would  state  that  the  wife's  con- 
dition would  not  preclude  his  enlistment. 
What  a  loss  of  time  it  would  have  been  to 
have  treated  only  the  symptoms  and  to  have 
overlooked  the  cause  of  the  hospitalization! 

A  39  year  old  man  with  an  active  gastric 
ulcer  had  excruciating  epigastric  pain  on  ad- 
mission to  the  hospital.  The  following  day  his 
pain  was  gone,  and  it  did  not  return  during 
his  hospitalization.  There  was  seemingly  no 
rational  explanation  for  this  occurrence.  A 
ten  minute  interview,  using  the  above-men- 
tioned psychosomatic  techniques,  revealed 
that  the  patient's  alcoholic  brother,  whom  the 
patient  detested,  had  brought  himself  and  his 
four  children  to  live  with  the  patient.  The 
patient  could  stand  it  no  longer  and,  as  it 
were,  escaped  to  the  refuge  of  the  hospital, 
where  his  pain  disappeared. 

One  more  point  concerning  history  taking. 
The  patient  will  often  reveal  the  emotional 
precipitating  stress  in  the  first  sentence  of 
the  history.  The  doctor  can  be  alert  to  this 
fact  and  treat  it  as  an  important  clue.  He  can 
then  let  it  develop  by  permissive  interviewing 
in  which  he  listens  and  occasionally  prompts 
the  patient.  For  example,  a  40  year  old  wom- 
an was  hospitalized  for  a  bloody  diarrhea, 
which  was  ultimately  diagnosed  as  mucous 
colitis.  She  was  asked,  "When  did  your  trou- 
ble begin?"  and  answered,  "It  began — let  me 
see — the  night  before  I  went  over  to  say  good- 
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bye  to  my  daughter;  that  was  December  31." 
Why  did  she  have  to  say  something  so  seem- 
ingly irrelevant  as  ".  .  .  before  I  went  over 
to  say  goodbye  to  my  daughter"  ?  It  was  as  if 
the  patient  were  thinking  out  loud,  and  it  was 
significant.  The  physician  simply  said,  "Your 
daughter?"  and  the  whole  story  unfolded. 
The  daughter  was  moving  to  Arizona ;  the 
patient  was  hostile  because  of  this,  and  yet 
very  much  afraid  to  be  left  alone.  The  daugh- 
ter was  expecting  a  baby,  and  the  patient 
had  problems  concerning  this.  Her  husband 
had  committed  suicide  a  year  before,  and  now 
she  would  be  completely  alone.  Most  medical 
patients  will  reveal  situations  such  as  this. 
They  will  ultimately,  if  given  the  chance,  con- 
centrate on  talking  about  such  problems  rath- 
er than  about  their  physical  symptoms. 

A  50  year  old  woman  had  a  microcytic, 
hypochromic  anemia  and  weakness.  She  be- 
gan her  history  thus:  "I  get  so  weak.  The 
first  night  it  happened  I  felt  so  weak  they 
had  to  send  for  my  husband."  Why  did  she 
have  to  be  so  seemingly  irrelevant?  Instead 
of  asking  a  question  from  his  standard  his- 
tory outline,  the  physician  prompted  her  by 
saying,  "Send  for  your  husband?"  The  whole 
story  immediately  unfolded :  The  patient  had 
been  sick  since  her  husband  worked  away 
from  home;  a  marital  problem  had  driven 
him  away,  and  her  fear  of  losing  him  had 
brought  on  anorexia,  malnutrition,  and 
anemia. 

A  43  year  old  hypertensive  began  his  his- 
tory: "I  get  dizzy.  Sometimes  I  get  so  weak 
and  dizzy  I  sneak  home — my  wife  works — 
and  go  to  bed."  Why  did  he  have  to  waste 
our  time  and  say,  ".  .  .  sneak  home"  and  ".  .  . 
my  wife  works"?  He  was  really  trying  to  put 
us  on  the  track.  It  was  very  simple  to  find 
out  what  a  "stew"  he  was  in  because  of  prob- 
lems with  a  mannish  wife  who  competed 
with  his  inordinate  ambition.  He  went  on  to 
tell  us  exactly  that  in  his  own  words. 

In  -these  ways  the  patient  puts  the  em- 
phasis on  what  is  important.  Without  these 
techniques  the  doctor  may  use  his  intuition 
to  read  meaning  into  a  situation,  and  he  may 
be  wrong.  Too  often  the  physician  attempts 
to  explain  a  patient's  symptoms  by  saying, 
"This  patient  has  a  bad  financial  situation," 
when  the  financial  situation  is  not  really  im- 
portant in  the  patient's  immediate  problem. 

I  cannot  emphasize  enough  the  value  of 
correlating  the  time  of  onset  of  symptoms 


with  emotional  crisis  as  a  technique  in  tak- 
ing the  medical  history.  It  is  one  of  the  most 
useful  devices  for  obtaining  an  accurate  his- 
tory. It  is  a  weather  vane  which  tells  at 
once  which  way  the  wind  is  blowing.  A  32 
year  old  man  had  severe  pruritus  scroti  for 
which  he  had  been  treated  by  dermatologists 
for  a  year  without  results.  The  scrotum  was 
edematous,  erythematous,  excoriated,  and 
oozing.  It  was  then  found  that  the  onset  of 
the  disorder  coincided  with  his  wife's  giving 
birth  to  stillborn  twins.  "How  did  you  feel 
about  that?"  he  was  asked.  The  patient  then 
related,  with  much  emotion,  a  story  concern- 
ing his  forced  marriage  to  his  wife  (immed- 
iately after  which  she  had  a  spontaneous 
abortion) ,  his  disdain  for  her,  his  premature 
ejaculations,  severe  headaches,  previous  at- 
tacks of  pruritus  scroti,  and  the  exagger- 
ated antagonism  toward  his  wife  which  had 
been  stirred  up  by  another  unsuccessful  preg- 
nancy. Here  was  the  main  stress  which  pre- 
cipitated the  attack  of  pruritus  and  which 
was  still  operating.  Here  was  a  fuller  and 
more  exact  history  revealed.  And  what  is 
more,  after  this  ventilation  the  condition 
cleared  up. 

Finally,  I  want  to  point  out  that  the  emo- 
tional crisis  connected  with  the  symptom  is 
an  event  which  has  profound  emotional 
meaning  to  the  patient.  The  event  may  be  a 
seemingly  trivial  one  to  the  physician,  but 
that  does  not  matter.  What  it  means  to  the 
patient  is  what  counts. 

Evaluation  of  psijchic  factors  in  disease 

The  physician  in  general  practice  has  to 
evaluate  the  importance  of  the  psychic  fac- 
tors in  a  disease.  This  is  another  application 
of  psychosomatic  technique.  How  may  he  do 
that?  He  of  course  should  weigh  all  the  con- 
tributing factors  —  anatomic,  physiologic, 
bacterial,  metabolic,  and  emotional  —  and 
place  them  in  their  proper  proportions.  He 
can  evaluate  the  importance  of  the  emotional 
factors  in  the  following  ways: 

(1)  The  emotional  factors  are  particular- 
ly important  in  those  cases  in  which  the  on- 
set of  symptoms  can  be  easily  correlated  with 
an  emotional  crisis. 

(2)  Those  patients  with  clinical  signs  of 
autonomic  imbalance,  such  as  hyperhidrosis, 
tremor  of  the  hands,  flushing  of  the  face  and 
neck,  and  so  forth,  are  usually  under  emo- 
tional stress. 

(3)  When  a  patient  has  symptoms  in  sev- 
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eral  areas  of  the  body  in  addition  to  the  main 
complaints  centered  in  one  organ  system, 
emotions  are  playing  a  significant  role. 

(4)  If  the  patient  relates  his  story  hesi- 
tatingly or  too  glibly,  he  is  apt  to  have  emo- 
tional problems. 

(5)  If  the  patient  strongly  attaches  him- 
self to  another  individual  and  identifies  him- 
self with  that  person,  even  having  similar 
symptoms,  emotional  components  to  the  ill- 
ness are  apt  to  be  present. 

Medical  management  of  the  patient 

A  third  application  of  psychosomatic 
technique  to  general  practice  is  in  the  area 
of  medical  management  of  the  patient.  Suc- 
cessful medical  management  depends  on  the 
physician's  ability  consistently  to  influence 
the  patient  to  follow  his  recommendations. 
This  means  that  he  must  allow  the  patient 
to  grow  dependent  upon  him,  and,  as  we 
know,  the  patient  remains  dependent  only  if 
the  doctor-patient  relationship  stays  in  a  pos- 
itive phase. 

Successful  management  also  requires  a  vig- 
ilant watch  for  emotional  upheavals.  When 
the  patient  stops  following  the  prescribed 
course  or  has  an  increase  in  symptoms,  this 
may  signal  an  emotional  crisis.  If  the  physi- 
cian at  those  times  will  let  the  patient  talk 
to  him  for  even  five  minutes,  an  emotionally 
charged  topic  will  often  be  forthcoming.  Even 
such  brief  ventilation  helps  to  dissipate  the 
emotion  and  keep  the  patient  on  an  even  keel. 
The  better  the  physician  knows  his  patient, 
the  easier  it  is  to  pick  up  the  clues  given  by 
that  patient,  and  the  more  quickly  he  can 
be  restored  to  a  stable  management.  A  well 
regulated  diabetic  suddenly  begins  having 
glycosuria.  The  physician  finds  that  the  pa- 
tient has  been  overeating,  and  warns  him. 
The  glycosuria  continues.  He  then  listens  to 
the  patient,  who  states,  "I  shouldn't  eat  like 
that.  My  wife  says  that,  too."  "Your  wife?" 
Then  it  comes  out  that  the  patient  started 
overeating  after  a  quarrel  with  his  wife,  and 
that  matters  are  not  smooth  between  them 
yet.  After  expressing  his  feelings  to  the  phy- 
sician, the  patient  returns  without  difficulty 
to  his  diet.  This  method  may  sound  too  sim- 
ple to  be  true,  but  it  works  like  that  again 
and  again. 

Psjjchotherapy 

Finally,  a  word  about  the  application  of 
psychosomatic  techniques  to   general  prac- 


tice in  terms  of  psychotherapy.  The  general 
practitioner  utilizes  psychotherapy  every 
day.  By  virtue  of  his  broad  approach  to  medi- 
cine and  his  closeness  to  his  patient  and 
patient's  family  over  many  years,  he  learns 
the  importance  of  the  doctor-patient  relation- 
ship, recognizes  the  dependency  of  the  patient 
upon  the  physician,  sees  the  correlations,  is 
alert  to  charged  topics,  and  is  sensitive  to  the 
clues.  He  applies  all  of  this  in  taking  the 
history,  in  evaluating  the  role  of  the  emo- 
tional component  in  disease,  and  in  main- 
taining a  stable  medical  management.  He  has 
often  done  this  largely  by  clinical  judgment. 
I  have  tried  in  this  paper  to  point  out  upon 
what  techniques  this  clinical  judgment  is  ac- 
tually based. 

Of  course  the  physician  may  deliberately 
set  out,  after  making  a  diagnosis,  to  treat  the 
patient  by  more  psychotherapy  and  less  phy- 
sical therapy.  The  same  techniques  are  ap- 
plicable. A  physician  in  the  general  practice 
of  medicine  is  always  doing  some  degree  of 
brief  psychotherapy,  even  in  a  brief  office 
visit.  He  is  relieving  immediate  emotional 
pressure  which  eventuates  in  physical  symp- 
toms by  letting  the  patient  ventilate  his  feel- 
ings in  a  listening-interviewing  technique.  It 
is  not  always  necessary  for  the  physician  to 
advise  the  patient  to  change  his  environment 
or  to  act  for  him  when  the  ventilation  re- 
veals a  difficult  life  situation,  for  most  often 
ventilation  will  free  the  patient  to  find  his 
own  solution. 

The  general  practitioner  also  helps  the  pa- 
tient correlate  symptoms  and  emotional  cri- 
sis. It  is  better  to  let  the  patient  become 
aware  of  these  correlations,  himself,  but  ex- 
planation of  the  correlation  may  be  permissi- 
ble when  the  physician  is  certain  that  the 
patient  has  great  confidence  in  him.  Careful 
timing  is  important,  for  if  the  doctor-patient 
relationship  is  not  yet  positive  enough  the 
patient  will  overlook  the  explanation  or  will 
begin  to  resist  the  doctor's  efforts  to  help 
him.  That  is  also  why  telling  a  patient  some- 
thing as  general  as,  "Your  trouble  is  related 
to  your  emotions,"  often  produces  no  results 
except  to  make  the  patient  angry.  He  is  not 
ready  for  explanation  because  he  is  not  yet 
sure  enough  of  his  relationship  with  the  doc- 
tor. 

Brief  psychotherapy  will  work  only  when 
the  patient  is  very  dependent  on  the  physi- 
cian and  the  physician  is  not  afraid  to  foster 
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that  dependency.  It  may  be  said  that  the  doc- 
tor need  not  fear  that  the  patient  will  become 
overattached  to  him,  for  most  patients  will 
not  allow  this  to  happen.  As  with  ventilation, 
they  v.'ill  work  out  their  own  solution. 

Brief  psychotherapy  is  founded  on  the  cor- 
nerstones of  ventilation,  correlation,  and  de- 
pendency. 

Conclusion 

Psychosomatic  techniques  are  not  mysteri- 
ous. They  are  tangible,  specific  methods 
which  can  be  learned.  Nowhere  are  they 
moi-e  applicable  than  in  the  general  practice 
of  medicine. 


Table  1 

Cancer  Statistics 

(Males) 


CARCINOMA  OF  THE   STOMACH 
Clarence  E.  Gardner,  Jr.,  M.D. 

Durham 

Cancer  of  the  stomach  is  one  of  the  most 
common  and  at  the  same  time  one  of  the 
least  curable  of  all  cancers.  It  therefore  rep- 
resents one  of  the  greatest  problems  in  can- 
cer control  confronting  the  medical  profes- 
sion today. 

In  men  the  frequency  of  gastric  carcinoma 
is  surpassed  only  by  that  of  cancer  of  the 
colon  and  rectum,  and  of  the  skin;  in  women 
it  follows  cancer  in  these  two  sites  and  in  the 
breast  and  female  genitalia  (tables  1  and 
2)"'.  As  a  cause  of  death,  however,  cancer 
of  the  stomach  ranks  first  among  all  cancers 
in  men  and  fourth  in  women.  In  both  sexes, 
it  is  second  only  to  cancer  of  the  colon  and 
rectum  as  a  cause  of  death  in  patients  with 
cancer  (table  S)*^"'. 

Ten  Year  Experience  at  Duke  Hospital 
In  the  ten  year  period  from  1938  to  1947 
inclusive,  272  patients  with  carcinoma  of 
the  stomach  were  seen  at  Duke  Hospital. 
Patients  who  did  not  consent  to  treatment, 
or  in  whom  the  diagnosis  was  not  confirmed 
by  roentgenograms  are  excluded  from  this 
number. 

Of  these  272  patients  70,  or  29  per  cent, 
were  immediately  classified  as  incurable  be- 
cause of  clinically  recognized  metastases  to 
the  liver,  peritoneum,  supraclavicular  nodes, 

From  the  Department  of  Surgery,  Duke  Universit>-  Sclimil  of 
Medicine.  Durham,  North  Cnrolina. 

Re.id  before  the  Second  General  Session,  Medical  Socictr  of 
the  State  of  North  Carohna,   Pinehurst,   May  11,    1919. 

1,  (a)  MacDonald.  E.  J.:  The  Present  Incidence  and  Survival 
Picture  in  Cancer  and  the  Promise  of  Improve<l  rro'-rnosis, 
Bull.  Am.  Coll.  Surs.  :!.'i:T5-93  (June)  19 JS.  (b)  Vital  Sta- 
tistics of  the  United  States  1945,  U.  S.  Government  Print- 
ing Office,  Wa.sbinrton,  D.   C,   1947. 


Incidence 

Mortality 

State   of   Connecticut, 

United  State 

s, 

1935-46 

1945 

Colon  &  rectum 

17.3% 

Stomacli 

18.5% 

Skin 

12.0% 

Colon  &  rectum 

17.8% 

Stomach 

11.3% 

Prostate 

12.9% 

Lip,  tongue, 

Lung 

10.7  7o 

larynx 

10.8% 

Mouth,  lip. 

Prostate 

10.2% 

larynx 

6.7% 

Kidney  &  bladder 

6.4% 

Kidney  &  bladder 

6.1% 

Lung 

6.3% 

Skin 

2.4% 

Table  2 

Cancer  Statistics 

(Females) 


Incidence 

Mortality 

State  of  Connecticut, 

United  States. 

1935-46 

1945 

Breast 

25.3  C't- 

Female  genitalia 

24.3% 

Female  genitalia 

24.5% 

Breast 

18.4% 

Colon  &  rectum 

IS.SOf, 

Colon  &  rectum 

17.1% 

Skin 

7.3% 

Stomach 

10.8% 

Stomach 

5.0% 

Kidney  &  bladder 

3.3% 

Kidney  &  bladder 

2.8% 

Lung 

3.1% 

Lip,  tongue. 

Lip,  tongue, 

larynx 

1.6% 

arvnx 

1.4% 

Lung 

1.3% 

Skin 

1.4% 

or  other  distant  sites.  Of  the  193  who  were 
operated  upon,  116  were  found  to  be  incur- 
able because  of  hepatic  or  peritoneal  metas- 
tases, or  direct  extension  to  adjacent  viscera. 
Palliative  operations,  including  4  resections 
and  20  gastroenterostomies,  were  done  in 
this  group  of  116  patients. 

In  only  77  patients  was  it  possible  to  per- 
form resection  with  the  hope  of  cure.  This 
number  is  40  per  cent  of  the  193  who  were 
operated  upon,  or  28.3  per  cent  of  the  272 
originally  seen.  Of  these  77  cases,  11  had  a 
total  gastrectomy  and  6  had  transdiaphrag- 
matic procedures  for  cardiac  lesions. 

Nine  operative  deaths  (including  2  in  total 
gastrectomies  and  2  in  transdiaphragmatic 
procedures)  occurred  in  these  77  cases,  giv- 
ing an  operative  mortality  of  11.6  per  cent. 
Of  the  group  resected  in  the  first  five  year 


Table  3 

Deaths  from  Cancer  in  the  United 

States  in  1945 

(Both  Sexes) 

Colon  and  rectum 

31,090 

Stomach 

25,832 

Female   genitalia 

21,345 

Breast 

17,133 

Lung 

11,394 

Prostate 

10,145 

Kidney  and  bladder 

8,317 

Lip,  mouth,  larynx 

7,175 

Miscellaneous 

45,063 

Total 


177.464 
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period,  30.7  per  cent  of  those  who  left  the 
hospital  alive  following  resection  lived  five 
years  or  longer.  If  this  incidence  is  main- 
tained for  the  second  five  year  period,  a  five 
year  survival  of  7.6  per  cent  can  be  antici- 
pated for  the  entire  group  of  272  patients. 

These  statistics  are  shown  more  graphic- 
ally in  table  4,  where  it  is  seen  that  in  70  out 
of  every  100  patients  with  cancer  of  the 
stomach  who  present  themselves  in  our  clinic 
the  lesion  has  already  spread  beyond  the 
hope  of  cure.  Of  those  resected,  2  out  of 
every  3  die  of  recurrences  within  five  years. 
These  statistics  are  essentially  the  same  as 
those  published  elsewhere.  In  some  clinics 
the  resection  rate  is  higher  (35  per  cent  at 
Memorial  Hospital  in  New  York  City<-\  43 
per  cent  at  the  University  of  Chicago'-",  50 
per  cent  at  Massachusetts  General  Hos- 
pital**', 52  per  cent  at  the  University  of 
Minnesota'"' ;  yet  in  none  is  the  five  year  sal- 
vage rate  any  higher  (6.6  per  cent  at  the 
University  of  Minnesota,  7  per  cent  at  Mas- 
sachusetts General  Hospital,  7.4  per  cent  at 
the  University  of  Chicago). 

In  no  other  carcinoma  seen  with  equal 
frequency  is  the  five  year  survival  rate  as 
poor  as  in  carcinoma  of  the  stomach.  Yet 
cancer  of  the  stomach  is  curable,  if  it  is  seen 
early  enough  and  resected  widely  enough.  In 
these  two  factors  lies  the  only  hope  for  re- 
ducing the  mortality  from  carcinoma  of  the 
stomach. 

Extension  of  Operative  Procedure 
It  is  improbable  that  further  refinements 
in  operative  procedures  will  have  much  ef- 
fect upon  the  survival  rate  in  carcinoma  of 
the  stomach.  The  mortality  rate  of  the  sur- 
gical procedures  for  resection  is  being  re- 
duced. Carcinoma  of  the  cardiac  portion  of 
the  stomach  has  been  made  accessible 
through  the  combined  thoraco-abdominal  ap- 
proach. Removal  of  wider  areas  of  the  stom- 
ach, including  all  of  the  greater  and  the  gas- 
trohepatic  omentums  as  recommended  by 
Wangensteen"'',  is  generally  practiced.  The 
technique  of  total  gastrectomy  is  now  stand- 
ardized and  has  been  advocated  by  some'"' 

2.  Pack,  G.  T. :  Discussion  of  Paper  by  State,  Moore,  and 
Wansensteen    (5). 

3  Maimon,  S.  N.  anrl  Palmer.  W.  L. :  Gastric  Cancer:  Lapa- 
rotomy. Resectabilitv,  and  Mortality,  Surg.,  Gynec.  & 
Obst.    8.3:490-18  1    (Oct.)    19  16.  ,  „       ^, 

■1.  Welcli.  C.  E.  and  Allen,  A.  W.:  Carcinoma  of  the  Stomacli. 
Ne\v  England  J.   Med.   238:583-539    (April   22)    19-18. 

5.  State,  D.,  Moore.  G.  E..  and  Wanqrcnsteen,  0.  H.:  Carci- 
noma of  the  Stomacli;  A  Ten  Year  Survey  of  Early  and 
Late  Results  of  Surgical  Treatment  at  the  University  of 
Minnesota  Hospital.s,  .T.A.M.A.  135 :2i;2-267    (Oct.  4)    1947. 

f,  Wansensteen,  0.  H.:  The  P.olilem  of  Gastric  Cancer, 
.T.A.M.A.   134:lIin-9    (Aug.   2)    1047.  . 

7.  Longmire,  W.  P.,  Jr.:  Total  G.astrectomy  tor  Carcinoma 
of  the  Stomach.  Surg..  Gvnec.  &  Obst.  81:21-30  (Jan.)   1P47. 


Table  4 

Results  in  T>vo  Hundred  and  Seventy-Two  Cases  of 

Carcinoma  of  the  Stomach  Seen  at  Duke  Hospital 

Between  1938  and  1947 

Out  of  every  100  patients 


.30 

were 

inoperable 

on 
admission 


I 

70 

were 

operated 

upon 


40 

were 

incurable 

at 
operation 


30 

were 

resected 


3 

died 

in  the 

hospital 


27 
survived 


died  of  a 

recurrence 

within 

5  years 


are  living 

after 

5  years 


for  all  carcinomas  of  the  stomach,  though 
this  practice  has  not  met  with  general  favor 
and  probably  never  will  be  adopted.  Ex- 
tremely radical  resections  of  multiple  vis- 
cera, as  advocated  by  Brunschwig'^',  are  pos- 
sible but  are  generally  recognized  as  being 
only  palliative.  Extension  of  the  range  of 
operative  procedures  beyond  those  now  in 
vogue,  and  reduction  of  operative  deaths  be- 
low their  present  level  can  hardly  be  ex- 
pected to  improve  perceptibly  the  five  year 
survival  statistics  in  carcinoma  of  the  stom- 
ach. 

Earlier  diagnosis  and  immediate  and  ade- 
quate surgery  offer  the  only  hope  in  the 
management  of  carcinoma  of  the  stomach. 
Carcinoma  of  the  stomach  is  recognized  as 
a  highly  malignant  lesion.  It  usually  grows 
rapidly  and  spreads  widely.  Unless  it  is  lo- 
cated in  a  place  where  it  causes  obstructive 
symptoms  from  the  start  or  unless  it  ulcer- 
ates and  bleeds,  it  may  cause  few  sj^mptoms 
while  in  a  curable  stage.  Yet  if  it  is  to  be 
cured,  it  must  be  recognized  and  treated 
while  still  a  localized  disease. 

Premaiignunt  Lesions 
One  of  the  means  by  which  early  treat- 
ment of  carcinoma  of  the  stomach  can  be 
attained  is  prompt  surgical  intervention  for 
gastric  lesions  which  are  generally  recog- 
nized as  being  either  premalignant  or  easily 
misdiagnosed. 

S.    Brunschwig,    A.:    Radical    Resections    of    Advanced    Intra- 
Aljdominal  Cancer,  .\nn.  Surg.   122:923-932    (Dec.)    1945. 
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Gastric  ulcer 

There  has  been  much  controversy  over 
the  question  as  to  how  often,  if  ever,  gastric 
ulcers  become  malignant,  since  Mayo's  state- 
ment in  1907'-"  that  gastric  cancer  arose  in 
a  benign  ulcer  in  54  per  cent  of  their  pa- 
tients subjected  to  gastric  resection  for  car- 
cinoma in  the  previous  two  years.  The  most 
modern  statements  on  the  two  sides  of  the 
question  are  those  of  Wangensteen"''  ("There 
can  be  no  doubt  of  the  finality  of  proof  that 
cancer  occasionally  develops  in  a  gastric  ul- 
cer.") and  Bockus'""  ("Proof  is  lacking  that 
many  gastric  carcinomas  are  due  to  degen- 
eration of  gastric  ulcers.  It  is  unlikely  that 
complete  surgical  removal  of  all  benign  ul- 
cers would  materially  reduce  the  incidence 
of  gnstric  malignancy."). 

There  can  be  no  doubt,  however,  that  can- 
cer of  the  stomach,  if  it  does  not  develop 
originally  as  an  ulcer  in  some  cases,  can 
mofiqi'erade  as  a  benign  ulcer  in  many  frt.se.s. 

Ranson'ii',  at  the  University  of  Michigan, 
found  microscopic  evidence  of  carcinoma  in 
10  per  cent  of  190  lesions  resected  as  benign 
ulcers,  and  17  of  these  19  carcinomas  had 
developed  on  the  basis  of  an  old  chronic 
ulcer.  Judd  and  Priestley' '-',  at  the  Mayo 
Clinic,  reported  that  10  per  cent  of  146  gas- 
tric ulcers  treated  medically  were  subse- 
quently found  to  be  malignant,  and  that 
when  they  came  to  operation  only  3  of  the 
14  cases  were  operable.  Allen  ancl  Welch'^'*', 
at  the  Massachusetts  General  Hospital, 
found  14  per  cent  of  277  presumably  benign 
gastric  ulcers  to  be  malignant  at  operation. 
Marshall  and  Welch'^-",  from  the  Lahey 
Clinic,  found  19.8  per  cent  of  131  cases  re- 
sected as  benign  gastric  ulcers  to  be  malig- 
nant on  microscopic  study. 

All  who  work  with  the  problem  know  the 
difficulty  of  making  a  differential  diagnosis 
between  benign  and  malignant  gastric  ulcer- 
ation. The  roentgenologist  often  cannot  tell ; 
the  surgeon,  with  the  lesion  in  his  hand, 
frequently    makes    an    incorrect    diagnosis ; 

9.  Mavo.  Vi'.  J.:  The  Contributions  of  Suisen,'  to  a  Better 
Understanding  of  Gastric  and  Duodenal  Ulcer.  Ann.  Surg:. 
■iJrsio-SlT    (June)    1907. 

10.  Bockus,  H.  L. :  Gastrocnterolory,  Philadelphia,  W.  B. 
Saunders  Co.,  1944,  v.  1.  p.  (i49. 

11.  Kan«™,  H.  K. :  Subtotal  Gastrectomv  for  Gastric  Ulcer; 
A  Study  of  End  Results,  Ann.  Surg.  12():(i33-054  (Nov.) 
1947. 

12.  Judd,  E.  S.,  Jr.,  Priestley,  J.  T. :  Treatment  of  Gastric 
Ulcer,   Surir.,   Graec.  &   Ob?t.    77:21-2.';    (Julv)    1943. 

13.  Allen,  A.  W.  and  Welch,  C.  E.:  G.istric  Ulcer:  The  Signifi- 
cance of  this  Di.ignosis  and  its  Relation  to  Cancer,  Ann. 
Surg.    114:498-509    (Oct.1    1941. 

14.  Marshall,  S.  F.  and  Welch.  M.  L.:  Results  of  Surgical 
Treatment  for  Gastric  Ulcer,  J. A.M. A.  130:748-752  (Mar. 
13)   1948. 


and  even  the  pathologist,  who  all  agree 
should  have  the  last  word,  is  often  wrong  in 
the  case  where  a  small  carcinoma  is  present 
in  the  margin  of  a  large  ulcer  and  study  of 
serial  sections  from  the  entire  lesions  is  nec- 
essary to  bring  to  light  the  true  nature  of 
the  condition.  The  situation  is  further 
clouded  by  the  facts  that  many  gastric  can- 
cers produce  symptoms  suggesting  an  ulcer, 
that  these  symptoms  sometimes  respond  to  a 
medical  regimen,  and  that  the  ulcer  crater  of 
a  carcinoma  will  sometimes  decrease  in  size 
under  such  a  regimen. 

Since  diagnostic  errors  occur  at  the  best 
clinics  in  10  to  20  per  cent  of  the  cases  of 
presumablj'  benign  gastric  ulcers,  it  is  neces- 
sary that  all  so-called  benign  gastric  ulcers 
be  viewed  with  suspicion  and  that  those 
which  do  not  completely  heal  after  two  or 
three  weeks  of  hospital  care  be  resected.  This 
conclusion  is  supported  by  the  fact  that  sat- 
isfactory clinical  cure  uniformly  follows  gas- 
tric resection  for  benign  gastric  ulcers,  and 
also  by  the  extremely  low  operative  mortality 
for  such  procedures. 

Polyps :  Polyps  of  the  stomach  are  not 
common,  and  therefore  are  not  as  important 
as  ulcers  in  a  consideration  of  premalignant 
or  misdiagnosed  lesions  in  the  stomach.  They 
may  be  solitary  or  multiple,  and  either  neo- 
plastic or  inflammatory  in  origin. 

Like  polyps  of  the  colon,  they  are  generally 
considered  to  be  likely  precursors  of  cancer. 
Malignant  degeneration  has  been  reported  in 
50  per  cent  of  37  cases  of  multiple  polyposis 
by  Pearl  and  Brunn'^",  in  22  per  cent  of  27 
solitary  and  35  per  cent  of  20  multiple  polyps 
b\'  Stewart*"'^  and  in  25  per  cent  of  48  cases 
by  Spriggs  and  Marxer"''.  The  association 
of  gastric  and  colonic  polyps  has  been  re- 
ported, and  Ravitch"^'  has  described  poly- 
poid adenomatosis  of  the  entire  gastrointes- 
tinal tract. 

We  have  not  seen  enough  patients  with 
gastric  polyps  to  be  able  to  formulate  a  policy 
for  their  care.  It  would  seem  reasonable  to 
assume,  however,  that  since  cancer  of  the 
stomach  is  recognized  as  one  of  the  most 
malignant  of  cancers  and  can  be  cured  only 
in  its  early  stage,  and  since  the  operative 

15.  Pearl,  F.  L.  and  Brunn,  H.:  Multiple  Gastric  Pohi^osis, 
Surg.,   Gynec.   &   Ohst.    7ii:2.i7-281    (March)    1943. 

16.  Ste\rart,  M.  J.:  Observations  on  the  Relation  of  Malignant 
Disejise  to  Benign  Tumours  of  the  Intestinal  Tract,  Brit. 
M.   J.    2:567-,iC9    (Sept.    28)    1929. 

17.  Spriggs.  E.  I.  and  Marxer,  0.  A.:  Polyps  of  the  Stomach 
and  Polypoid  Gastritis.  Quart.  J.  Med.  12:i-i50  (Jan.)   1943. 

13.  Ravitch.  M.  M. :  Polvpoid  Adenomatosis  of  the  Entire 
Gastro-Intestinal  Tract,  Ann.  Surg.  128:283-298  (Aug.) 
1943. 
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moi'tality  in  gastric  surgery  is  no  longer  pro- 
hibitive, an  aggressive  attitude  should  be 
taken  toward  these  and  all  other  premalig- 
nant  or  undiagnosed  lesions  within  the  stom- 
ach, and  that  their  early  complete  removal 
should  be  the  procedure  of  choice. 

Earhj  Diagnosis 

The  early  diagnosis  of  carcinoma  of  the 
stomach  will  never  be  easy.  The  funda- 
mental biologic  nature  of  the  tumor,  plus  the 
natural  indifference  of  patient  and  doctor 
to  digestive  complaints  until  symptomatic 
treatment  fails,  makes  early  diagnosis  diffi- 
cult. 

Nothing  is  now  known  which  will  alter  the 
malignant  nature  of  gastric  cancer.  Until 
the  day  arrives  when  some  easily  introduced 
substance  will  cure  malignant  tumors,  the 
only  hope  for  curing  cancer  of  the  stomach 
is  by  early  and  adequate  surgery.  Early 
diagnosis  can  be  attained  only  when  patient 
and  doctor  demand  diagnostic  tests  for  di- 
gestive symptoms  which  do  not  respond  to  a 
short  period  of  palliative  treatment ;  or  when 
mass  diagnostic  tests  of  all  in  the  population 
over  a  given  age,  or  of  certain  selected 
groups,  can  be  done  routinely. 

Gastroscopic  examination,  study  of  exfoli- 
ated cells  according  to  the  Papanicolaou 
technique,  and  examination  of  the  fasting 
stomach  content  for  acid  and  of  the  stool  for 
occult  blood  are  all  helpful.  At  present,  how- 
ever, roentgen  examination  of  the  barium 
filled  stomach  by  a  competent  radiologist 
is  the  most  reliable  method  of  establishing 
a  diagnosis  of  carcinoma  of  the  stomach. 
More  patients  should  be  sent  to  radiologists 
for  these  examinations. 

Mass  gasti-oi)itesti)iaJ  x-rays 

Regularly  repeated  gastrointestinal  roent- 
gen studies  of  all  in  the  population  over  a 
given  age  has  been  advocated  as  one  means 
of  early  diagnosis  of  carcinoma  of  the  stom- 
ach. St.  John,  Swenson,  and  Harvey'*"\  in  a 
survey  of  2413  patients  over  the  age  of  50, 
all  free  of  digestive  symptoms,  found  three 
malignancies. 

The  high  cost  and  small  yield  of  positive 
results  in  such  a  survey  are  discouraging.  In 
addition,  the  impracticability  of  mass  x-ray 
surveys  for  everyone  in  the  population  over 
the  age  of  40  has  been  pointed  out  by  Kirklin 

1(1.  St.  .lohn.  F.  B..  Swenson,  P.  C.  and  Harvey.  H.  D.:  An 
ExDeriment  in  Early  Diasnosis  of  Gastric  Carcinoma,  Ann, 
Surg.    110:2-35-23I    ^Feb.')    19H. 


and  Hodgson'-"',  who  showed  that  such  a 
program  alone  would  require  the  full  time 
of  three  times  as  many  roentgenologists  as 
are  now  active  diplomates  of  the  American 
Board  of  Radiology. 

Photo  fluorographs 

Adaptation  of  the  mass  x-ray  technique, 
as  is  now  being  used  for  chest  films,  to  gas- 
trointestinal roentgenograms,  has  been  ad- 
vocated as  a  practical  means  for  the  rapid 
examination  of  large  numbers  of  persons. 
In  such  a  procedure  the  original  x-ray  study 
is  made  on  small  films  by  a  technician,  and 
only  those  with  positive  findings  return  for 
fluoroscopic  examination  by  the  roentgenol- 
ogist. This  technique  is  cheaper  and  requires 
less  time  from  the  roentgenologist,  but  there 
is  serious  question  as  to  how  accurate  it  will 
be  in  detecting  early  lesions  in  the  stomach. 

Gastroiutesfi)ial  .r-iriys  of  selected  groups 

More  gastrointestinal  examinations  of 
selected  groups  by  competent  roentgenolo- 
gists who  combine  careful  fluoroscopic  ob- 
servation with  films  probably  offer  the  best 
means  for  the  early  detection  of  carcinoma 
of  the  stomach.  Among  the  groups  which 
should  be  included  are  patients  with  gastro- 
intestinal symptoms  which  do  not  subside 
after  a  week  or  two  of  palliative  care,  and 
those  with  achlorhydria  or  hypochlorhydria, 
unexplained  occult  blood  in  the  stool,  perni- 
cious anemia,  or  a  family  history  of  cancer 
of  the  stomach. 

Rigler'-"  has  reported  the  results  of  careful 
gastrointestinal  x-ray  examinations  of  544 
asymptomatic  persons  over  the  age  of  50 
who  had  achlorhydria  or  less  than  30  units 
of  free  hydrochloric  acid  in  the  gastric  con- 
tents after  histamine  stimulation.  Three 
cases  of  gastric  carcinoma  and  19  of  ga.stric 
polyposis  were  found  in  this  group  of  544 
patients.  More  gastrointestinal  x-ray  exami- 
nations of  groups  selected  because  they  have 
findings  suggestive  of  stomach  lesions  seem 
to  offer  the  most  effective  means  available 
at  present  for  the  early  recognition  of  gas- 
tric cancers. 

Summarij  and  Conclusions 
Cancer  of  the  stomach  is  a  common  and 
a  highly  malignant  tumor.  In  our  experience 
70  per  cent  of  the  patients  have  incurable 

20.  KirV;lin.  B.  R.  and  Hodsson,  J.  R..  quoted  by  Swenson, 
P.  C:  Mass  Survey  of  the  Gastro-Intestinal  Tract,  South. 
M.  .T.  4l!l08-112    (Feb.)    IPIS. 

21.  Ri^ler,  L.  G. :  Roentsen  Examination  of  the  Stomach  in 
Symptomless  Persons.  J,A,M.A,   137:1501-7    (Aus-   21)    1918. 


October,  1949 


THIOCYANATE    INTOXICATION— YOUNT  AND  MacMILLAN 


545 


lesions   when   they   present   themselves   for 
treatment. 

Carcinoma  of  the  stomach  can  be  cured, 
if  seen  early  enough,  by  radical  surgical  re- 
section. In  our  experience,  however,  only 
30.7  per  cent  of  the  patients  who  survive  re- 
section and  only  7.6  per  cent  of  all  who  come 
to  us  with  cancers  of  the  stomach  are  alive 
after  five  years. 

Recognition  and  treatment  of  cancer  of 
the  stomach  when  it  is  still  a  localized  and 
curable  disease  is  difficult,  because  the  fun- 
damental nature  of  gastric  cancer  is  to  grow 
rapidly  and  spread  widely,  and  the  natural 
tendency  of  patient  and  doctor  is  to  procras- 
tinate. 

Two  aids  to  the  early  diagnosis  of  cancer 
of  the  stomach  are  suggested : 

One  is  to  look  upon  all  so-called  benign 
gastric  ulcers  with  suspicion,  since  10  to 
20  per  cent  of  the  cases  diagnosed  as  benign 
ulcer  in  leading  clinics  of  this  country  were 
proved  to  be  malignant. 

The  other  is  to  enlist  the  aid  of  gastro- 
intestinal x-ray  studies  in  more  patients  each 
year.  Mass  gastrointestinal  x-rays  will  prob- 
ably never  prove  to  be  practical.  However, 
in  certain  selected  groups  regularly  repeated 
gastrointestinal  x-ray  studies  can  and  should 
be  carried  out.  These  groups  should  include 
those  with  gastrointestinal  complaints  which 
do  not  yield  to  a  week  or  two  of  palliative 
care,  those  with  achlorhydria  or  hypochlor- 
hydria,  those  with  pernicious  anemia,  those 
with  unexplained  occult  blood  in  the  stool, 
and  those  with  a  family  history  of  stomach 
cancer. 


The  distinction  between  hospital  and  medical  ex- 
penses.— A  couple  of  weeks  ago  an  executive  of  a 
large  corporation,  a  man  in  good  circumstances, 
was  irritated  because  his  daughter's  overnight  stay 
in  a  hospital  following  tonsillectomy  had  resulted 
in  what  he  considered  a  greatly  excessive  charge. 
Whatever  the  justification  for  this  charge,  it  came 
as  a  shock  to  this  person  of  good  means.  We  can 
only  assume  it  would  have  been  nothing  short  of 
staggering  to  the  average  working  man.  Does  such 
a  situation  disturb  you?  It  does  me,  because  in  the 
mind  of  the  lay  public  the  distinction  between  medi- 
cal and  hospital  expenses  is  practically  non-existent. 
If  anything,  the  cost  of  hospital  care  is  associated 
with  the  physician  himself  and  he  is  given  the  blame 
if  that  cost  seems  exorbitant.  I  venture  that  there 
is  no  one  here  tonight  who  has  not  suffered  some 
blame  because  the  medical  world  has  failed  to  ham- 
mer home  this  distinction. — A.  E.  Cardie:  The  New 
Look  in  Medicine,  Minnesota  Med.  31:859  (Aug.) 
1948. 


THIOCYANATE    INTOXICATION 

Ernest  H.  Yount,  Jr.,  M.D. 

and 

Elbert  A.  MacMillan,  M.D. 

Winston-Salem 

Clinical  Use 

Potassium  and  sodium  thiocyanate  were 
first  introduced  for  the  treatment  of  hyper- 
tension in  1903'!',  but  were  little  used  until 
the  favorable  report  of  Westphal'-'  in  1926. 
Because  of  the  frequency  of  toxic  manifes- 
tations, their  popularity  soon  diminished, 
and  they  were  not  widely  used  again  until 
1936,  when  a  method  for  controlling  thiocy- 
anate therapy  was  advocated  by  Barker'^'. 

An  evaluation  of  the  efficacy  of  thiocyan- 
ates  in  the  treatment  of  hypertension  has 
previously  appeared  in  this  journal*-*),  and 
is  not  within  the  scope  of  this  paper.  One  of 
us  (E.  H.  Y.)  has  used  the  drug  previously 
in  another  clinic,  under  optimal  conditions 
for  control  of  toxicity;  variable  and  unsat- 
isfactory responses  were  obtained,  although 
the  relief  from  severe  hypertensive  head- 
aches was  frequently  striking.  According  to 
Sollman'-"',  a  sustained  fall  in  blood  pressure 
occurs  in  about  30  per  cent  of  patients  with 
essential  hypertension  and  in  about  60  per 
cent  of  patients  whose  hypertension  is  due 
to  glomerulonephritis. 

Pharmacology 
Thiocyanates  are  readily  absorbed  from 
the  intestinal  tract,  and  the  thiocyanate  ion, 
which  is  the  basis  for  the  pharmacologic  ef- 
fect, is  distributed  through  the  extracellular 
fluids  of  the  body,  including  the  spinal  fluid. 
The  concentration  in  the  spinal  fluid  is  gen- 
erally less  than  that  in  the  serum,  however. 
No  further  breakdown  of  the  ion  occurs  in 
the  body,  and  therefore  it  has  no  actions  in 
common  with  cyanide.  Excretion  is  chiefly 
via  the  kidneys,  and  occurs  in  a  slow  and 
variable  manner.  The  hypotensive  action  may 

From  the  Department  of  Internal  Medicine,  Bowman  Gray 
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be  due  to  relaxation  of  the  smooth  muscle  of 
the  blood  vessels,  but  the  suggestion  has  been 
made  that  it  is  an  incidental  effect  pro- 
duced by  the  ingestion  of  a  protoplasmic 
poison"". 

Thiocyanates  are  quite  toxic  and  have  not 
yet  been  accepted  for  inclusion  in  "New  and 
Nonofficial  Remedies."  The  Council  on 
Pharmacy  and  Chemistry  has  advised 
against  their  use.  Toxic  manifestations  in- 
clude weakness,  "nervousness,"  tinnitus,  pru- 
ritus, nausea,  vomiting,  diarrhea,  purpura, 
anemia,  anginal  pain,  paralysis,  psychosis, 
convulsive  movements,  coma,  and  death. 

We  wish  to  emphasize  the  effect  upon  the 
central  nervous  system,  and  in  so  doing  to 
report  for  the  first  time  5  cases  of  thiocyan- 
ate  intoxication,  including  one  fatality. 

Repoii  of  Cases 

In  all  the  cases,  signs  of  central  nervous  system 
irritation  predominated.  Information  regarding  pre- 
vious thiocyanate  therapy  was  ladling,  and  the  diag- 
nosis was  never  suspected  on  admission.  The  first 
two  patients  were  admitted  in  states  of  mental 
confusion,  and  their  serum  thiocyanate  levels  were 
20  and  30  mg.  per  100  cc,  respectively.  Both  gradu- 
ally improved  during  hospitalization,  on  a  therapeu- 
tic regimen  which  consisted  primarily  in  maintain- 
ing ail  adequate  fluid  intake  and  output. 

The  third  patient  entered  in  a  semi-comatose  con- 
dition with  a  serum  thiocyanate  level  of  24  mg.  per 
100  cc.  After  twelve  days  of  hospitalization  on  a 
treatment  regimen  similar  to  that  noted  above,  the 
patient  was  still  confused  and  the  thiocyanate  level 
had  dropped  only  to  10  mg.  per  100  cc.  When  the 
patient  was  discharged  at  the  end  of  five  weeks, 
he  was  mentally  clear  and  the  thiocyanate  level  was 
8.8  mg.  per  100  cc.  Unfortunately  renal  function 
was  not  evaluated,  so  that  the  role  played  by  the 
kidney  in  the  delayed  excretion  of  the  drug  could 
not  be  determined. 

The  fourth  patient  was  a  64  year  old  Negro  man 
who  was  admitted  to  the  Kate  Bitting  Reynolds  Me- 
morial Hospital  in  Winston  Salem  on  April  27,  1948. 
The  finding  of  a  blood  pressure  of  150  systolic,  90 
diastolic  led  to  his  receiving  elixir  of  sodium  thio- 
cyanate, prescribed  as  "Hypertensive  Mixture."  The 
medication  was  continued  until  May  18,  when  the 
patient  was  seen  in  consultation  by  one  of  us 
(E.  A.  M.)  because  of  the  development  of  an  acute 
psychosis  characterized  by  confusion,  hallucinations, 
disorientation,  and  violent  psychomotor  activity.  The 
patient  had  never  had  any  such  psychotic  manifes- 
tations previously,  and  the  possibility  of  thiocyanate 
intoxication  was  suggested.  A  blood  level  taken  then 
was  1.5  mg.  per  100  cc.  After  the  drug  was  discon- 
tinued the  psychotic  manifestations  quickly  cleared, 
and  the  patient  was  discharged  on  June  7,  relieved 
of  his   symptoms  and  quite  normal   mentally. 

The  fifth  case,  which  terminated  fatally,  is  de- 
scribed in  more  detail. 

A  74  year  old  white  man  was  admitted  to  the 
psychiatric  division  of  the  North  Carolina  Baptist 
Hospital    on   January    13,    1948.   Apparently   he   had 

G.  Kessler,  D.  L.  ami  Iliiics.  L.  E, :  Hazards  of  Thiocyanate 
Therapy  in  Hypertension,  J.A.M.A.  138;3i9-551  (Oct.  23) 
1918. 
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Thiocyanate 

Admission 

Level* 

Case 

Symptoms 

Diagnosis      (Mg.peiloOcc. 

1 

Mental 

Cerebral 

20 

confusion 

arteriosclerosis 

?   Bromide 

intoxication 

2 

Mental 

Hypertensive 

30 

confusion 

encephalopathy 

3 

Semi- 

Hypertensive 

24 

coma 

encephalopathy 

4 

Mental 

Hypertensive 

15 

confusion 

encephalopathy 

5 

Mental 

Central  nervous 

54 

confusion 

system  syphilis 

*  Tlie    first    thiocyanate    Icyel    ohtained    after    tlie    diagno-sis 
\\as  suspected. 

been  in  good  health,  except  for  asymptomatic  hy- 
pertension, until  three  weeks  before  hospitalization. 
At  this  time  he  complained  of  weakness  of  his  legs, 
and  shortly  thereafter  became  slightly  confused.  His 
mental  condition  did  not  improve,  and  a  Kahn  test 
of  the  blood  was  found  to  be  positive.  For  this  reason 
the  referring  physician  sent  the  patient  to  this  hos- 
pital with  a  diagnosis  of  central  nervous  system 
syphilis.  No  history  regarding  thiocyanate  admin- 
istration was  obtained. 

On  admission  the  patient  was  disoriented  and 
mumbling  incoherently.  His  blood  pressure  was 
100  systolic,  78  diastolic,  the  pulse  84  per  minute,  and 
the  temperature  normal.  Ophthalmoscopic  examina- 
tion was  unsatisfactory,  but  revealed  no  striking  ab- 
normalities. The  chest  was  clear  to  percussion  and 
auscultation;  the  heart  was  not  enlarged,  and  no 
murmurs  or  arrhythmias  were  noted.  A  firm,  pul- 
satile mass,  thought  to  be  an  abdominal  aneurysm, 
was  felt  posterior  to  the  umbilicus.  Moderate  sclero- 
sis of  the  peripheral  vessels  was  noted.  Muscle  tone 
appeared  to  be  normal,  and  the  tendon  reflexes  were 
hyperactive;  the  Babinski  reaction  was  negative. 

Examination  of  the  urine  showed  a  2  plus  reaction 
for  albumin,  and  8-10  pus  cells  and  2-4  red  cells  per 
high  power  field.  The  hemoglobin  was  11  Gm.  per 
100  cc,  and  the  red  blood  cell  count  was  3,800,000. 
Examination  of  the  cerebrospinal  fluid,  including 
a  serologic  test  for  syphilis,  was  normal.  The  blood 
Kahn  test  was  positive.  The  nonprotein  nitrogen  was 
76  mg.  per  100  cc,  and  a  urea  clearance  test  showed 
54  per  cent  of  average  normal  renal  function. 

Thiocyanate  intoxication  was  not  considered  until 
the  second  hospital  day,  when  the  blood  level  of  the 
drug  was  found  to  be  54  mg.  per  100  cc.  Treatment 
was  essentially  the  same  as  that  administered  in 
the  other  cases;  however,  the  patient  remained  con- 
fused and  irrational,  and  on  the  twelfth  day  of 
hospitalization  he  became  comatose  and  died  shortly 
thereafter.  On  the  day  of  his  death,  the  thiocyanate 
level  was  13  mg.  per  100  cc.  of  blood.  The  nonprotein 
nitrogen  level  remained  relatively   unchanged. 

The  findings  at  autopsy  included  generalized  ar- 
teriosclerosis and  an  aneurysm  of  the  abdominal 
aorta.  Microscopic  examination  of  the  kidneys  re- 
vealed a  few  hyalinized  glomeruli  and  some  areas  of 
lymphocytic  infiltration.  Several  sections  of  the  lung 
showed  evidence  of  acute  bronchopneumonia.  Exami- 
nation of  the  brain  revealed  atrophy  of  the  cerebral 
cortex,  but  no  evidence  of  thrombi  or  hemorrhage; 
microscopic  examination  was  negative. 

Comment 

There   have   previously  been   reported   9 

fatalities  due  to  the  therapeutic  administra- 
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tion  of  thiocyanate"'"'.  The  sequence  of 
events  observed  in  our  case  was  similar  to 
that  seen  in  the  other  fatal  cases  and  noted 
in  experimental  animals'"".  The  first  symp- 
tom was  that  of  weakness,  which  may  have 
been  due  to  a  marked  lowering  of  the  blood 
pressure.  A  psychotic  reaction  next  became 
apparent,  and  was  evidence  of  the  severe 
toxic  effect  upon  the  central  nervous  system. 
Finally,  despite  a  drop  in  the  thiocyanate 
level,  the  patient  became  comatose  and  died. 

Relation  of  Intoxication  to  the  Blood  Level 
and  Dosage  of  Thiocyanate 

Before  prescribing  a  potentially  danger- 
ous drug  such  as  thiocyanate,  the  physician 
should  give  careful  consideration  to  the  toxi- 
city of  the  drug  and  the  facility  with  which 
this  may  be  controlled,  and  should  decide 
whether  or  not  the  risk  involved  is  justified 
by  the  possible  gain  for  the  patient.  Barker'"" 
found  that  the  number  and  severity  of 
toxic  effects  are  roughly  proportional  to  the 
blood  level  of  the  drug.  He  considered  the 
optimal  therapeutic  level  to  range  between 
8  and  12  mg.  per  100  cc,  and  noted  that 
toxic  symptoms  increased  rapidly  with  levels 
above  20  mg.  per  100  cc,  but  were  not  se- 
rious until  levels  of  30  to  50  mg.  were 
reached.  In  only  5  of  the  9  fatal  cases  pre- 
viously reported  were  thiocyanate  levels  re- 
corded, and  the  highest  levels  in  these  cases 
were  18.7  mg.,  21.7  mg.,  36  mg.,  29  mg.  and 
25.3  mg.,  respectively.  Perhaps  in  the  major- 
ity of  patients  the  toxic  levels  reported  by 
Barker  are  applicable ;  however,  the  reported 
cases  serve  to  demonstrate  the  small  margin 
that  exists  between  therapeutic  and  toxic 
concentrations  in  some  cases. 

Del  Solar  and  his  associates'"''  have  com- 
mented upon  their  inability  to  explain  the 
high  content  of  thiocyanate  in  the  tissues  at 
necropsy,  despite  the  presence  of  a  low  blood 
level  of  the  drug.  It  might  be  postulated  that 
in  seriously  ill  patients  the  drug  is  diluted 
not  only  by  extracellular  fluid  but  also  by 
intracellular  fluid,  since  damage  to  cell  mem- 
branes may  allow  the  ion  to  occupy  a  posi- 
tion within  the  cell  as  well  as  outside  the 

7.  (a)  del  Solar.  A.,  Dussaillant  G..  G.,  Brods'ky  B.,  .M„  and 
Rodriguez  C,  G, :  Fatal  Poisoninjr  from  Potassium  Thio- 
cyanate Used  in  the  Treatment  of  H\'pertension,  Areh. 
lut.  Med.  73:2il-2J.7  (April)  1945.  (b)  Weel<s,  K.  D.:  Fatal 
Poisoning  with  Tlilocyanate  in  the  Treatment  of  Hyper- 
tension,  North  Carolina  M.  J.  5:231-23S    (.lune)    19U.' 

8.  (a)  Taubmann,  G.  and  Heiltjorn.  R.:  Untersucliungen  zur 
To\il<ologie  des  Xatriurarhodanids.  Arch.  f.  exper.  Path, 
u.  Pharmakol.  152:250-256,  1930.  (b)  Nichols,  .J.  B. :  The 
Pharmacologic  and  Therapeutic  Properties  of  the  Sulpho- 
cyanates,  Am,  J.  M.  Sc.   170:735-717    (Nov.)    1925. 


cell.  If  this  explanation  is  correct,  one  would 
expect  not  only  a  misleading  blood  level,  but 
also  interference  with  intracellular  enzyme 
systems  by  the  thiocyanate  ion. 

Because  the  thiocyanates  are  excreted  in 
an  unpredictable  manner  and  tend  to  accum- 
ulate, especially  in  the  presence  of  renal  dis- 
ease, it  is  difficult  to  control  the  blood  con- 
centration of  the  drug.  It  is  impossible  to  set 
an  average  maintenance  dose,  since  this  has 
been  found  to  vary  from  0.3  Gm.  weekly  to 
1  Gm.  daily,  and  to  fluctuate  from  time  to 
time  in  the  individual  patient"".  A  non-fatal 
case  was  recently  reported  in  which  a  patient 
was  maintained  for  two  weeks  on  0.3  Gm. 
three  times  daily,  and  at  the  end  of  this  pe- 
riod had  a  thiocyanate  level  of  8  mg.  per 
100  cc.  of  blood.  After  one  additional  week  of 
treatment,  with  no  change  in  dosage,  the  pa- 
tient became  disoriented,  and  her  blood  was 
then  found  to  contain  22  mg.  of  thiocyanate 
per  100  cc.'"'.  Of  interest  also  are  the  two 
fatal  cases  reported  by  Goldring  and  Chas- 
is'i'";  one  of  these  patients  received  only 
9.77  Gm.  of  thiocyanate  in  fifteen  days,  and 
the  other  received  14.5  Gm.  in  eighteen  days. 
In  the  case  reported  by  Garvin'^^'  which  term- 
inated fatally,  the  patient  received  only  9 
Gm.  in  fifteen  days. 

Smnmanj  and  Conclusion 

Five  cases  of  thiocyanate  intoxication,  in- 
cluding one  death,  are  reported.  The  mani- 
festations caused  by  irritation  of  the  central 
nervous  system  are  emphasized,  and  it  is  sug- 
gested that  an  unexplained  psychosis  occur- 
ring in  a  hypertensive  individual  should  sug- 
gest the  possibility  of  thiocyanate  intoxica- 
tion. A  diagnosis  of  hypertensive  encephalo- 
pathy was  made  in  3  of  our  5  cases.  This 
vague  term  has  doubtless  been  applied  to 
many  unrecognized  cases  of  thiocyanate  poi- 
soning. 

Attention  is  called  to  the  narrow  margin 
between  the  toxic  and  therapeutic  dosage.  We 
feel  that  thiocyanate  administration  is  clin- 
ically hazardous  and  unreliable,  and  do  not 
advocate  the  use  of  these  drugs.  If  thiocy- 
anates are  to  be  prescribed,  their  use  should 
be  limited  to  hypertensive  patients  with  ade- 
quate   renal    function,    and    administration 

9.    Goodman.   L.   and  Oilman,   A.:   The  Pharmacological  Basis 
of  Thei'apeutics,  New  York,  The  Macmillan  Company,  1911. 

10.  Goldring.  W.  and  Chasis.  H.:  Tliiocyanate  Therapy  in 
Hypertension :  Obsenations  on  Its  Toxic  Effects,  Arch. 
Int.   Med.    49:321-329    (Feb.)    1932. 

11.  Garvin.  C.  F. :  The  Fatal  Toxic  Manifestations  of  the 
Thiocyanates,    J..\.M..\.    112:1123-1127    (March    25)    1939. 
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should  be  supervised  by  frequent  determina- 
tions of  the  blood  concentration  of  the  drug. 
The  habit  of  prescribing  medications  by 
nicknames  ("Hypertensive  Mixture"),  as 
was  done  in  case  4,  must  be  condemned. 

The  authoi-s  are  indebted  to  Dr.  William  A.  Wolff 
for  chemical   studies  reported  in  this  paper. 


THE  PROBLEM  OF  INFANTILE 
CEREBRAL  PALSY 

F.  C.  McMains,  M.D.- 
Greenville, South  Carolina 
Fo)-eirord 

In  1945  the  General  Assembly  of  North 
Carolina  passed  act  "S.B.  178 — an  act  pro- 
viding for  the  establishment  of  a  hospital 
for  the  treatment  of  children  afflicted  with 
cerebral  palsy.  Said  hospital  to  provide  facil- 
ities now  unavailable  in  this  state  in  either 
public  or  private  institutions." 

The  North  Carolina  Hospital  for  the 
Treatment  of  Cerebral  Palsy  is  now  under 
construction,  and  will  be  ready  for  occupancy 
by  December,  1949.  The  hospital  is  located 
just  outside  of  Durham,  near  Duke  Hospital, 
on  a  tract  of  land  donated  to  the  state  by 
Duke  University.  The  following  article 
should  be  of  interest  to  all  physicians  and 
others  concerned  with  the  type  of  child  to 
be  treated  in  the  North  Carolina  Hospital 
for  the  Treatment  of  Cerebral  Palsy. 

Lenox  Baker,   M.D. 

The  problem  of  cerebral  palsy  is  of  great 
importance  because  of  its  high  incidence  and 
because  its  duration  is  the  lifetime  of  the 
patient.  The  fact  that  no  known  medical 
means,  preventive  or  therapeutic,  is  effec- 
tive in  reducing  its  frequency  accents  the 
necessity  for  early  diagnosis  and  correct  dif- 
ferentiation of  its  various  types. 

Incidence 
It  is  estimated  that  in  the  United  States 
there  are  about  56,000  persons  under  20 
years  of  age  who  are  mentally  normal  but 
exhibit  moderate  physical  disability  due  to 
cerebral  palsy'^'.  Phelps'-'  in  1942  found  the 
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incidence  of  cerebral  palsy  to  be  7  cases  per 
100,000  births.  He  found  that  one  out  of 
every  7  patients  dies  before  the  sixth  year, 
and  two  become  mentally  defective  and  re- 
quire permanent  institutional  care.  The  sig- 
nificant case  load,  therefore,  is  4  per  100,000 
births.  One  of  these  4  patients  will  be  so 
severely  handicapped  as  to  be  essentially  a 
nursing  problem,  even  though  mentally  nor- 
mal ;  two  will  be  moderately  handicapped  and 
capable  of  great  improvement ;  and  the 
fourth  will  be  so  mildly  affected  that  exten- 
sive treatment  will  not  be  indicated. 

Since  the  incidence  of  cerebral  palsy  is 
proportional  to  the  number  of  births,  it  is  to 
be  expected  that  the  total  case  load  will  in- 
crease as  the  birth  rate  rises.  The  incidence 
of  cerebral  palsy  seems  to  be  much  lower  in 
the  Negro  race  than  in  the  white''";  there 
is  no  significant  difference  in  its  relative  fre- 
quency in  the  various  economic  brackets. 
Twenty  years  ago  practically  all  children 
with  cerebral  palsy  were  considered  to  be 
mentally  defective.  It  is  now  believed  that 
only  30  per  cent  should  be  placed  in  this 
category.  The  error  apparently  arose  from 
failure  to  appreciate  the  speech,  visual,  and 
auditory  handicaps  Avhich  often  accompany 
cerebral  palsy. 

Types 

For  clinical  purposes  cerebral  palsy  in  chil- 
dren may  be  divided  into  three  types: 
(1)  "true"  spasticity,  (2)'  athetosis,  and  (3) 
ataxia.  The  number  of  spastic  children  and 
that  of  athetoid  children  are  about  the  same, 
whereas  the  ataxic  group  comprises  only 
about  20  per  cent  of  the  total. 

Spasticity 

The  spastic  suffers  from  a  loss  of  tissue 
in  the  motor  areas  of  the  brain  or  in  the 
tracts  leading  from  these  areas.  The  com- 
monly accepted  theory  of  the  mechanism  pro- 
ducing spasticity  is  that  the  motor  pathways 
are  interrupted  by  a  lesion  which  removes 
the  higher  inhibitory  centers,  leaving  the 
lower  reflex  arcs  intact  and  uncontrolled. 
Not  all  cases  are  due  to  this  release  phenom- 
enon ;  many  result  from  the  predominance 
of  one  group  of  descending  pyramidal  and 
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extrapyramidal  impulses  over  another.  Hem- 
iplegias, quadriplegias,  and  paraplegias  rep- 
resent 90  per  cent  of  the  pyramidal  tract 
lesions.  Some  cases  are  due  to  simple  irrita- 
tion of  motor  tracts. 

The  individual  spastic  muscle  may  be  op- 
posed by  a  spastic,  flaccid,  or  normal  antag- 
onist, and  so  produce  a  picture  of  muscular 
imbalance.  It  is  therefore  essential  that  a 
definite  diagnosis  of  true  spasticity  be  made 
prior  to  initiation  of  treatment. 

The  truly  spastic  muscle  exhibits  the 
stretch  reflex ;  this  phenomenon  alone  is 
pathognomonic.  Other  neurologic  signs  often 
exhibited  by  the  spastic  child  are  hyperac- 
tive tendon  reflexes,  absent  skin  reflexes, 
and  a  positive  Babinski  sign. 

Athetosis 

Differentiation  of  the  athetoid  from  the 
spastic  child  is  at  times  difficult,  and  may 
require  close  observation  over  a  consider- 
able period.  Athetosis  is  characterized  by  in- 
voluntary motions  which  are  exaggerated  by 
excitement  and  by  attempts  to  carry  out  pur- 
poseful movements.  The  muscles  themselves 
are  essentially  normal.  The  abnormality  lies 
in  the  nerve  impulses  to  the  muscles.  The  gen- 
erally accepted  belief  is  that  it  is  caused  by 
degeneration  of  the  cerebello-rubro-thalamo- 
cortical  pathway  and  the  release  of  the  py- 
ramidal system  from  its  controlling  influ- 
ence. The  primary  motion  patterns,  which 
are  lacking  in  the  spastic  child,  are  present 
in  the  athetoid. 

The  athetoid  who  voluntarily  contracts 
either  antagonistic  muscles  or  all  muscles 
in  an  attempt  to  prevent  involuntary  motion 
must  be  differentiated  from  the  spastic.  As 
such  voluntarily  applied  tension  gradually 
becomes  habitual,  the  athetoid  patient  may 
assume  many  characteristics  of  the  spastic. 

Ataxia 

The  ataxic  patient  has  difficulty  with 
equilibrium.  Damage  to  the  cerebellum  or,  at 
times,  to  the  eighth  nerve  produces  this  typi- 
cal picture. 

A  combination  of  types  is  not  uncommon. 
Each  type  may  show  some  features  charac- 
teristic of  the  other  two  types. 

Etiology 
The  causes  may  be  grouped  chronologically 
into  three  periods :  prenatal,  natal,  and  post- 
natal. 


1 


Prenatal  period 

The  prenatal  period,  which  formerly  was 
thought  to  be  of  relatively  minor  importance, 
has,  as  a  result  of  more  recent  studies,  been 
found  to  be  the  principal  interval  involved. 
McGovern  and  Yannet'*'  classified  75  per 
cent  of  a  series  of  127  cases  into  an  "undif- 
ferentiated category"  in  which  both  birth 
trauma  and  acquired  cerebral  defects  were 
excluded  as  causative  factors.  Such  patients 
are  referred  to  as  developmental  defectives. 

The  incidence  of  cerebral  palsy  is  known 
to  be  higher  in  premature  infants.  To  ex- 
clude the  element  of  birth  trauma  in  the 
presence  of  prematurity  is  not  always  pos- 
sible. It  has  been  shown  rather  conclusively, 
however,  that  many  premature  babies  who 
do  not  suffer  birth  trauma  are  affected  by 
cerebral  palsy.  An  example  is  the  premature 
infant  who  is  delivered  by  cesarean  section. 
Many  infants  with  developmental  defects  are 
mature  at  birth. 

The  pathologic  findings  in  the  brain  con- 
sist of  small  gyri,  distortion  of  the  gyrus 
pattern,  irregular  sulci,  lack  of  uniformity 
of  the  brain,  uneven  grey  layer,  and  irregu- 
lar strands  of  grey  matter  penetrating  into 
the  white  matter'"";  their  origin  cannot  be 
satisfactorily  explained.  These  findings  sug- 
gest an  early  disturbance  of  development  in 
the  embryo.  Many  of  the  quadriplegic  and 
paraplegic  cases  are  due  to  developmental 
defects.  In  these  cases  the  involvement  is  bi- 
lateral, often  symmetrical,  and  a  high  per- 
centage show  other  evidence  of  developmen- 
tal disorder. 

Only  a  small  number  of  the  cases  of  de- 
velopmental defect  are  accounted  for  by 
maternal  deficiency.  Erythroblastosis,  known 
to  be  responsible  for  approximately  5  to  10 
per  cent  of  all  cases  of  cerebral  palsy,  be- 
longs in  the  group  of  prenatal  factors,  as 
its  destructive  process  begins  well  in  ad- 
vance of  birth. 

Natal  'period 

During  delivery,  excessive  pressure  of  for- 
ceps on  the  skull  may  cause  subdural  hem- 
orrhage ;  undue  traction  by  instruments,  by 
stretching  the  neck,  may  rupture  the  vein 
of  Galen;  and  extension  of  the  head  may 
cause  fracture  of  the  odontoid  process  with 

I.  McGovern,  J.  and  Vannet.  H.:  AsATumetric  Spastic  Infan- 
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displacement.  Any  of  these  obstetric  trau- 
mas may  result  in  cerebral  palsy. 

Drugs  given  to  the  mother  during  labor 
may  cause  asphyxia,  anoxemia,  and  intracer- 
ebral hemorrhage  in  the  infant.  The  umbili- 
cal cord  may  encircle  the  neck,  interfering 
with  venous  return  and  causing  asphyxia. 

Despite  the  number  of  possible  causative 
factors  involved,  not  more  than  10  per  cent 
of  the  cases  begin  in  the  natal  period. 

Postnatal  period 

The  postnatal  factors  include  infectious 
processes,  especially  encephalitis  and  pertus- 
sis in  infants  under  6  months  of  age.  Con- 
vulsions during  the  first  three  months  of 
life,  regardless  of  etiology,  occasionally  cause 
cerebral  hemorrhage.  Obviously  trauma  to 
the  head  at  any  age  may  also  cause  cerebral 
hemorrhage.  In  the  final  analysis,  however, 
not  more  than  24  per  cent  of  the  cases  are 
due  to  acquired  cerebral  defects. 

Treatment 

In  beginning  treatment  early  in  life,  one 
must  remember  that  many  of  the  harmful 
phenomena  are  progressive.  The  parents 
must  be  cautioned  that  little  or  no  objective 
improvement  may  be  exhibited,  and  that  even 
in  static  cases  there  is  frequently  an  ap- 
parent progression  of  the  condition.  It  should 
be  explained  that  as  full  myelinization  of  the 
nervous  system  takes  place  the  true  picture 
unfolds,  the  defects  standing  out  more 
strongly  until  after  adolescence,  when  the 
central  nervous  system  becomes  stabilized. 

Treatment  of  the  diverse  effects  of  cere- 
bral palsy  requires  the  combined  services  of 
several  different  specialists  in  medicine  and 
its  allied  sciences.  In  order  that  no  phase  be 
neglected  either  by  chance  or  by  the  overzeal- 
ousness  of  any  one  group,  it  is  imperative 
that  the  program  be  directed  by  one  coordin- 
ator. The  choice  of  this  coordinator  will  de- 
pend upon  individual  circumstances.  He  may 
be  the  pediatrician,  the  neurologist,  the  phy- 
siatrist.  the  orthopedist,  or  any  of  the  other 
members  of  the  team. 

Since  the  general  practitioner  or  the  pe- 
diatrician supervises  the  care  of  well  babies, 
the  burden  of  early  diagnosis  and  referral  to 
proper  centei's  rests  upon  his  shoulders. 
Every  case  of  cerebral  palsy  should  certainly 
be  diagnosed  during  the  first  year  of  life ;  it 
is  inexcusable  for  a  patient  to  reach  the  age 
of  4  or  5  years  before  an  organized  effort 


is  made  to  treat  the  condition.  The  early 
correction  of  auditory  and  visual  defects  is 
especially  important. 

Speech  therapy 

Speech  difficulties  may  arise  either  from 
a  lesion  in  the  motor  area  of  the  brain  sup- 
plying the  speech  muscles,  or  from  a  defect 
in  the  speech  center  proper.  This  problem  is 
one  for  the  well  trained  speech  therapist. 
If  an  adequate  solution  can  be  provided,  the 
ability  of  the  patient  to  achieve  successful 
rehabilitation  and  economic  independence 
will  be  greatly  enhanced. 

Psychiatric  evaluation 

After  evaluating  the  patient's  mental  sta- 
tus, the  psychiatrist  and  the  psychologist 
must  attempt  to  reconcile  the  patient  to  his 
limitations  and  give  him  a  thorough  under- 
standing of  himself. 

Surgical  treatment 

Peripheral  surgery  is  of  value  only  in  the 
case  of  the  spastic  child.  At  best  it  is  merely 
an  adjunct  to  the  general  plan  of  treatment, 
and  in  many  cases  surgical  correction  is  not 
indicated.  The  criteria  suggested  by  McCar- 
roll  and  Schwartzman"''  for  surgical  inter- 
vention are  stringent  but  may  serve  as  a 
guide.  These  authors  recommend  that  the 
patient  have  an  adequate  sense  of  balance,  en- 
abling him  to  walk  without  support;  have 
mild  or  no  athetosis ;  be  mentally  able  to 
cooperate ;  and,  preferably,  have  satisfactory 
speech. 

In  patients  who  are  severely  retarded  men- 
tally, only  the  simplest  operative  procedures 
which  will  help  in  maintaining  body  cleanli- 
ness are  to  be  considered.  Any  extensive  re- 
habilitation program  in  these  retarded  pa- 
tients is  doomed  to  failure. 

In  any  case,  the  over-all  surgical  program 
for  the  spastic  child  can  be  more  compre- 
hensively outlined  with  the  aid  of  muscle 
charts  of  the  type  employed  for  the  polio- 
myelitis victim.  By  this  means  the  status  of 
all  muscles  may  be  known  and  corrective 
measures  may  be  evaluated  in  advance. 

The  most  common  deformity  of  the  lower 
extremities  is  equinus,  in  which  there  is  a 
contracture  of  the  gastrocnemius  and  soleus 
muscles.  Some  cases  are  further  complicated 
by  weakness  or  paralysis  of  the  dorsiflexors 
of  the  foot.  Accompanying  equinus  there  is 
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often  lateral  deviation  of  the  foot  or  deformi- 
ties of  the  toes.  Procedures  which  may  be 
used  in  the  surgical  treatment  of  equinus 
are  lengthening  of  the  heel  cord,  neurectomy, 
and  arthrodesis. 

Lengthening  of  the  heel  cord  is  most  fre- 
quently used.  This  procedure  is  often  em- 
ployed at  an  age  when  arthrodesis  is  contra- 
indicated.  Care  must  be  taken  to  avoid  ex- 
cessive lengthening;  the  foot  should  be  im- 
mobilized at  a  right  angle  in  plaster  until 
firm  healing  has  taken  place.  After  the 
wound  has  healed,  night  casts  and  dorsiflex- 
ion  exercises  should  be  instituted.  The  most 
common  cause  of  recurrence  of  the  deformity 
is  improper  postoperative  care. 

Popliteal  neurectomy  is  of  value  only  in 
the  mild  cases  in  which  the  deformity  can 
be  corrected  under  anesthesia. 

Neither  of  these  methods  can  stabilize  a 
foot  which  is  in  a  valgus  or  varus  position, 
nor  can  they  eliminate  a  foot  drop  if  the 
dorsiflexors  do  not  develop  power  after  the 
deformity  is  relieved.  The  indicated  proced- 
ure in  these  two  conditions  is  an  arthrode- 
sis ;  this,  however,  is  rarely  if  ever  indicated 
prior  to  8  or  9  years  of  age'"'.  If  controllable 
muscles  are  available,  their  transplantation 
will  usually  solve  the  problem  of  foot  drop. 

The  deformity  noticed  about  the  knee  is 
frequently  one  of  flexion.  Hyperextension, 
unless  a  complication  of  an  operation,  de- 
pends ordinarily  on  an  equinus  deformity 
with  a  tight  heel  cord  ;  with  treatment  of  the 
primary  condition  it  corrects  itself.  The  best 
procedure  for  flexion  deformity  of  the  knee 
is  to  lengthen  the  hamstring  muscles  and 
advance  the  heads  of  the  gastrocnemius. 
When  there  is  a  fixed  deformity,  the  knees 
need  to  be  straightened  by  a  wedged  cast 
prior  to  operation.  In  mild  cases  which  may 
be  treated  by  advancement  of  the  tibial  tu- 
bei'cle,  care  must  be  exercised  to  prevent 
disturbance  of  the  epiphyseal  plate.  Only  in- 
frequently is  posterior  capsulectomy  of  value. 

The  deformities  most  commonly  seen  about 
the  hip  are  those  of  (a)  adduction  with  a 
scissors  gait,  (b)  internal  rotation,  and  (c) 
flexion.  Surgery  is  seldom  indicated  before 
the  sixth  year;  other  means  of  preventing 
hip  deformities  are  important  in  order  to 
prevent  pelvic  obliquity. 

Intrapelvic    obturator    neurectomy    is    of 

7.  Green,  W,  T.  and  MoDeniiott,  L.  J. :  Operative  Treatment 
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value  when  there  is  no  fixed  adductor  con- 
tracture. When  this  contracture  is  present, 
section  of  the  adductors  plus  anterior  ob- 
turator neurectomy  will  correct  the  adduc- 
tion deformity  of  the  thigh. 

Internal  rotation  of  the  thigh  can  often  be 
corrected  by  section  of  the  gluteus  medius 
and  gluteus  minimus  muscles.  When  there 
is  an  organic  contractui'e  of  the  internal  ro- 
tators and  tensor  fasciae  femoris,  a  supra- 
condylar derotational  osteotomy  almost  al- 
ways produces  good  results. 

Flexion  deformity  of  the  hip  can  be  cor- 
rected by  subcutaneous  tenotomy  of  the 
structures  attached  to  the  anterior  superior 
spine  of  the  ilium.  A  Soutter  operation  is  sel- 
dom indicated. 

Surgery  of  the  upper  extremity  is  in  gen- 
eral quite  unsatisfactoiy,  because  of  its  com- 
plexity of  function.  As  a  result,  reconstruc- 
tion surgery  fails  in  its  main  purpose — that 
is,  improved  function  with  correction  of  the 
original  deformity.  Most  frequently  the  re- 
sult is  merely  a  correction  of  the  deformity 
without  improvement  of  function.  Pronation 
of  the  forearm  and  flexion  of  the  wrist  are 
the  most  frequent  deformities.  Wrist  flexion 
may  be  corrected  by  arthrodesis  of  the  car- 
pal bones  to  the  radius. 

Surgical  treatment  of  the  athetoid  patient 
is  still  at  best  questionable.  Recently  Stowell 
and  Gardner'-'  have  used  cordotomy  for  re- 
lief of  pain  and  improvement  of  muscular 
function.  Their  work  has  been  limited  and 
it  appears  that  physical  therapy  is  still  the 
best  means  of  treatment. 

Surgery  is  not  indicated  for  the  ataxic 
child. 

Drug  therapy 

In  recent  years  the  possibilities  of  a  pharm- 
acologic approach  to  the  cerebral  palsy  prob- 
lem have  been  recognized.  This  type  of  ther- 
apy serves  to  ameliorate  the  abnormal  mus- 
cular mechanisms  and  facilitate  purposeful 
neuromotor  training. 

Before  considering  the  action  of  drugs  one 
needs  to  recall  certain  fundamental  facts 
of  muscle  physiology.'"^  Normally  a  muscle 
responds  to  increasing  frequency  of  stimula- 
tion  by  increasing   its   rate  of  contraction. 

s.  stowell.  A.  and  Gnnlner.  W.  J.:  Spasticity.  Physiologic 
and  Xeurosnrrical  Considerations  with  Preliminary  Report 
of  Two  Ca.ses'.  Cleveland  Clin.  Quart.  13:207-21.3  (001.1   1940. 
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The  Wedensky  inhibition  is  that  point  above 
which  increased  frequency  of  stimulation 
will  not  increase  muscular  contraction,  but 
will  produce  muscular  relaxation.  This  block 
appears  to  be  at  the  myoneural  junction,  as 
the  nerve  will  still  conduct  impulses  and  the 
muscle  respond  to  direct  stimulation. 

The  curare  compounds'""  seem  to  create 
a  like  inhibition  at  frequencies  which  are 
lower  and  of  clinical  significance.  Certain 
concentrations  of  curare  make  it  possible 
to  filter  the  volley  of  impulses  and  lower 
the  rate  of  bombardment.  The  dosage  must 
be  individualized  and  repeated  every  fourth 
day.  Tubocurarine  has  been  found  to  be  the 
most  efficacious  drug,  in  that  it  is  most  con- 
stant in  action. 

The  use  of  these  drugs  greatly  reduces  the 
muscle  tone  and  makes  re-education  easier. 
With  improvement  in  the  range  of  motion, 
and  in  the  habit  patterns,  training  in  early 
life  is  possible.  Fixed  deformities,  muscular 
imbalance,  and  atrophies  are  not  so  likely  to 
occur. 

The  role  of  Prostigmine  is  still  unsettled'"'. 
It  seems,  however,  to  facilitate  the  correction 
of  contractures  with  braces  or  wedged  casts, 
and  to  make  the  patient  more  comfortable 
during  the  period  of  correction.  It  is  most 
useful  in  cases  of  spasticity. 

The  hydantoin  group  of  drugs  is  of  great- 
est usefulness  in  conditions  of  increased  ten- 
sion such  as  those  produced  by  excitement. 
Thus  they  are  indicated  in  tension  athetosis. 

Many  other  drugs  have  been  used;  how- 
ever, either  their  mode  of  administration  or 
the  high  dosage  required  for  clinical  re- 
sponse makes  them  undesirable  in  their  pres- 
ent form. 

Ph]isical  therapy 

The  role  of  the  physical  therapist  is  per- 
haps the  most  important.  Through  her  pa- 
tient and  diligent  care,  fixed  deformities  and 
contracture  can  be  prevented.  Physical  ther- 
apy is  essentially  the  only  hope  for  the  athe- 
toid  and  the  ataxic  patient. 

In  general  the  aim  of  the  physical  thera- 
pist is  to  start  treatment  early,  thus  pre- 
venting contractures  and  enabling  the  child 
to  obtain  conscious  control  of  motor  function. 
A  diligent  attempt  must  be  made  to  have 

10.  Denhoff.  E.  and  Biadlev,  C:  Curare  Treatment  of  Spastic 
riuldren.  New  Enaland  J.  Med.  226:411-416  (March  12) 
1942. 

11.  JepsoD,  P.  X.:  The  Use  of  Prostigmine  in  the  Manag-e- 
ment  of  Infantile  Cerebral  Paralysis,  J.  Pediat.  28:65-6S 
(Jan.)    194G. 


the  patient  follow  a  normal  pattern  of  devel- 
opment with  regard  to  age ;  that  is,  the  infant 
should  be  able  to  sit  up  at  6  months,  creep 
at  10  months,  and  stand  alone  at  15  months. 
It  is  necessary  to  have  domination  of  one 
hand  over  the  other. 

The  prime  purpose  of  physical  therapy  for 
the  athetoid  is  to  teach  the  patient  to  relax. 
Only  when  the  patient  is  able  to  relax  can 
muscle  re-education  begin.  Muscle-strength- 
ening exercises  are  not  indicated. 

It  is  usually  best  to  start  the  training  at 
the  proximal  portion  of  the  athetoid  extrem- 
ity and  work  distally.  Obviously  nothing  is 
accomplished  when  control  of  the  hand  has 
been  obtained  without  control  of  the  forearm. 

Physical  therapy  is  as  imperative  for  the 
spastic  child  as  for  the  athetoid  or  the  ataxic. 
Without  proper  pre-  and  post-operative  phy- 
sical therapy,  almost  any  surgical  correction 
will  at  best  produce  only  a  fair  result.  The 
patient  must  grasp  the  primary  patterns 
before  attempting  to  learn  the  more  complex. 
Rhythm,  speed,  and  accuracy  will  appear  as 
simultaneous  movements  become  coordinated. 

Their  impaired  equilibrium  increases  the 
difficulty  of  teaching  ataxic  children  a  new 
sense  of  balance.  The  objective  of  physical 
therapy  is  to  substitute  a  conscious  control 
of  balance  for  the  normal,  automatic  mechan- 
ism. 

Bracing 

Braces  are  used  in  cerebral  palsy  to  pro- 
vide better  control  of  extraneous  motions,  to 
increase  stability  for  standing  or  sitting,  and 
to  improve  leg  posture.  In  younger  children 
braces  prevent  the  development  of  deformi- 
ties ;  in  the  older  age  group  they  are  used 
in  the  correction  of  malpositions  which  de- 
velop as  a  result  of  muscle  weakness,  spas- 
ticity, athetosis,  or  rigidity. 

It  is  practically  impossible  to  maintain  a 
sitting  balance  if  the  thighs  cannot  rest  on 
the  seat.  The  leg  position  is  greatly  improved 
by  the  use  of  a  brace  which  holds  the  thighs 
down  with  the  legs  in  abduction,  plus  a  pelvic 
band  which  prevents  rotation.  In  this  posi- 
tion the  patient  can  sit  without  using  his 
hands  for  support. 

The  use  of  night  and  day  braces,  along 
with  close  supervision,  is  frequently  of  value 
in  the  treatment  of  equinus.  The  child  whose 
neck  muscles  are  so  weakened  that  the  head 
cannot  be  held  erect,  as  well  as  the  patient 
with   severe   spinal  muscular  imbalance   or 
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flexion  contracture  of  the  knee,  can  be  helped 
by  the  use  of  proper  bracing. 

Occupational  therapy 

After  the  patient  has  grasped  the  funda- 
mental patterns  of  training,  the  occupational 
therapist  may  begin  a  program  of  rehabili- 
tation. The  objective  is  to  teach  the  patient 
some  gainful  occupation  in  which  he  can  uti- 
lize defective  muscles  over  which  control 
can  be  established.  As  may  be  expected,  close 
cooperation  must  be  maintained  between  the 
physical  therapist  and  the  occupational  ther- 

^P^^*-  Conclusion 

The  demands  of  the  infant  with  cerebral 
palsy  are  tremendous,  and  his  needs  will  be 
met  only  by  educating  the  public,  as  well  as 
the  medical  profession,  as  to  the  true  nature 
of  the  disease.  While  great  strides  in  hand- 
ling this  problem  have  been  made  in  the 
past  few  years  by  certain  groups,  these  phys- 
ically handicapped  children  remain  woefully 
neglected. 

There  is  a  great  need  for  research  in  the 
etiology  of  this  condition,  and  for  new  and 
better  methods  of  treatment.  Above  all  it 
must  be  remembered  that  no  one  specialist 
should  treat  these  children  exclusively,  but 
rather  that  for  each  individual  patient  an 
over-all  program  should  be  outlined  and  fol- 
lowed. 


Anxiety  and  physical  disease. — Often  the  idea  up- 
peiuiiost  in  the  mind  of  a  busy  physician  when  con- 
fronted "with  a  patient  whose  anxieties  seem  to  be 
out  of  proportion  to  any  obvious  or  foreseeable 
danger  is,  "Has  this  patient  any  physical  disease, 
or  is  this  all  due  to  an  emotional  upset  of  some 
sort  ? "  It  is  an  important  and  frequently  difficult 
question  to  answer,  particularly  when  there  are  no 
obvious  physical  signs.  The  question  should  never 
be:  "Is  this  mental  or  physical?"  Such  a  question 
implies  that  the  establishment  of  one  condition  would 
necessarily  preclude  the  existence  of  the  other.  Even 
the  briefest  experience  in  the  handling  of  patients 
is  sufficient  to  expose  the  fallacy  of  this  suggestion. 
It  is  very  likely  that  the  answer  to  the  question 
"How  much  is  physical  and  how  much  smotional?" 
would  be  nearer  to  the  truth.  Any  patient  with  an 
illness  in  which  organic  change  has  been  demon- 
strated certainly  is  going  to  have  some  emotional 
changes  as  a  reaction  to  the  disabilities  and  dangers 
of  the  disease.  Conversely,  any  patient  who  is  emo- 
tionally distui'bed  over  a  considerable  period  of  time 
may  have  some  physiologic  disturbances  in  response 
to  his  emotional  conflict.  If  these  physiologic 
changes  are  prolonged  or  intense  enough  stnjctural 
changes  may  ensue.  It  is  still  a  moot  question 
whether  long-standing  emotional  conflicts  are  suffi- 
cient in  themselves  to  produce  hypertension,  peptic 
ulcers,  or  colitis,  but  it  is  a  clinical  fact  that  these 
are  diseases  often  seen  only  after  a  period  of  pro- 
longed emotional  unrest. — Melvin  W.  Thorner:  Psy- 
chiatry in  General  Practice.  Philadelphia,  W.  B. 
Saunders  Co.,  1948,  p.  300. 
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Many  and  varied  theories  have  been  ad- 
vanced in  an  effort  to  explain  the  etiology 
of  the  toxemias  of  pregnancy,  and  particu- 
larly of  eclampsia  and  pre-eclampsia.  Bar- 
tholomew'i'  believes  that  thrombosis  of  pla- 
cental vessels,  with  infarcts  of  the  placenta, 
leads  to  necrosis  and  disintegration  of  the 
affected  villi,  and  that  poisonous  products  of 
protein-splitting  are  disseminated  through 
the  mother's  body,  causing  widespread  dam- 
age to  the  liver  and  kidneys.  Smith  and 
Smith'-'  are  of  the  opinion  that  a  deficiency 
of  estrogen  and  progesterone,  and  abnormal 
oxidation  of  estrogens  are  major  factors. 
Others  believe  that  the  disease  is  primarily  a 
hypertension  due  to  spasm  of  the  arterioles. 
Ross'31  feels  that  dietary  deficiencies  are  a 
predisposing  factor,  and  says  that  a  high  in- 
cidence of  eclampsia  occurs  most  often  in 
areas  where  pellagra  and  similar  diseases  are 
frequent.  Some  have  tried  to  place  the  blame 
on  incompatible  blood  groups  and  Rh  incom- 
patibilities between  the  fetus  and  the  mother. 
Hurst  and  Taylor'^'  found  no  experimental 
data  to  substantiate  this  hypothesis. 
_  Most  investigators  believe  that  pre-eclamp- 
sia is  a  clinical  entity  in  which  there  is  first 
retention  of  water  and  salt  due  to  abnormal 
capillary  permeability.  It  seems  that  the  only 
definitely  known  cause  is  pregnancy.  There 
are  no  absolutely  typical  hepatic  or  renal  le- 
sions. Since  the  disease  is  an  entity  peculiar 
to  the  human  race,  all  studies  as  to  etiology 
and  treatment  must  be  made  on  pregnant  pa- 
tients and  not  on  animals. 

Diagnosis 
Laboratory  tests 

Careful   clinical   observation   is   probably 
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more  reliable  than  many  of  the  laboratory 
tests.  MacArthur'""  has  explained  that  the 
hypoproteinemia  of  normal  pregnancy  is  re- 
lated to  plasma  dilution,  while  that  of  pre- 
eclampsia and  eclampsia  is  probably  caused 
by  failure  of  the  damaged  liver  to  synthesize 
albumin.  Measurements  of  the  urinary  albu- 
min and  blood  urea  give  only  limited  infor- 
mation regarding  renal  efficiency.  Bonsnes 
and  Stander"''  repoi'ted  that  uric  acid  clear- 
ance and  urea  clearance  were  found  to  be 
subnormal  during  the  active  phase  of  pre- 
eclampsia, and  to  return  to  nearly  normal 
values  by  the  third  or  fourth  postpartum 
day.  Chesley'''  feels  that  tests  of  uric  acid 
clearance  are  particularly  valuable  in  mak- 
ing the  diagnosis  of  pre-eclampsia  ;  he  stated 
that  the  diminution  in  renal  clearance  is  suf- 
ficient to  account  for  the  rises  seen  in  the 
blood  uric  acid  levels.  Odell  and  McDonald'^' 
believe  that  serum  betaglucuronidase  levels 
offer  a  means  of  differentiating  most  cases 
of  presumable  pre-eclampsia  from  hyper- 
tensive toxemia  of  pregnancy.  This  is  a 
highly  complicated  test  and  available  in  very 
few  localities. 

Clinicul  obsoTatioiiK 

Castallo'"'  and  others  feel  that  trouble  is 
imminent  when  a  pregnant  woman  exhibits 
one  or  more  of  the  following  symptoms  and 
signs:  (1)  rising  blood  pressure,  (2)  increas- 
ing albuminuria,  (.3)  rapid  increase  in 
weight,  (4)  diminishing  urinary  output,  (5) 
increase  in  edema,  (6)  dimness  of  vision  or 
amaurosis,  (7)  precordial  pain  or  girdle  pain. 
(8)  accelerated  pulse,  (9)  increased  depth 
of  respiration,  (10)  torpor  or  excitability, 
(11)  marked  retinal  edema  and  spasm  of  the 
arterioles. 

Many  writers  seem  to  feel  that  a  blood 
pressure  of  140  systolic,  90  diastolic  i-epre- 
sents  a  top  limit  of  normal.  Actually,  a  point 
of  much  greater  importance  is  whether  the 
pressure  shows  any  tendency  to  rise  fi'om 
one  visit  to  the  next.  Particularly  is  the  dias- 
tolic figure  to  be  watched.  The  diastolic 
pressure  shows  the  constant  pressure  under 
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which  the  vascular  system  is  working. 

The  presence  of  albumin  in  the  urine  of  a 
pregnant  woman  is  never  "normal."  If  a 
voided  specimen  shows  even  a  trace  of  pro- 
tein, a  catheterized  specimen  should  be  ex- 
amined. 

It  is  generally  agreed  that  an  average  gain 
of  20  pounds  is  about  normal  during  a  preg- 
nancy ;  this  allows  approximately  2  pounds 
a  month.  If  the  patient  gains  a  pound  a  week 
or  more,  she  should  be  seen  more  fi'equently. 

Diminishing  urinary  output  may  be  one 
of  the  indications  of  salt  and  water  reten- 
tion, and  may  appear  even  before  clinical 
edema  becomes  evident.  Edema,  which  usu- 
ally is  first  noted  in  the  feet  and  ankles  and 
then  includes  the  face  and  hands,  is  positive 
proof  that  the  fluid  balance  is  upset.  All 
edema,  no  matter  how  slight,  calls  for  watch- 
fulness. 

The  dimness  of  vision  may  be  only  transi- 
tory at  first,  and  associated  with  scotomata. 
Girdle  pain  is  thought  to  be  caused  by  dis- 
tention of  the  liver  capsule. 

Hallum'i"'  has  pointed  out  that  ophthalmo- 
scopic examination  of  the  eyegrounds  can 
shed  considerable  light  on  the  nature  and 
severity  of  the  toxemia.  The  retinal  arteri- 
oles reveal  pretty  clearly  the  state  of  the  vas- 
cular tree  in  other  organs  of  the  body. 

"In  preeclampsia  and  eclampsia,  the  outstanding 
change  is  spastic  localized  and  generalized  constric- 
tion of  the  arterioles,  and  the  degree  of  constriction 
usually  is  in  proportion  to  the  severity  of  the  tox- 
emia. When  the  angiospasm  is  severe,  retinopathy 
appears.  .  .  .  Increase  in  the  uric  acid  content  of 
the  blood  above  3.5  mg'.  per  100  cc.  indicates  that 
the  toxemia  is  of  toxic  origin,  and  peripheral  resis- 
tance is  actually  produced  by  spasm  of  the  arterioles. 
When  the  uric  acid  content  of  the  blood  is  normal 
in  a  toxic  patient  with  constriction  of  the  retinal 
arterioles,  vascular  disease  is  probably  the  basis  of 
the  toxemia"'if" 

Treatment 

Several  of  the  more  recent  additions  to 
our  armentarium  for  the  treatment  of  pre- 
eclampsia will  be  discussed  briefly.  The  most 
promising,  in  the  opinion  of  several  authors, 
is  methionine,  one  of  the  essential  amino 
acids.  Philpott  and  his  co-workers'"'  and 
MacArthur'^'  feel  that  methionine,  by  its  pro- 
tective action  upon  the  liver,  materially  aids 
in  the  prevention  and  treatment  of  toxemia 
of  pregnancy.  Further  experience  with  its 
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use  is  necessary,  however.  It  is  available  in 
tablets  containing  0.5  Gm.,  and  the  recom- 
mended dosage  is  5  to  10  Gm.  a  day.  It  will 
almost  invariably  produce  diuresis  and  a 
marked  diminution  of  edema. 

Smith  and  Smith'-'^-'  reported  impi'ove- 
ment  in  patients  treated  with  pseudoglobulin 
and  diethylstilbestrol.  Their  theory  is  that  a 
toxic  protein  escaping  from  the  uterus  into 
the  general  circulation  is  the  causative  agent 
in  late  toxemias  of  pregnancy,  and  that  the 
pseudoglobulin  tends  to  neutralize  this  toxin. 
They  had  previously  advocated  the  use  of 
large  doses  of  estrogens,  on  the  theory  that 
the  placental  syncytium,  the  site  of  secretion 
of  sex  steroids  after  the  twelfth  week  of 
pregnancy,  might  be  restimulated  to  full  se- 
cretory activity. 

Conflicting  reports  are  available  on  the 
virtues  of  Veratrum  viride.  Willson'^-^'  found 
that  it  consistently  lowered  the  blood  pres- 
sure, slowed  the  pulse,  and  caused  a  reduc- 
tion in  urinary  output  which  in  one  series 
averaged  95.7  per  cent.  Irving'"'  reported 
better  results  with  Veratrum  viride  and  mag- 
nesium sulfate  than  with  the  latter  drug 
alone. 

Golden  and  Fraser'^"''  feel  that  concentrated 
plasma  has  an  important  place  as  an  adjunct 
in  the  treatment  of  severe  late  toxemia.^^  of 
pregnancy.  The  colloidal  osmotic  action  ex- 
erted by  plasma  reduces  edema,  re-establi=^hes 
normal  concentration  of  blood  and  circulat- 
ing blood  volume,  and  increases  urinary  out- 
put. (In  the  absence  of  edema,  concentrated 
plasma  has  little  effect  on  urinary  output.) 

Mild  pre-echonpsia 

Whenever  an  increase  in  blood  pressure,  a 
disproportionate  weight  gain,  edema,  or  al- 
buminuria is  noted,  the  following  routine 
should  be  immediately  instituted : 

1.  The  patient  should  be  advised  to  rest 
for  one  or  two  hours  every  afternoon. 

2.  Salt  intake  should  be  greatly  restricted. 
A  salt  substitute  such  as  Neocurtasal,  which 
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provides  a  salty  taste  without  contributing 
any  sodium  ions,  may  be  prescribed.  Am- 
monium chloride,  8  Gm.  daily  in  enteric 
coated  tablets,  will  facilitate  the  mobilization 
of  the  retained  sodium,  and  hasten  the  ex- 
cretion of  fluid. 

3.  A  saline  cathartic  in  sufficient  quan- 
tity to  produce  a  watery  bowel  movement 
should  be  prescribed.  A  teaspoonful  of  Ep- 
som salt  in  the  morning  will  usually  be  suf- 
ficient. Some  patients  will  be  more  cooper- 
ative if  allowed  to  take  citrate  of  magnesia. 

4.  A  high  protein,  low  carbohydrate  diet 
should  be  recommended. 

5.  The  patient  should  be  told  to  take  suf- 
ficient fluids  to  maintain  a  state  of  hydra- 
tion. 

6.  Mild  sedation  with  phenobarbital  or  a 
related  drug  should  be  prescribed. 

7.  The  patient  should  be  seen  at  more  fre- 
quent intervals. 

Severe  pre-eclainpsia 

The  effectiveness  of  treatment  in  mild  pre- 
eclampsia is  gauged  by  the  control  of  weight 
gain  (edema)  and  blood  pressure,  mainten- 
ance of  the  urinary  output,  stabilization  of 
the  protein  excretion,  and  prevention  of 
symptoms.  If  there  is  no  response  to  treat- 
ment, or  if  during  treatment  the  patient  com- 
plains of  blurred  vision  or  headaches,  or  con- 
tinues to  gain  weight,  she  should  be  hospital- 
ized immediately  and  kept  at  complete  bed 
rest.  The  eyegrounds  should  be  examined,  and 
daily  urinalyses  should  be  done  on  catheter- 
ized  specimens.  The  uric  acid  content  of  the 
blood  should  be  estimated  every  day,  and  a 
chart  of  the  daily  intake  and  output  should 
be  kept. 

If  there  is  no  clinical  improvement  after 
one  or  two  days  on  this  regimen,  concen- 
trated glucose  should  be  added  to  the  sched- 
ule. Two  to  five  hundred  cubic  centimeters 
of  20  per  cent  glucose  in  distilled  water  will 
usually  aid  materially  in  stimulating  renal 
output.  Smaller  quantities  of  50  per  cent  glu- 
cose may  be  given  three  or  four  times  during 
a  twenty-four  hour  period,  and  25  per  cent 
magnesium  sulfate  in  doses  of  5-10  cc,  given 
intravenously  or  intramuscularly,  may  be 
utilized  if  the  rc^sponse  to  glucose  is  unsatis- 
factory. Blood  and  plasma  are  given  if  a 
significant  anemia  is  present,  or  if  the  blood 
albumin-globulin  ratio  shows  a  need  for  it. 

Failure  to  respond  to  this  regimen  is  proof 
that  the  toxemia  is  beyond  medical  manage- 
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ment,  and  that  pregnancy  should  be  termin- 
ated. Many  authors,  including  Chesley  and 
his  co-workers'^"',  believe  that  a  prolonged 
toxemia  causes  permanent  vascular  damage 
leading  to  hypertension,  and  that  early  term- 
ination of  pregnancy,  especially  after  the 
thirty-fourth  week,  is  advisable  in  all  but  the 
mildest  cases. 

The  method  of  terminating  pregnancy  de- 
pends on  the  parity  of  the  patient  and  the 
state  of  the  cervix.  A  multipara  with  a  soft 
cervix  will  usually  respond  to  rupture  of  the 
membranes,  particularly  if  it  is  preceded  by 
the  administration  of  2  ounces  of  castor  oil 
and  a  hot  soapsuds  enema.  The  primipara 
with  a  lono-,  hard  cervix  jiresents  a  serious 
problem.  Most  such  patients  will  have  a  long 
labor,  and  occasionally  the  induction  fails.  In 
these  instances  cesarean  section  is  to  be 
considered.  Regional  or  local  anesthesia 
should  be  used  when  possible,  and  for  the 
sake  of  the  baby  no  narcotic  drugs  should 
be  given  before  operation. 

Siimmcn-ii 

Determinations  of  blood  uric  acid  levels 
and  of  uric  acid  clearance,  combined  with 
clinical  observation,  offer  the  best  means  of 
diagnosing  pre-eclamptic  toxemia. 

Pre-eclampsia  can  best  be  prevented  by 
close  prenatal  supervision,  recognition  of  the 
actual  appearance  of  toxemia  at  the  earliest 
possible  time,  and  early  hospitalization  if 
the  patient  does  not  respond  to  treatment  at 
home.  In  even  the  mildest  cases  of  pre- 
eclampsia bed  rest  and  suitable  medical 
treatment  should  be  promptly  instituted. 
Early  interruption  of  pregnancy,  especially 
after  the  thirty-fourth  week,  is  advisable  in 
all  but  the  mildest  cases. 

111.  (a)  Clicslev.  L.  C.  Somers.  W.  H.,  and  Vann,  F.  H. :  A 
Further  Follow-Up  Studv  of  Eulnmpsia,  Am.  ,T.  Ohst.  & 
Gynec.  ^r,:  tnn-121  (Sept.)  ints.  fb)  Cossrove,  S.  A.  and 
Che>lev.  L.  C:  Management  and  Treatment  of  Late  Tox- 
emias of  Pregnancv,  Am.  J.  Ohst.  &  Gvnec.  51  :G7-74  (Jan.) 
1916. 


Estrogen  therapy  before  the  menopause. — Women 
don't  develop  true  menopausal,  true  vasomotor 
symptoms  ordinarily  while  they  are  still  menstru- 
ating normally.  It  is  when  they  begin  to  skip  periods 
or  cease  menstruating  completely  that  these  symp- 
toms, if  they  appear  at  all,  are  apt  to  become 
troublesome.  As  long  as  menstruation  is  proceeding, 
we  can  assume  that  the  ovaries  are  producing  all 
the  estrogen  the  woman  needs.  Thus,  it  only  does 
harm  to  make  her  an  estrogen  addict. — Emil  Novak: 
The  Management  of  the  Menopause  with  Psychoso- 
matic Aspects,  West  Virginia  M.  J.  44:.337  (Dec.) 
1948. 


THE   CULDOSCOPE   IN   PRIVATE 
PRACTICE 

Richard  B.  Dunn,  M.D. 

and 

Donald  C.  Schweizer,  M.D. 

Greensboro 

Until  Decker  described  the  culdoscope  in 
1941'^\  no  satisfactory  method  of  visualizing 
pathologic  lesions  in  the  pelvis  was  available. 
The  peritoneoscope  has  been  employed  for 
this  purpose,  but  it  is  usually  difficult  to 
distend  the  abdominal  cavity  enough  to  al- 
low proper  visualization  of  the  pelvic  con- 
tents'-'. 

Decker  observed  that  when  a  patient  is 
placed  in  the  knee-chest  position  the  pressure 
in  the  abdominal  cavity  is  reduced''''.  He 
noted  that,  with  the  patient  in  this  position, 
one  could  hear  the  sound  of  air  rushing 
through  a  spinal  needle  inserted  in  the  cul- 
de-sac.  He  further  discovered  that,  if  one  or 
both  tubes  are  patent,  the  same  phenomenon 
occurs  when  a  cannula  is  inserted  into  the 
uterus  through  the  cervical  canal,  the  patient 
being  in  the  knee-chest  position.  This  change 
in  pressure  can  be  graj^hically  demonstrated 
by  attaching  a  20  cc.  syringe  to  the  cannula, 
with  the  syringe  in  the  open  position ;  the 
syringe  closes  as  the  air  is  sucked  through 
the  tubes'-". 

We  have  been  using  the  culdoscope  since 
January,  1948.  This  paper  is  based  on  our 
first  year's  experience  with  this  instrument, 
and  covers  28  consecutive  cases  in  which 
the  culdoscope  was  used  for  diagnosis. 

Description-  of  the  Instr)fnie)>t 
Figure  1  shows  the  culdoscope  inserted 
through  the  sleeve  or  cannula.  The  ocular 
and  telescopic  ends,  as  well  as  the  system 
of  illumination,  are  like  those  of  a  cysto- 
scope.  A  trocar  fits  inside  the  cannula,  and 
is  used  for  the  actual  puncture  of  the  cul-de- 
sac.  A  screw  tip  cannula  may  be  used  in  the 
cervix  as  a  means  of  testing  tubal  patency. 
Recently  we  have  used  a  Foley  catheter,  at 
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Fig.  1.  The  culdoscope  in  its  sheath  and  the  trocar. 

Dr.  Decker's  suggestion'"",  and  find  that  it 
is  more  satisfactory  than  the  cannula.  This 
catheter  can  be  inserted  into  the  uterine  cav- 
ity and  held  in  place  by  distending  the  bag. 

Procedure 

The  patient  is  placed  in  the  knee-chest  po- 
sition. Because  this  position  is  difficult  to 
maintain,  we  have  used  a  2'  o  per  cent  solu- 
tion of  Sodium  Pentothal  as  an  anesthetic 
agent  in  all  cases  except  one.  In  that  one 
case  local  infiltration  with  a  1  per  cent  solu- 
tion of  Novocain  was  employed.  Satisfactory 
anesthesia  was  obtained,  but  the  patient  com- 
plained of  the  discomfort  of  the  position.  If 
the  patient  is  balanced  properly  and  the  legs 
are  held  apart  against  the  upright  of  the 
usual  foot  stirrup,  the  position  can  be  main- 
tained even  though  a  general  anesthetic  is 
used. 

When  the  patient  is  in  a  satisfactory  posi- 
tion, the  vulva  and  vagina  are  painted  with 
merthiolate.  If  a  local  anesthetic  is  used, 
some  non-irritating  antiseptic  is  preferred. 
A  Sims  speculum  is  inserted  in  the  vagina, 
and  the  perineum  is  elevated  while  the  an- 
terior lip  of  the  cervix  is  grasped  with  a 
tenaculum.  The  cul-de-sac  is  then  stretched 
tightly,  with  the  vagina  gaping.  Figure  2 
shows  the  trocar  being  inserted  into  the  cul- 
de-sac.  Care  must  be  taken  not  to  get  too 
near  the  uterus  and  in  the  retrocervical  tis- 
sue. One  should  also  be  careful  not  to  get 
too  near  the  sacrum,  and  so  inadvertently 
puncture  the  rectum. 

In  our  first  cases  we  connected  the  valve 
on  the  cannula  to  a  bag  filled  with  carbon 
dioxide,  so  that  when  the  puncture  was  made 
carbon  dioxide  was  sucked  into  the  abdomen. 
Because  of  minor  technical  difficulties,  and 
because  there  seemed  to  be  no  appreciable 
difference  in  postoperative  shoulder  pain 
whether  air  or  carbon  dioxide  was  used,  we 
have  discontinued  this  practice.  When  the 
trocar  is  withdrawn  from  the  sheath,  the 
sound  of  air  rushing  into  the  abdomen  can 
be  heard.  Figure  3  shows  a  sagittal  view  of 

3.    Det-ker,  A.:  Personal  conuiiunication. 
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Fig.   2.    Position   for   puncture   of   the    posterior 
vaginal  vault  (after  Deckeri-'O- 

the  instrument  in  proper  position. 

Because  the  intra-abdominal  temperature 
and  lens  temperature  differ,  fogging  of  the 
lens  may  occur.  Warming  the  lens  with  water 
will  prevent  this.  A  surprisingly  clear  view 
of  the  pelvic  organs  can  be  obtained.  By  ro- 
tating the  culdoscope  in  the  sheath  and  mov- 
ing the  tenaculum  attached  to  the  cervix,  it 
is  easy  to  identify  the  uterus,  tubes,  and 
ovaries  (fig.  4  and  5).  The  sigmoid  and  rec- 
tum may  also  be  viewed,  as  well  as  loops  of 
small  intestine.  Often  the  appendix  can  be 
seen.  By  maneuvering  the  instrument  to 
wider  angles,  the  bladder  and  internal  pelvic 
walls  can  be  inspected.  The  object  viewed  is 
either  magnified,  life-sized,  or  reduced,  de- 
pending on  the  distance  between  it  and  the 
lens. 

After  the  pelvic  contents  have  been  stu- 
died, tubal  patency  may  be  tested.  Either  a 
screw-tip  cannula  or  a  Foley  catheter  is  in- 
serted into  the  cervix,  and  dilute  methylene 
blue  is  injected  into  the  uterine  cavity.  If 
the  tubes  are  patent,  the  dye  will  be  seen 
dripping  from  the  fimbriated  extremities  of 
the  fallopian  tubes.  In  almost  all  such  cases 
we  have  used  the  Foley  catheter. 

After  the  procedure  is  completed,  the  cul- 
doscope is  removed  from  the  cannula  and  the 
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Fig'.  3.    Sasitta!  section  showing   the  culdoscope 
in  position  for  use   (after  Decker'")- 

patient  is  allowed  to  slide  to  a  prone  position. 
A  hand  placed  under  the  patient's  abdomen 
forces  out  most  of  the  air  and  at  this  time 
the  cannula  is  removed.  One  should  be  care- 
ful to  expel  as  much  air  as  possible  in  order 
to  lessen  the  degree  of  postoperative  shoulder 
pain. 

Analysis  of  Cases 
Our  28  cases  have  been  divided  into  broad 
classifications  based  on  the  indications  for 
doing  culdoscopic  examinations. 

Group  1:  Abdominal  pain  from 
obscure  pelvic  patJwlogtj 

In  this  group  of  12  cases  are  included 
instances  of  ectopic  pregnancy,  endometrio- 
sis, adhesions,  varicosities,  and  other  con- 
ditions in  which  a  diagnosis  could  not  be 
made  by  bimanual  palpation.  In  all  cases 
the  examination  was  satisfactory.  Both  an 
unruptured  tubal  pregnancy  and  a  bleeding 
ruptured  one  were  seen  jilainly.  A  stiffened, 
acutely  inflamed  appendix  was  found  hang- 
ing in  the  pelvic  cavity.  Endometriosis  and 
chronic  salpingitis  were  readily  recognized. 
In  4  cases  the  failure  to  demonstrate  a  jDatho- 
logic  lesion  added  weight  to  a  diagnosis  of 
psychosomatic  pain.  The  one  case  which  was 
not  diagnosed  correctly  with  the  culdoscope 
was  that  of  an  interstitial  pregnancy  which 
did  not  noticeably  distort  the  external  uter- 
ine contour.  A  dilatation  and  curettage 
following  the  visual  examination  provided 
the  clue  to  the  diagnosis,  when  the  curet  was 
felt  to  enter  this  separate  cavity.  The  diag- 
nosis was  proved  at  laparotomy. 

Group  2:   Undifferentiated  pelvic  masses 

Frequently  it  is  difficult  to  differentiate 
masses  of  ovarian,  uterine,  and  inflamma- 
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Fig.  i.    Culdoscopic  view   of  the  ovary  with  a 
follicular  cyst   (after  Deekeri'"). 

tory  origin  by  the  usual  methods  of  diagnosis. 
In  this  group  of  6  cases,  culdoscopy  was 
successful  in  4.  The  mass  was  found  to  be 
due  to  an  ovarian  cyst  in  3  of  the  cases,  and 
to  a  compact  loop  of  intestine  in  the  fourth. 
A  complication  occurred  in  one  of  these  cases 
when  we  inserted  a  Foley  catheter  to  test 
tubal  patency.  Inadvertently  the  catheter  and 
stylet  were  pushed  through  the  fundus  of 
the  uterus.  The  inflated  balloon  could  be  seen 
holding  the  catheter  in  the  peritoneal  cavity 
rather  than  the  uterine  cavity.  The  balloon 
was  deflated  and  withdrawn  without  com- 
plications. 

In  the  other  two  cases  of  this  group,  the 
attempt  to  make  a  diagnosis  failed  because 
of  technical  difficulties.  In  one  case,  pene- 
tration was  not  obtained  on  the  first  try, 
and  no  further  attempt  was  made  because 
of  the  possibility  of  a  mass  in  the  cul-de-sac. 
In  the  second  case  the  culdoscope  entered 
the  rectum  retroperitoneally,  and  the  feces 
was  visualized.  The  instrument  was  with- 
drawn and  no  postoperative  complications 
were  encountered.  Decker  has  reported  a 
similar  case  without  complications"". 

Group  3:  Infertility  problems 

This  group  may  prove  to  be  one  in  which 
the  culdoscope  will  be  of  greatest  value.  We 
feel  that  visualizing  the  fallopian  tubes  and 
noting  the  exact  location  of  occlusion  or  dis- 
tortion is  a  necessary  preliminary  to  plastic 
operative  procedures. 

In  these  10  cases  complete  sterility  studies 
had  been  done.  In  all  but  one,  culdoscopic 
examination  was  satisfactory.  In  3  cases  no 
pathologic  cause  for  infertility  was  seen.  In 

li.  Doi-ker.  A.:  Pelvic  Culdoscopy.  in  MeigS',  J.  V.  and  Sturgis. 
S.  n.:  Progress  in  Gynecoiogy,  New  York,  Grune  and 
Stratton,  Id  10,  p.  9S. 
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Fig.   5.     Culdoscopic   view   of   an   adherent   tube 
and  ovary    (after  Decker''"). 

the  cases  of  tubal  occlusion,  the  methylene 
blue  could  be  seen  in  the  tubes  through  the 
glistening  peritoneal  walls,  and  the  block 
could  be  located  exactly.  One  patient  had  had 
a  previous  operation,  the  details  of  which 
could  not  be  learned,  and  culdoscopy  con- 
firmed a  suspicion  of  bilateral  salpingec- 
tomy. Another  patient  had  had  repeated 
thorough  sterility  studies  in  other  cities,  and 
repeated  Rubin's  tests  were  positive.  Both 
tubes,  however,  were  found  to  be  occluded  in 
the  proximal  third — a  finding  which  was  con- 
firmed at  operation  and  by  microscopic  ex- 
amination of  the  sections.  One  possible  ex- 
planation of  the  positive  Rubin's  test  is  that 
carbon  dioxide  or  air  had  been  by-passing 
the  occlusion  and  escaping  subserosally. 

In  one  of  these  cases  the  attempt  to  make 
a  culdoscopic  examination  was  unsuccessful 
because  of  a  dull  trocar  which  penetrated 
the  vaginal  wall  but  pushed  the  peritoneum 
ahead  of  it  and  allowed  the  retroperitoneal 
space  to  become  distended  with  carbon  di- 
oxide. This  type  of  failure  can  often  be 
overcome  by  widening  the  opening  with  scis- 
sors or  forceps  and  grasping  the  peritoneum 
in  order  to  allow  perforation  with  the  tro- 
car. 

Four  patients  with  tubal  occlusion  under- 
went surgery  for  plastic  procedures.  Until 
recently  tubal  plastic  operations  have  been 
almost  uniformly  unsuccessful.  We  used  the 
new  technique  being  developed  by  Hellman'"'. 
This  procedure  utilizes  an  inert,  pure  poly- 
ethylene plastic  tubing  which  is  threaded  or 
forced  through  the  occluded  fallopian  tube 
into  the  uterus.  The  other  end  is  brought  out 
of  a  stab  wound  in  the  lower  quadrant  of  the 
abdomen  and  left  in  place  for  two  or  three 
weeks  to  allow  regeneration  of  the  lumen  and 
re-epithelization.  So  far,  no  pregnancies  have 

7.    Hellman,   I.,.   M. :   Personal   communication. 


resulted  in  these  4  cases.  We  have,  however, 
established  the  fact  that  in  3  of  the  4  cases 
the  tubes  are  still  patent.  This  percentage 
corresponds  favorably  with  the  results  re- 
ported by  Hellman.  We  know  of  no  previous 
surgical  plastic  procedure  with  which  such 
results  have  been  obtained. 

Co)iclusio]i 
We  believe  that  the  culdoscope  is  a  useful 
instrument  for  the  obstetrician  and  gynecolo- 
gist. The  technical  procedure  is  not  difficult, 
and  many  patients  may  be  saved  abdominal 
operations  by  the  use  of  this  instrument.  It 
has  proven  quite  safe'*".  While  it  has  helped 
us  to  solve  many  difficult  diagnostic  prob- 
lems related  to  the  female  pelvis,  we  feel  that 
its  greatest  usefulness  may  be  in  cases  of  in- 
fertility. 


TeLincIe,  R.  W.  and  Rutledgre, 
Gvnecologic  Procedure.  .\m.  J. 
(Jan.)    lilts. 
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THE  ROLE  OF  LOW-DOSAGE 

IRRADIATION  IN  SELECTED  CASES 

OF  MENSTRUAL  DISORDERS 

Glenn  S.  Edgerton,  M.D. 
Charlotte 

During  the  past  few  years  sporadic  arti- 
cles have  appeared  in  the  literature  concern- 
ing the  efficacy  of  low-dosage  irradiation  of 
the  ovaries  and  pituitary  gland  in  the  treat- 
ment of  selected  cases  of  menstrual  disorders 
and  sterility.  Most  gynecologists  have  been 
slow  to  resort  to  this  method  of  treatment, 
since  amenorrhea  alone  is  a  harmless  condi- 
tion, and  since  animal  experiments  have  sug- 
gested the  possibility  that  harm  might  be 
done  to  the  genes  and  chromosomes  of  the 
second  and  third  generations.  To  date,  there 
seems  to  be  no  evidence  that  this  danger 
exists  in  human  beings.  However,  some  clini- 
cal evidence  is  available  to  support  the  as- 
sumption that  even  low  doses  of  irradiation 
may  adversely  affect  an  ovum  very  early 
after  fertilization.  Hence,  caution  has  been 
given  against  the  use  of  this  method  in  the 
presence  of  a  possible  unsuspected  early 
pregnancy. 

In  1905  Halberstaedter'"  first  discovered 
that  roentgen  rays  had  a  selective  action  on 
the  ovary,  when  he  noted  that  large  doses 


Read  before  the  North  Carolina  OlistetricaJ   and   Gynecolof?- 
ical  Society,  Mid  Pines,   April  24,   1949. 

1,    Halb?rstaedter,   L.,   quoted  by  Kaplan,   I.  I.    (?e). 
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suppressed  menstrual  function  and  that 
small  doses  were  followed  by  bleeding. 
Rongy'-',  in  1924,  reported  the  use  of  x-ray  in 
the  treatment  of  amenorrhea  and  sterility. 
This  article  was  followed  by  numerous  other 
reports  in  this  field''". 

Discouraged  by  the  results  obtained  with 
endocrines  and  other  forms  of  therapy  in 
certain  types  of  menstrual  disorders,  I  began 
late  in  1947  to  refer  an  occasional  case,  after 
thorough  study,  to  a  radiologist  for  low-dos- 
age irradiation  of  the  ovaries,  pituitary,  and 
spleen. 

Case  Reports 
Case  1 

A  32  year  old  woman  who  had  been  married  fifteen 
years  complained  of  an  irritating  vaginal  discharge, 
amenorrhea,  and  secondary  sterility.  Since  puberty 
she  had  menstruated  about  twice  yearly,  with  an 
excessive  flow.  Her  only  pregnancy,  in  1944,  had 
terminated  with  a  miscarriage  at  about  the  fifth 
month.  In  1940  she  had  had  an  appendectomy  and  a 
uterine  suspension.  Pelvic  examination  was  essen- 
tially negative  except  for  a  Trichomonas  vaginitis. 
Examination  of  the  husband's  semen  was  within 
normal  limits  and  other  sterility  tests  and  blood 
studies  were  negative. 

Cyclic  bleeding  was  produced  with  endocrine  ther- 
apy from  April,  1947,  to  December,  1947,  but  ceased 
in  January,  1948,  when  endocrine  therapy  was  dis- 
continued. In  March,  1948,  she  was  referred  to  a 
radiologist  for  stimulative  irradiation  of  the  pitui- 
tary, ovaries,  and  spleen.  A  letter  from  her  dated 
March  10,  1949,  stated  that  she  had  had  regular 
periods  since  completing  her  x-ray  treatments  one 
year  ago.  No  contraceptives  had  been  used  and  preg- 
nancy had  not  ensued.  Temperature  graphs  before 
and  after  irradiation  showed  biphasic  curves. 

Case  2 

This  29  year  old  woman,  who  bad  been  married 
seven  years,  complained  of  oligomenorrhea,  dysmen- 
orrhea, and  secondary  sterility.  She  was  delivered 
of  a  normal  child  in  1943,  and  since  that  time  had 
been  unable  to  conceive.  She  had  menstruated  about 
every  four  months  for  two  years  following  her 
delivery,  and  cyclic  bleeding  had  been  produced  for 
the  next  three  years  by  her  local  physician.  In  1942 
she  had  a  uterine  suspension,  and  in  194.5  a  stone 
was  removed  from  her  left  ureter. 

She  was  a  healthy  appearing  female  of  normal 
weight  and  stature,  and  pelvic  findings  were  essen- 
tially negative.  Sterility  tests  and  other  laboratory 

2.  Rongv,  A.  J.:  X-Rav  Therapy  in  Disturbed  .Menstruation, 
Am.   J.   Obst.   &  Gynec.   7:109-172    (Feb.)    1921. 

3.  (a)  Rubin,  I.  C:  Sterility  Associated  with  Habitual 
Amenorrhea  Relieved  liy  X-Ray  Therapy,  Am.  J.  Obst.  & 
Gynec.  r2:7(i-78  (July)  1920.  (b)  Hirs'ch,  I.  S.:  X-Ray 
Treatment  of  Hypofunetion  of  0\ary  with  Special  Refer- 
ence to  Regulation  of  Menstrual  Function.  Radiology'  7: 
9;i-103  (Aug.)  I£i2(i;  also  Surf,'.,  Gynec.  &  Obst.  43:659-087 
(Nov.)  1926.  (c)  Haman,  J.  0.:  X-Ray  Irradiation  to  Pro- 
mote Ovulation,  West.  J.  Surg.  ,'i:'i:107-113  (Feb.)  1917; 
also  Tr.  .\m.  Soc.  Study  of  Sterility  1910,  pp.  98-101.  (d) 
Ma;«er,  Ch.arles  and  Fonnan,  S.  B.:  Low-Dosage  Irradiation 
of  the  Ovaries  and  TituitaiT  Gland  in  the  Treatment  of 
Sterility  Caused  by  Functional  Menstru;d  Disorders,  Tr. 
.\m.  Soc.  Study  Sterility,  1917,  pp.  153-103.  (e)  Kaplan, 
I.  I.:  Treatment  of  Amenorrhea  and  Sterility  by  X-Ray 
Therapy,  New  York  State  .T.  Med.  .16:27-J0-2752  (Dec.  15) 
1910.  (f)  Friedman.  M.  and  Finkler,  R.  S.:  Treatment  of 
Sterility  with  "Small  Dose"  X-Ray  Therapy,  Am.  J.  Obst. 
&  Gynec.  43:852-857   (May)   1942. 


findings  on  both  the  patient  and  her  husband  were 
not  revealing. 

In  April,  1948,  she  was  referred  for  stimulative 
irradiation.  A  letter  from  her  dated  January  26,  1949, 
stated  that  her  periods  had  been  occurring  regularly 
each  month  and  that  she  had  not  lost  any  time  from 
her  work  because  of  dysmenorrhea,  which  had  pre- 
viously necessitated  bedrest.  Temperature  graphs 
before  irradiation  were  monophasic  in  character,  and 
after  treatment  became  biphasic.  No  contraceptive 
has  been  used  and  pregnancy  has  not  yet  taken 
place. 

Case  3 

A  healthy  appearing  married  woman  of  30  was 
first  seen  in  December,  1946,  complaining  of  irregu- 
lar menstruation,  menstrual  headaches,  and  sterility. 
She  stated  that  her  periods  had  always  been  regular 
and  painless  until  she  was  21,  when  they  began  oc- 
curring every  three  to  five  months,  with  severe 
cramps  during  the  first  two  days.  She  had  had  one 
full-term  pregnancy.  She  was  treated  for  sterility  by 
my  associate,  and  in  February,  1947,  conception  took 
place.  She  was  delivered  of  a  normal  female  child 
in  November,  1947,  by  cesarean  section. 

A  normal  period  occurred  in  January,  1948.  When 
she  was  seen  again  in  June,  1948,  she  had  not  had 
another  period  and  was  complaining  of  severe  head- 
aches and  extreme  nervousness.  Cyclic  bleeding  was 
produced  for  two  months,  and  periods  again  ceased 
when  therapy  was  discontinued.  She  was  referred 
for  x-ray  therapy,  and  on  February  2,  1949,  she 
wrote  that  she  had  had  normal  periods  since  July, 
1948,  that  her  menstrual  headaches  had  ceased,  and 
that  this  was  the  first  time  she  had  been  on  a  normal 
schedule  in  twelve  years. 

Case  4 

This  case  presented  a  rather  difficult  problem.  The 
patient  was  a  normal  appearing  school  girl,  aged  14, 
who  had  been  hospitalized  on  six  previous  occasions 
for  varying  lengths  of  time  because  of  severe  men- 
orrhagia  of  puberty.  During  this  time  she  had  had 
numerous  blood  transfusions,  two  curettements,  and 
extensive  endocrine  and  constitutional  therapy  with- 
out any  appreciable  effect.  All  laboratory  findings 
were  essentially  negative.  The  two  curettements  had 
been  done  within  a  period  of  three  months  and 
showed  proliferative  endometrium.  On  her  last  ad- 
mission her  hemoglobin  was  56  per  cent  and  the  red 
blood  cell  count  2350,000. 

In  July,  1948,  low-dosage  irradiation  was  admin- 
istered. On  visits  made  to  the  outpatient  department 
of  the  Charlotte  Memorial  Hospital  in  December, 
1948,  and  January  and  March,  1949,  she  reported 
that  she  was  having  periods  every  twenty  to  twenty- 
two  days,  lasting  seven  to  ten  days  with  a  moderate 
flow.  These  results  are  not  ideal,  but  at  least  she 
had  been  able  to  attend  school  regularly  and  to  par- 
ticipate in  athletics,  and  her  state  of  general  health 
had  improved.  Further  biopsies  or  graph  reports 
were  not  recorded. 

Case  5 

A  29  year  old  woman  who  had  been  married  for 
two  years  came  complaining  of  secondary  amenor- 
rhea and  sterility.  Menstruation  had  begun  at  13 
years,  and  had  occurred  monthly  until  she  was  25, 
when  the  flow  began  occurring  at  infrequent  inter- 
vals and  was  often  prolonged.  She  stated  that  during 
the  past  two  years  she  had  menstruated  every  six 
months,  with  a  normal  flow.  Prior  to  this  time  cyclic 
bleeding  had  been  produced  by  her  local  physician 
for  one  year;  periods  had  ceased  when  therapy  was 
discontinued. 
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Examination  was  essentially  negative,  and  sterility 
studies  on  both  the  patient  and  her  husband  were 
found  to  be  normal.  Cyclic  bleeding  was  again  pro- 
duced for  two  months,  but  the  menses  ceased  when 
therapy  was  discontinued.  In  March.  1948.  she  was 
referred  for  irradiation  therapy,  which  was  com- 
pleted on  April  5,  1948.  On  January  30,  1949,  she 
^vl•ote  that  she  had  a  normal  period  following  her 
fourth  x-ray  treatment  in  April,  1948,  and  that  her 
periods  had  occurred  at  28  day  intervals  since  com- 
pletion of  her  treatments.  Temperature  graphs  be- 
fore and  after  treatment  revealed  biphasic  curves. 

Case  6 

A  woman  of  32,  who  had  been  married  nine  years, 
complained  of  secondary  amenorrhea,  sterility,  and 
nervousness.  She  had  been  delivered  of  a  normal 
child  seven  years  previously,  and  since  that  time 
had  been  unable  to  become  pregnant  again.  Her 
family  history  was  negative  except  for  one  cousin 
who  had  diabetes  and  a  sister  who  was  a  midget. 
She  stated  that  she  began  skipping  periods  about 
five  years  ago,  and  that  for  the  past  two  years  they 
had  been  occurring  every  six  to  eight  months.  On 
one  occasion  she  went  fourteen  months  without  a 
period  before  cyclic  bleeding  was  produced  by  endo- 
crine therapy. 

Sterility  tests  and  laboratory  findings  were  nor- 
mal, and  pelvic  examination  was  essentially  negative. 
A  diagnosis  of  hypo-estrogenism  was  made,  and 
constitutional  and  endocrine  therapy  was  instituted. 
Cyclic  bleeding  was  produced  for  two  months,  but 
the  periods  ceased  when  endocrine  therapy  was  dis- 
continued. In  April,  1948,  she  was  referred  for  low 
dosage  irradiation.  When  she  was  last  seen  in  March, 
1949,  she  complained  of  weakness  and  nervousness 
and  stated  that  she  had  not  had  a  period  since 
August,  1948,  at  which  time  the  flow  was  scanty 
and  lasted  for  only  one  day. 

This  case  supports  the  belief  that,  once  the  menses 
have  ceased  for  as  long  as  one  year  to  eighteen 
months,  re-establishment  of  a  normal  flow  on  a 
permanent  basis  is  highly  improbable.  It  also  con- 
firms the  opinion  of  Randall  that  re-establishment 
of  the  normal  menstrual  cycle  following  low-dosage 
irradiation  is  less  likely  when  amenorrhea  is  due 
primarily  to  ovarian  failure  rather  than  to  pituitary 
dysfunction.  Biopsies  and  temperature  graphs  were 
not  obtained  in  this  case,  because  of  poor  coopera- 
tion. 

Comment 

The  few  other  cases  which  I  have  treated 
Ihave  been  followed  for  such  a  short  period 
Ithat  the  results  obtained  have  no  clinical  sig- 
|nificance.  The  six  cases  reported  above  do 
lot  add  anything  to  our  knowledge  of  results 
to  be  expected  from  low-dosage  irradiation 
|of  the  pituitary  and  ovaries.  The  normal 
lenstrual  cycle  was  re-established  in  all  but 
lone  oi:  the  6  patients;  ovulatory  cycles  were 
[produced  in  one  patient  who  previously 
Jhowed  ovulatory  failure ;  incapacitating 
llysmenorrhea  was  relieved  in  one  case;  and 
Isevere  menorrhagia  of  puberty  was  controlled 
in  another.  Before  irradiation  therapy  was 
jecommended,  all  patients  had  blood  counts, 
■serologic  tests  for  syphilis,  basal  metabolism 
lleterminations,  and  a  trial  on  endocrine  ther- 


apy, including  thyroid  if  this  was  indicated. 

A  satisfactory  explanation  for  the  effect 
of  x-ray  therapy  has  not  yet  been  given.  All 
irradiation  necessarily  is  essentially  destruc- 
tive in  character,  but  in  this  particular  rou- 
tine of  treatment  doses  are  so  low  that  no 
serious  quantitative  destructive  action  takes 
place  in  any  of  the  endocrine  glands  treated. 
It  is  thus  a  safe  and  well  proven  therapeutic 
measure,  and  certainly  is  desirable  from  an 
economic  viewpoint. 

Treatment  should  be  given  strictly  accord- 
ing to  the  technique  established  by  Edeiken'"" 
or  Kaplan*''^'.  Increasing  the  dosage  or  alter- 
ing the  method  of  treatment  does  not  in- 
crease the  benefits. 

Treatment  in  all  cases  is  with  high  voltage 
roentgen  rays.  Factors  are :  200  kilovolts,  20 
milliamperes,  with  i  -j  mm.  of  copper  plus  1 
mm.  of  aluminum  filter  at  50  cm.  distance. 
Treatment  is  directed  through  the  anterior 
and  posterior  right  and  left  pelvic  fields,  with 
an  8  by  10  cm.  portal,  and  to  the  pituitary 
gland  through  a  small,  round  portal  6  cm.  in 
diameter.  Three  doses  of  50  to  75  r  measured 
in  air  are  given  at  weekly  intervals.  The 
pelvis  is  usually  irradiated  anteriorly  the 
first  and  third  weeks,  posteriorly  the  second 
week.  Occasionally  a  fourth  treatment  is 
given.  Each  time  the  pelvis  is  treated,  75  r 
measured  in  air  are  directed  through  lateral 
ports  to  the  pituitary  gland. 

The  spleen  is  likewise  given  three  treat- 
ments. The  reason  for  this  is  not  well  under- 
stood, but  reported  results  have  been  better 
when  the  spleen  is  treated.  It  is  the  feeling 
of  most  radiologists  that  the  left  adrenal 
gland  is  included  in  this  spleen  portal,  and 
is  probably  responsible  for  the  therapeutic 
advantage  obtained  by  treating  the  spleen. 

Low-dosage  irradiation  of  the  ovaries,  pi- 
tuitary, and  spleen  is  not  a  cure-all  for  men- 
strual disorders,  but  should  occasionally  be 
offered  to  well  selected  patients  who  have 
first  had  proper  gynecologic  study  and  eval- 
uation. In  appro]3riate  cases,  it  is  the  opinion 
of  some  investigators  that  65  per  cent  of  the 
patients  will  have  a  normal  menstrual  cycle 
re-established,  and  that  more  than  50  per 
cent  will  be  relieved  of  sterility  if  it  is  on  an 
endocrine  basis.  Often,  irradiation  is  accomp- 
anied by  general  improvement  in  other  en- 
docrine functions. 

4.  Ed.'ikin.  I...  quoted  by  Campbell.  J.  A.:  Roeiitren  Therapy 
of  Functional  Amenorrhea  and  Sterility,  .1.  Indiana  State 
M.   A.   37:.-|.i7-r,60   (Oct.)    ion. 
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TRAUMATIC  PARA-ESOPHAGEAL 
EVENTRATION 

With  the  Report  of  a  Case 

J.  W.  Tankersley,  M.D.,  F.A.C.S. 

A.  J.  Tannenbaum,  M.D. 

and 

S.  S.  Rogers,  M.D. 

Greensboro 

According  to  Harrington'^',  most  diaphrag- 
matic hernias  caused  by  indirect  trauma  oc- 
cur either  in  the  dome  or  in  the  posterior  half 
of  the  left  part  of  the  diaphragm.  The  case 
reported  herewith  is  one  in  which  the  dia- 
phragmatic tear  appeared  lateral  to  and  con- 
tiguous with  the  esophageal  hiatus.  The  ab- 
sence of  a  sac  in  this  case  classifies  it  as  a 
false  hernia  or  eventration. 

Report  of  a  Case 

A  22  year  old  white  man  was  admitted  to  St.  Leo's 
Hospital  on  February  27,  1949,  with  chief  complaints 
of  dyspnea,  occasional  vomiting-,  and  g-urg-ling  and 
a  feeling  of  fullness  in  the  left  side  of  his  chest.  He 
had  been  in  a  motorcycle  accident  on  October  19, 
1948,  and  had  suffered  fractures  of  the  skull,  left 
wrist,  and  pelvis. 

Physical  examination  on  admission  was  irrelevant 
except  for  the  absence  of  breath  sounds  and  the 
presence  of  tympany  over  the  lower  two  thirds  of  the 
left  side  of  the  chest,  and  occasional  gurgling  sounds 
In  this  area.  The  abdomen  was  soft  and  non-tender, 
and  no  palpable  masses  were  noted. 

Fluoroscopic  examination  showed  the  left  dia- 
phragm to  be  elevated  at  least  one  interspace  above 
the  normal  position.  The  heart  and  mediastinal  con- 
tents were  shifted  to  the  right.  The  lungs  did  not 
appear  to  be  compressed.  Barium  was  given  bv 
mouth  and  the  patient  was  placed  in  a  supine  posi- 
tion. The  barium-filled  stomach  extended  to  the  left 
sixth  interspace  posteriorly;  incisurae  of  the  greater 
and  lesser  curvatures,  at  approximately  the  junction 
of  the  lower  and  middle  thirds,  were  seen  at  the 
level  of  the  eighth  rib  posteriorly. 

Laboratory  studies  were  essentiallv  nep,-ative.  the 
urinalysis  revealing  nothing  abnormal,  and  the  blood 
count  showing-  13. .5  Gm.  of  hemoglobin  (81  ner  cput) 
4.4S0,00n  red  blood  cells,  and  5,9.50  white  Wood 
cells,  with  65  per  cent  polymorphonuclear  leuko- 
cytes. 

Course  in  the  hospital 

In  order  to  paralyze  temporarily  the  left  dia- 
phragm, the  left  phrenic  nerve  was  crushed  on  Feb- 
ruary 28,  1949,  through  a  left  obliaue  supraclavicular 
inci=ion.  Local  infUtration  with  Novocain  w?.=  used 
to  obtain  anesthesia. 

On  Mf.rch  2  1949,  under  general  anesthesia  'Pen- 
tothal  and  ether),  a  laparotomy  was  n-^rfirniod 
through  an  oblique  upper  left  rectus  incision.  In  the 
subdiaphragmatic  area  a  large  transverse  elliptical 
split  in  the  left  diaphragm,  extending  from  the  eso- 
phageal hiatus  about  7  cm.  to  the  left,  was  seen.  The 

I.  Harrington.  S.  W.:  Various  Types  of  Diaphragmatic 
Hernia  Treated  Surgically,  Surg.,  GyBec.  &  Obst.  80:735- 
io5    (June)    1918. 


Fig.  1.  Drawing  of  the  interior  view  of  the  dia- 
phragm, indicating  the  location  and  extent  of 
the  laceration  in  the  reported  case.  V  =:  vena 
cava;  E  ^  esophagus;  A  :=  aorta;  D  r=  dia- 
phragm. 

opening,  which  was  about  3  cm.  in  the  short  diam- 
eter, appeared  to  be  plugged  with  a  mass  of  viscera. 
When  this  mass  was  withdi-awn,  it  was  found  to 
consist  of  approximately  two  thirds  of  the  stomach, 
part  of  the  transverse  colon,  and  a  large  piece  of 
omentum.  No  sac  was  present.  The  defect  was  closed 
with  a  double  layer  of  intei-rupted  cotton  sutures. 
The  abdominal  incision  was  closed  with  interrupted 
chromic  catgut  sutures  which  included  the  periton- 
eum, fascia,  and  muscle.  The  skin  was  closed  with 
silk.  No  drains  wei-e  used. 

The  immediate  postoperative  treatment  consisted 
of  oxygen,  whole  blood  transfusions,  and  penicillin. 
On  the  following  day  400  cc.  of  air  was  withdrawn 
from  the  left  chest  through  a  needle  inserted  into 
the  seventh  interspace  posteriorly.  The  patient's 
general  condition  was  good.  The  postoperative  tem- 
perature varied  between  100  and  100.8  F.  for  the 
first  two  or  three  days,  following  which  it  revei-ted 
to  normal.  Oxygen  was  discontinued  after  thirty-six 
hours,  and  penicillin  on  the  fourth  day.  The  patient 
became  ambulatory  on  the  fourth  day. 

On  March  9,  a  roentgenogram  revealed  some  tent- 
ing of  the  left  diaphragm  and  a  left  pneumothorax, 
with  approximately  20  per  cent  collapse  of  the  lung. 
The  heart  and  aorta  were  slightly  displaced  to  the 
right.  The  patient's  condition  improved  rapidly,  and 
he  was  discharged  from  the  hospital  on  Mai-ch  11. 
Another  roentgenogram  of  the  chest  taken  on  March 
18  revealed  complete  reabsoi-ption  of  the  previously 
noted  pneumothorax.  The  diaphragm,  however,  con- 
tinued to  remain  slightly  elevated,  and  two  areas  of 
tenting  were  noted.  No  further  evidence  of  eviscera- 
tion was  seen. 

Since  leaving  the  hospital  the  patient  has  been 
entirely  asymptomatic. 

Diagiwsts 
Traumatic  diaphragmatic  hernias,  which 
are  most  commonly  seen  on  the  left  side,  re- 
sult either  from  direct  injury  such  as  a  .stab 
wound  or  from  indirect  injury  such  as  se- 
vere crushing  of  the  abdominal  area'-'.  This 

2.    Honians,    J.:    A   Textbook   of   Surgen'.    ed.    6,    Springfield," 
Illinois,  Charles  C.  Thomas,  1948,  pp.  1011-1013. 
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Fig.  2.  Anterior  sectional  view,  illustrating  the 
viscera  contained  in  the  para-esophageal  hernia. 

type  of  hernia  usually  does  not  have  a  sac 
and  is  actually  an  eventration  or  false  hernia. 
The  most  common  type  in  the  para-esopha- 
geal area  is  an  eventration  of  part  of  the 
stomach  into  the  left  pleural  cavity.  Part  of 
the  omentum  and  that  part  of  the  colon 
which  is  attached  to  the  greater  curvature 
of  the  stomach  by  means  of  the  gastrocolic 
ligament  also  may  be  dra'WTi  up  with  the 
stomach  through  the  rent  in  the  diaphragm. 
The  absence  of  a  sac  in  this  type  of  case  is 
analogous  to  its  absence  in  the  sliding  in- 
guinal hernia. 

Among  the  symptoms  which  these  pa- 
tients may  present  are  a  feeling  of  fullness 
in  the  chest  after  eating,  relatively  sudden 
in  onset ;  some  shortness  of  breath ;  and  oc- 
casional vomiting.  Generalized  weakness  and 
secondary  anemia  may  occur  later  as  a  re- 
sult of  gastric  ulceration  and  hemorrhage, 
caused  by  incarceration  of  the  stomach"'. 

In  general,  however,  the  clinical  manifes- 
tations are  unpredictable  and  depend  to  a 
large  extent  upon  the  amount  and  type  of 
viscera  present  in  the  hernia.  If  the  colon  is 
caught  in  the  hernial  ring,  additional  symp- 
toms of  obstruction  may  be  present'-". 

While  a  tentative  diagnosis  can  sometimes 
be  made  clinically,  a  definite  diagnosis  is 
most  commonly  made  after  roentgenologic 
study.  Roentgenograms  in  these  cases  reveal 
some  paralysis  of  the  diaphragm,  the  pres- 
ence of  hollow  viscera  in  the  left  pleriral 
cavity,  and  associated  collapse  of  the  left 
lung.  The  use  of  barium  orally  and  by  enema 


3.    Carter.  B.  N'.  and  Giuseffi,  J.:  Strangulated  Diaphragmatic 
Hernia,   Ann.   Surg.   128:210-225    (Aug.)    1048. 


Fig.  3.  Preoperative  roentgenogram  following  a 
barium  meal,  showing  part  of  the  stomach  in 
the  left  pleural  cavity. 


Fig.  4.  Roentgenogram,  one  month  postoperative. 

may  be  of  considerable  aid  in  revealing  the 
actual  viscera  involved. 

Treatment 

Surgery  is  indicated  in  these  cases  be- 
cause of  the  ever  present  threat  of  incarcera- 
tion of  the  viscera,  which  may  lead  to  hem- 
orrhage or  intestinal  obstruction,  and  be- 
cause of  the  possibility  of  cardio-respiratory 
complications.  Operation  should  be  per- 
formed immediately  when  there  is  clinical 
evidence  of  injury  to  a  hollow  viscus.  In 
general,  however,  operation  should  be  de- 
layed in  these  cases  until  the  general  status 
of  the  patient  can  be  fully  evaluated.  Pre- 
operatively  it  is  advisable  to  do  a  left  phren- 
ic nerve  crush  to  paralyze  temporarily  the 
left  diaphragm'^'.  This  maneuver  facilitates 
closure  of  the  hernial  ring,  and  hastens  heal- 
ing. 
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The  operative  approach  may  be  either  ab- 
dominal, thoracic,  or  a  combination  of  the 
two.  Although  the  thoracic  approach  is  more 
direct,  we  prefer  the  abdominal  approach  be- 
cause of  the  greater  ease  with  which  the 
viscera  may  be  drawn  back  into  the  peri- 
toneal cavity.  This  approach  also  makes  it 
easier  to  deal  with  possible  complications 
involving  the  organs,  particularly  in  the  pres- 
ence of  adhesions.  After  separating  the  ad- 
hesions, which  are  usually  found  at  the  area 
of  the  hernial  ring,  the  viscera  are  with- 
drawn into  the  peritoneal  cavity,  and  the 
rent  may  be  closed  with  a  double  row  of 
interrupted   non-absorbable    sutures. 

Approach  to  the  area  of  the  hernia  is  often 
made  easier  by  transecting  the  suspensory 
ligament  of  the  left  lobe  of  the  liver  and 
withdrawing  the  liver  toward  the  right. 

No  special  precautions  to  prevent  pneumo- 
thorax need  be  used  in  cases  of  hernia  with 
a  sac.  In  cases  of  traumatic  hernia  without  a 
sac,  pneumothorax  may  occur  unless  pressure 
anesthesia  has  been  used.  If  this  complication 
develops,  the  area  may  be  aspirated  postop- 
eratively. 

Sinn  mar ij 

A  case  of  traumatic  para-esophageal  even- 
tration is  described. 

The  diagnosis  and  treatment  of  traumatic 
diaphragmatic  hernia  are  discussed  briefly. 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


The  objectives  of  the  health  inventory  are  several. 
First  and  foremost  is  analysis  of  the  health  status 
of  the  patient  and  interpretation  of  the  probable 
effects  of  his  previous  life  upon  the  physical  organ- 
ism. Second  is  prompt  correction  of  remediable  de- 
fects. Third  is  advice  and  guidance  regarding  habits 
of  life  which  may  be  potentially  detrimental  to  the 
specific  individual.  A  very  important  part  of  such 
an  inventory  is  searching  inquiry  into  the  habits  of 
life,  wherein  are  included  such  factors  as  fluid  in- 
take, diet,  occupation,  rest,  exercise,  sources  of  anx- 
iety, utilization  of  leisure,  mental  habits  (such  as 
exaggerated  worry"),  alcohol,  and  tobacco.  Such  data 
probably  give  as  much  information  regarding  the 
personality  as  a  whole  as  can  be  obtained  in  a  rea- 
sonably short  period  of  time.  The  fourth  objective 
of  the  periodic  inventory  is  detei'mination  of  the 
capacities  and  limitations  in  connection  with  work. 
This  is  particularly  significant  where  the  occupation 
involves  any  unusual  stresses  of  either  a  physical 
or  a  mental  nature  ...  it  should  be  the  responsi- 
bility of  physicians  conducting  health  maintenance 
services  to  urge  temporary  or  permanent  alterations 
in  occupations  of  individuals  carrying  an  exception- 
ally heavy  intellectual  or  moral  responsibility  upon 
the  detection  of  evidences  of  ai'teriosclerotic  cere- 
bral degeneration.  The  last,  but  not  least,  impor- 
tant objective  of  the  periodic  inventory  is  personally 
applied  education  in  hygiene. — Edward  J.  Stieglitz: 
A  Future  for  Preventive  Jledicine,  New  York,  The 
Commonwealth  Fund,  1945,  p.  56. 


SIR  WILLIAM  OSLER 

■  Mrs.  J.  C.  Trent,  Editor 

Durham 

VIII 
OSLER  AT  BLOCKLEY* 

Osier  was  appointed  to  the  Medical  Staff 
of  the  Philadelphia  Hospital  by  The  Board 
of  Guardians  of  the  Poor  of  Philadelphia  on 
December  28,  1885'".  I  have  talked  with  one 
member  of  the  Board,  who  told  me  that  there 
was  much  less  discussion  of  Osier's  nomina- 
tion than  of  the  nomination  of  some  of  the 
local  Philadelphia  men.  He  recalled  that  it 
went  through  more  or  less  as  routine  busi- 
ness. Osier  said  that  Dr.  Pepper  got  the  ap- 
pointment for  him'-'.  From  what  I  know  of 
that  period  I  suspect  that  Dr.  Pepper  had  to 
use  considerable  political  influence  to  get  him 
the  position. 

Osier  entered  into  his  work  with  great 
enthusiasm  and  soon  had  the  young  interns 
devoted  to  him.  In  a  letter  which  he  wrote 
during  this  time,  he  said  that  he  had  about 
eighty  patients  in  his  wards  at  Blockley''\ 

Laveran  had  discovered  the  malarial  para- 
site in  1880,  and  in  1883  "flagella"  (micro- 
gametocytes)  had  been  seen  by  Laveran  and 
Golgi.  There  was  still  som_e  doubt  in  the 
minds  of  medical  men  about  the  etiologic  re- 
lationship of  the  parasite  to  malaria  when 
Osier  spoke  at  the  first  meeting  of  the  Asso- 
ciation of  American  Physicians  in  the  spring 
of  1886'^'.  Dr.  W.  A.  Newman  Dorland,  who 
was  Osier's  intern  at  the  Philadelphia  Hos- 
pital in  1886,  was  present  when  Osier  first 
saw  the  "flagellate"  form  of  the  malarial  par- 
asite. He  has  described  this  incident  in  a  let- 
ter written  to  the  author  on  December  20, 
1948'='.  My  attention  was  first  called  to  Dr. 


*  Presented  as  part  of  the  program  celebrating  the  Centenary 
of  the  birth  of  Sir  William  Osier  at  the  Philadelphia  General 
Hospital.  November  in,  19 ID. 

1.  The  titles.  Philadelphia  Almshouse,  Philadelphia  Hospital, 
Philadelphia  Gener.al  Hospit,al,  Blockley  and  Old  Blockley, 
are  used  iiiterehanj^eablv  in  this  article  to  refer  to  the 
same  oriranization. 

2.  Croskey.  .John  Welsh:  Historij  of  Blockle;/;  A  History  of 
the  Pliilnflelphia  General  Hosvital  from  its  In-ecption,  1731- 
IPiS,  Philadelphia,  F.  A.  Davis  Co..  1!12D,  illustration 
opposite  p.  470. 

3.  Cushini,  Harvey:  The  Life  of  Sir  William  Osier.  Oxford, 
The  Clarendon   Press.   in2.'i.   v.   1.   p.   275. 

I.  Krambhaar.  E.  B. :  Old  Bloekleii.  Proceedinffs  of  the  Bi- 
centenary Celebration  of  the  Biiildins-  of  the  Philadelphia 
.Mm^hnuse.   New  York.    Froben   Press.    1933.   p.    77. 

r,.  Ori:rinal  at  the  Osier  Memorial  and  Blockley  Historical 
Museum.    Philadelphia    General    Hospital,    Philadelphia. 
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"The  Philadelphia  Almshouse  and  Hospital  in  1889."  From  the  original  water  color  drawing  by  D.  J. 
Kennedy,  at  The  Historical  Society  of  Pennsylvania,  Philadelphia.  Published  by  permission  of  the  His- 
torical Society  of  Pennsylvania. 


Dorland's  experience  by  Dr.  E.  J.  G.  Beards- 
ley  in  his  address  at  the  Sixty-First  Annual 
Dinner  of  the  Ex-Residents  and  Residents  of 
the  Philadelphia  General  Hospital  in  1948. 
A  portion  of  the  letter  follows : 

"The  incident  referred  to  by  Dr.  Beardsley  was 
this:  When  I  was  interne  in  Blockley  on  Dr.  Osier's 
service,  two  seriously  ill  sailors  from  Aspinwall 
were  admitted  to  one  of  my  wards.  One  was  uncon- 
scious on  admission  and  promptly  died.  They  were 
both  suffering-  from  pernicious  malarial  fever.  One 
day  while  examining  a  specimen  of  blood  from  this 
patient,  Dr.  Osier  suddenly  uttered  a  whoop  of  joy, 
and  jumping  up,  he  threw  his  arms  around  me  and 
waltzed  me  down  the  ward  laboratory  and  out  mto 
the  corridor,  much  to  the  amusement  of  the  patients 
and  nurses.  He  had  discovered  the  first  flagellate 
variety  of  the  Plasmodium  he  had  ever  seen,  with 
its  flagellum  in  active  motion. 

"It  was  a  great  privilege  to  serve  under  this  great 
physician,  and  we  learned  many  valuable  facts  from 
him.  We  were  very  fond  of  him.  He  was  not  only  a 
good  physician  but,  also,  a  wondei-ful  pathologist." 

Dr.  Osier  made  notes  and  drawings  of 
what  he  saw  in  the  microscope  at  the  Phila- 
delphia Hospital.  Years  later,  when  he  died 
in  England,  having  become  "Sir  William  Os- 
ier," Regius  Professor  of  Medicine  at  Ox- 
ford University,  this  notebook  was  still 
among  his  effects.  It  is  now  in  the  Osier  Li- 
brary at  McGill  University,  Montreal,  Can- 
ada. Dr.  W.  W.  Francis,  the  librarian,  kindly 
sent  photostats  of  these  drawings  made  at 
Blockley  to  the  committee  on  the  occasion  of 
the  dedication  of  the  Osier  Memorial  at  the 
Old  Post  House  at  the  Philadelphia  General 
Hospital  on  June  8,  1940.  Dr.  Joseph  Mc- 
Farland"'',  resident  physician  in  1889  and 
pathologist  during  most  of  his  life  at  the 
Philadelphia  General  Hospital,  in  telling  of 
Osier's  work  on  the  Plasmodium  of  malaria 
at  Blockley,  stated  that  Osier  had  the  first 
blood  counting  apparatus  that  he  had  seen, 

6.  Josepli  McFaiiancl.  M.D.,  IstiS-lu  l,'>,  patliokii-'ist  to  the 
Philadelphia  Hospital,  1901-1930:  active  coiiiiulting:  pathol- 
ogist to  Philadelphia  General  Hospital,    193C-1915. 


and  he  believed  it  was  the  first  one  in  Phil- 
adelphia'''. This  belief,  however,  is  contro- 
verted in  a  letter  written  on  May  3,  1942,  by 
Dr.  Edward  Randall''"  of  Galveston,  Texas, 
who  was  resident  at  Blockley  in  1883.  Dr. 
Randall  wrote: 

"I  served  there  for  two  years.  My  introduction 
into  medicine  there  was  through  the  beloved  Dr.  Ro- 
land G.  Curtin.  I  read  your  dedication  address  at 
the  Osier  Memorial,  and  I  recall  vividly  the  'Old 
Dead  House'  where  I  worked  under  Dr.  Formad.  I 
noticed  in  your  address  that  Osier,  you  thought,  first 
introduced  the  blood  count  in  clinical  medicine.  In 
the  ward  classes  in  my  senior  year  at  the  University 
of  Pennsylvania,  Billie  Hughes'*'  was  counting  cor- 
puscles, and  as  far  as  I  know  he  had  the  first  hemo- 
cytometer.  This  was  three  years  before  Dr.  Osier 
came  to  Pennsylvania." 

Much  has  been  written  of  Osier's  patient 
work  in  the  autopsy  room,  where  162  of  his 
cases  are  recorded  in  the  record  books.  I  say 
"patient"  because  the  very  act  of  inscribing 
the  records  was  a  time  consuming  affair. 
The  books  are  elephant  size,  and  all  the  writ- 
ing was  done  by  hand.  The  late  Dr.  W.  T. 
Sharpless"-"  of  West  Chester,  Pennsylvania, 
an  intern  in  1888,  recalled  Osier's  arriving 
in  the  post  house  at  8  a.m.  on  Sundays  and 
staying  until  evening.  Dr.  Thomas  J.  Flem- 
ing'='  of  Philadelphia  stated  in  1940  that  he 
remembered  seeing  Osier  return  from  Bal- 
timore to  perform  autopsies  on  patients  he 
had  known  at  Blockley. 

When  Osier  was  at  the  Philadelphia  Hos- 
pital a  great  many  of  his  colleagues  there 
were  at  that  time  famous,  or  about  to  become 
so.  Among  them  were  John  H.  Musser,  Sr., 
James  M.  Anders,  John  B.  Deaver,  Barton 
Cooke  Hirst,  George  E.  deSchweinitz,  Louis 
Duhring,  S.  Weir  Mitchell,  and  James  Tyson. 

7.  McFarland.  Joseph:  Dedication  of  tlie  Ovler  Memorial 
Bvildinrj  of  the  Philadetphia  General  "Old  Bloekleii"  Hos- 
pital, Bull.   Hist.   Med.   in:ii-t-7|.   (June)    19 u. 

3.  William  E.  Hughes,  M.D..  lSjT-1941.  physician  to  the 
Philadelphia  Hospital,  1SS9-191I;  honorary  consultant  until 
1911. 

9.    Gushing,   H.    (3),   p.    2J3. 


566 


NORTH   CAROLINA   MEDICAL  JOURNAL 


October,  1949 


"A  Bit  of  Old  Blockley."  From  the  original  dry 
point  etching  made  in  1925  by  Chevaliar  Jackson, 
M.D.,  Bronchoscopist  to  the  Philadelphia  Gen- 
eral Hospital,  1923-1931;  honorary  consulting 
bronchoscopist  to  The  Philadelphia  General  Hos- 
pital, 1931-  .  Published  by  permission  of  the 
artist. 


Many  of  the  interns  who  served  there  in  the 
years  from  1885  to  1889  were  also  destined 
to  fame.  J.  Chalmers  DaCosta,  Alfred  Sten- 
gel, and  Milton  J.  Rosenau  may  be  noted 
from  a  long  list,  including  a  future  brigadier 
general  of  the  United  States  Army,  presi- 
dents of  medical  organizations,  professors, 
and  authors  of  medical  books.  It  is  hard  to 
determine  exactly  how  their  careers  influ- 
enced one  another.  I  think  we  can  say,  with 
certainty,  that  S.  Weir  Mitchell  and  James 
Tyson  were  very  important  in  starting  the 
young  Dr.  Osier  on  his  way  to  fame.  I  think 
it  may  be  equally  true  that  the  broadening 
influence  of  collaborating  with  such  a  group 
of  up-and-coming  men  was  an  important  fac- 
tor in  his  medical  development.  We  can  be 


sure  from  the  writings  of  Osier  himself  that 
his  career  at  Blockley  supplied  him  with  med- 
ical cases  to  which  he  reverted  until  the  end 
of  his  life. 

Osier's  letter  to  Dr.  John  Welsh  Cros- 
key'^"'  beginning  "Greetings  Cardiac"  (now 
in  the  possession  of  the  Osier  Memorial  and 
Blockley  Historical  Museum,  Philadelphia 
General  Hospital)  illustrates  many  points  in 
the  personality  of  Osier,  the  man,  as  well  as 
Osier  the  medical  chief  at  Blockley.  After 
thirty  years  had  passed,  Sir  William,  then  69, 
found  time  from  a  very  busy  life  to  write  a 
charming  personal  note  in  his  own  hand,  with 
a  pleasant  word  about  his  colleagues  on  the 
staff,  the  residents,  and  the  nurses.  He  in- 
cluded a  kindly  word  for  "Dear  Old  Owen," 
who  was  the  male  nurse  and  officer  in  charge 
of  the  Men's  Medical  Wards,  having  come 
there  after  leaving  his  regiment  in  the  Civil 
War  and  remained  for  life,  a  veritable  part 
of  the  institution.  Sir  William  recalled  that 
"My  literary  output,  while  in  Philadelphia, 
came  very  largely  from  the  Philadelphia 
Hospital  Service.  The  malaria  experience 
was  of  special  value."  Apparently  the  years 
had  not  dimmed  the  sentiment  which  he  had 
written  to  his  young  resident,  Dr.  John  L. 
Bower,  in  February,  1890<'i':  "I,  too,  miss 
Old  Blockley." 

Robert  J.  Hunter,  M.D., 
Acting  Consulting  Otolaryngologist, 
Philadelphia  General  Hospital. 

111.  Dr.  John  Welsh  Croskey,  183S-  ,  ophthalmologi.'st  to  the 
Pliihulelpliia  General  Hospital,  1900-1925;  consulting  oph- 
Uuilniologrist,  1927-19.17;  honorary  consulting  ophthalmolo- 
gist, 1937- 

11.    McFarland,  J.   (7),  p.  09. 


There  would  be  little  question  that  the  mortality 
and  morbidity  from  tuberculous  infection  in  the 
children  of  Europe  seriously  increased  owing  to  war 
conditions,  and  in  many  countries  is  still  a  matter 
of  the  greatest  concern. — Richard  W.  B.  Ellis,  M.D., 
Brit.  M.  J.,  Feb.  7,  1948. 


To  the  thousands  >vho  suffer  from  Parkinson's 
disease  the  use  of  a  new  drug,  Artane*  Trihexy- 
phenidyl Tablets,  recently  developed  by  Lederle 
Laboratories  Division,  American  Cyanamid  Com- 
pany, offers  a  ray  of  hope. 

Witliout  experiencing  the  side  reactions  that  pre- 
vious medication  for  this  malady  produced,  patients 
taking  Artane  find  that  the  tremors  of  the  hands, 
the  involuntary  muscular  spasms  and  the  constant 
drooling  are  markedly  reduced  almost  immediately 
after  they  start  taking  the  tablets.  Furthermore,  it 
has  been  found  that  in  a  high  percentage  of  the 
cases  where  Artane  is  used,  the  mental  outlook  of 
the  patients  is  considerably  brightened  and  they 
are  then  more  easily  persuaded  to  take  part  in  ac- 
tivities that  may  have  additional  therapeutic  effects. 
*Reg.  U.  S.  Fat.  Off. 
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A  CRISIS  IN  NURSING   EDUCATION 

Two  recent  publications  are  of  great  sig- 
nificance to  nurses,  doctors,  and  the  public. 
One  is  a  book,  Nursing  for  the  Future'", 
prepared  for  the  National  Nursing  Council 
by  Esther  Lucile  Brown,  Ph.D.  The  other  is 
the  report  of  a  survey  made  by  Miss  Julia 
Miller,  dean  of  the  School  of  Nursing  of 
Emory  Universitj',  "To  Determine  Needs  for 
Nursing  and  Recommendations  for  the  Fu- 
ture of  Nursing  in  the  State  of  North  Car- 
olina."'-' This  report  was  prepared  for  a 
Committee  to  Survey  Nursing  and  Nursing 
Education  appointed  by  the  North  Carolina 
Medical  Care  Commission.  Both  authors 
think  so  much  alike  that  it  is  evident  that 

1.  Brown,  E.  L. :  Nursing  for  the  Future;  A  Report  Prepared 
for  the  National  Nursing  Council,  New  Vork.  Russell  Sa^e 
Foundation.  1949. 

2.  Miller,  J.  M. :  Minieosrraphed  excerpts  from  Report  of 
Survey  to  Determine  Needs  for  Nursing:  .and  Recommenda- 
tions for  the  Future  of  Nursing  in  the  State  of  North 
Carolina,  March  8  to  May  23,  1949. 


they  have  been  under  the  same  influence. 

Both  of  these  reports  leave  the  distinct 
impres,sion  that  the  nursing  profession  is 
deliberately  making  the  same  mistake  that 
the  medical  profession  unwittingly  made 
after  World  War  I — that  of  encouraging  the 
trend  to  specialization  at  the  expense  of  gen- 
eral practice.  The  private  duty  registered 
nurse  —  the  "R.N."  —  corresponds  to  the 
family  doctor;  the  "professional  nurse,"  to 
the  specialist. 

The  leaders  of  organized  medicine  never 
went  so  far  as  openly  to  discourage  pros- 
pective medical  students  from  entering  gen- 
eral practice.  The  leaders  of  the  nursing 
profession,  on  the  other  hand,  have  put  in 
print  their  desire  to  discourage  prospective 
nurses  from  doing  private  duty,  and  to  en- 
courage them  to  seek  only  administrative, 
teaching,  public  health,  or  consultative  posi- 
tions. For  example,  one  reads  in  Miss  Miller's 
report:  "Since  it  is  contemplated  that  the 
entire  nursing  mission  will  eventually  be  per- 
formed by  professional  nurses  and  practical 
nurses,  there  will  eventually  be  no  place  for 
the  registered  nurse."  Dr.  Brown  speaks  in 
the  same  vein :  "Nursing  students,  moreover, 
should  be  advised  carefully  regarding  the 
disadvantages  of  private  practice."  One  dis- 
advantage of  being  a  private  duty  nurse,  ac- 
cording to  Dr.  Brown,  is  that  "Like  the  gen- 
eral practitioner  in  medicine,  she  tends  to 
lag  behind." 

Both  Dr.  Brown  and  Miss  Miller  begin 
with  the  admission  that  "The  outstanding 
fact  in  the  present  nursing  situation  is  the 
shortage  of  personnel."'-*  The  remedy  that 
they  both  suggest  seems  rather  drastic :  clos- 
ure of  most  of  the  present  hospital  nurses' 
training  schools  by  a  national  "accredita- 
tion" agency.  Only  two  types  of  nurses  would 
be  trained:  the  "professional"  nurse  and  the 
pi-actical  nurse  or  "nursing  technician."  The 
professional  nurse  is  to  have  a  baccalaureate 
degree,  preferably  from  a  university,  and  is 
to  be  an  administrator,  a  teacher,  a  super- 
visor, or  a  public  health  nurse.  The  practical 
nurse  is  to  have  from  nine  to  twelve  months' 
training,  then  to  take  over  the  actual  bed- 
side care  of  patients,  under  the  supervision 
of  the  professional  nurse. 

The  role  of  the  professional  nurse  is  sug- 
gested by  three  sentences  from  Dr.  Brown's 
book:  "Like  the  physician,  she  needs  pro- 
ficiency in  recognizing  the  many  symptoms 
of  illness  and  in  carrying  out  complex  tech- 
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nical  procedures."  "She  must  recognize  phy- 
sical symptoms  of  iUness  which  are  com- 
monly identified  with  organic  changes.  She 
must  also  recognize  those  heretofore  less  con- 
sidered manifestations  of  illness  such  as 
anxieties,  conflicts  and  frustrations." 

Every  physician  of  experience  will  cheer- 
fully testify  to  the  great  help  that  he  has 
had  from  pertinent  observations  made  by 
intelligent  nurses.  Diagnosis,  however,  is  the 
most  difficult  part  of  medical  practice,  and 
should  be  left  to  medical  graduates. 

In  both  reports  the  actual  care  of  the  sick 
person  is  brushed  aside  as  of  minor  impor- 
tance. The  professional  nurse  is  to  be  so  ab- 
sorbed in  the  broader  vision  of  the  health 
needs  of  the  community  that  she  will  have 
little  time  to  provide  nursing  services  to  the 
patient.  One  gets  the  distinct  impression 
that  it  is  somewhat  beneath  the  dignity  of  a 
nurse  to  feed  or  bathe  a  sick  person.  Such 
menial  functions  are  to  be  left  to  the  prac- 
tical nurse,  supervised  by  the  professional 
nurse. 

The  practical  nurses  have  long  filled  a  dis- 
tinct place  in  the  care  of  sick  people;  but  it 
is  expecting  too  much  of  a  high  school  grad- 
uate with  nine  to  twelve  months'  training  to 
exercise  the  judgment  of  the  present  R.N. 
One  might  as  well  expect  the  practice  of 
medicine  to  be  carried  on  by  specialists  with 
the  aid  of  hospital  corpsmen. 

Miss  Miller's  recommendations  for  North 
Carolina  are,  in  spots,  somewhat  vague;  but 
there  is  no  doubt  that  her  ultimate  aim,  like 
that  of  Dr.  Brown,  is  to  close  the  hospital 
training  schools  altogether.  The  following 
excerpts  from  her  report  are  only  too  clear : 

"That  only  those  schools  continue  which  can  op- 
erate a  strictly  educational  program  in  the  prepara- 
tion of  various  levels  of  health  workers. 

"a.    It  is  recommended  that  there  be  two  univers- 
ity schools  located  in  the  University  of  North 
Carolina  and  in  Duke   University  which  vdW 
offer 
"(1)   Basic  four  year  baccalaureate  program 

(both  universities) 
"(2)    Supplementary  basic  programs  for  grad- 
uate nurses   (one  university) 
"(3)   Advanced    professional    program,    at    a 
master's  level  (one  university) 
"These  two  schools  will  ultimately  produce 
the     total     number     of     professional     nurses 
needed. 

"It  would  seem  financially  unwise  to  estab- 
lish more  than  two  university  schools,  even 
though  other  schools  do  qualify  to  offer  such 
programs." 
"c.  It  is  recommended  that  all  other  three  year 
schools,  not  designated  in  the  context  for 
university  schools  or  interim  centralized 
schools  close  and  replace  the  student  person- 
nel with  other  health  workers.  Many  of  these 


hospitals  will,  no  doubt,  be  selected  to  furnish 
part  of  the  clinical  educational  experience 
needed  in  the  total  educational  program  of- 
fered by  larger  schools.  Others  will  aid  in  the 
preparation  of  non-professional  workers, 
"d.  It  is  further  recommended  that  as  early  as 
possible,  the  standards  of  the  schools  for 
practical  nurses  be  raised  to  meet  the  quali- 
fications listed  for  nurse  technicians." 

"Eventually  these  two  groups  should  merge 
to  take  the  place  of  the  three  year  student 
who  for  the  next  ten  years  will  be  prepared 
in  centralized  schools  as  described  above." 

No  one  will  gainsay  that  an  adequate  num- 
ber of  both  nursing  and  medical  specialists 
is  needed.  In  both  professions,  however,  the 
proportion  of  general  practitioners  should 
exceed  that  of  the  specialists.  In  order  to 
supply  an  adequate  number  of  registered 
nurses,  hospital  training  schools  are  and  will 
be  needed. 

Undoubtedly  some — perhaps  many — of  the 
training  schools  for  nurses  have  given  inade- 
quate instruction  in  the  past,  and  even  now 
some  are  not  giving  value  received  to  the 
girls  who  contribute  so  much  of  their  time 
and  energy.  That  the  North  Carolina  Hos- 
pital Association  is  aware  of  the  need  for  im- 
provement in  some  of  these  schools  is  shown 
by  the  recommendations  of  its  committee 
appointed  to  advise  the  Committee  Lc  Survey 
Nursing  Service  and  Nursing  Education  in 
North  Carolina.  Two  recommendations  are 
as  follows'^' : 

"The  purpose  of  the  existing  3-year  training 
schools  for  professional  nurses  is  to  provide  gradu- 
ate registered  nurses  for  bedside  nursing  care.  These 
schools  should  continue  to  serve  this  purpose.  It  is 
recommended  that  they  be  improved  within  the 
frame-work  of  the  existing  law  relating  to  Profes- 
sional Nursing  with  respect  to: 

"(a)   Curriculum  content. 

"(b)   Instructional  staff. 

"(c)   Clinical  material. 

"(d)   Teaching  facilities." 

"The  North  Carolina  Hospital  Association  empha- 
sizes the  important  contribution  to  the  nursing  care 
of  the  public  and  the  valuable  training  to  nurses 
themselves  in  bedside  nursing  service  which  is  pro- 
vided by  good  training  schools  in  small  hospitals. 
It,  therefore,  deplores  the  trend  of  thinking  favoring 
the  discontinuance  of  good  three-year  training 
schools  in  small  hospitals." 

One  sentence  from  a  recent  article  in  the 
British  Medical  Journal  contains  a  truth 
which  should  never  be  forgotten :  "The  deli- 
cate and  elusive  art  of  making  the  patient 
comfortable  is  the  very  heart  and  essence  of 
nursing — without  it  there  is  no  value  in  all 
the  talk  of  'raising  standai'ds.'  "'*' 

3.  Minutes  of  Meeting  of  Committee  to  Survey  Xuising  Serv- 
ice nnd  Xursinij  Eiliioation  in  North  Carolina,  Raleiffh, 
January   12,    1919,   exiiibit   A. 

1.  Xurse  Training  and  Legrislation :  Retrospect  and  Prospect, 
From  a  Special  Correspondent,  British  M.  J.  no.  4626, 
p.   5-21    (Sept.   3)    1949, 
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ARE  WE  TO  HAVE  AN  AMERICAN 
GESTAPO? 

It  is  hard  to  realize  how  far  our  govern- 
ment has  gone  down  the  road  traveled  by 
Germany  and  Russia.  One  shocking  bit  of 
evidence  is  the  shameless  methods  used  by 
our  Department  of  "Justice"  in  an  effort  to 
quell  the  medical  profession's  resistance  to 
the  national  health  insurance  scheme  of  Tru- 
man and  Ewing.  The  story  is  told  in  an  of- 
ficial statement  of  the  American  Medical 
Association,  dated  October  6,  1949. 

"This  is  an  official  statement  of  the  Boai'd  of 
Trustees  of  the  American  Medical  Association,  pro- 
testing the  use  of  a  police  arm  of  the  Government — 
namely,  the  Anti-Trust  Division  of  the  Department 
of  Justice — in  a  campaign  to  discredit  American 
medicine  and  terrorize  physicians  into  abandoning 
their  opposition  to  Compulsory  Health  Insurance. 

"The  A.M.A.  has  opened  its  records  to  the  Justice 
Department,  without  reservation,  and  medical  so- 
cieties throughout  the  country  undoubtedly  will  do 
likewise,  but  we  intend  to  keep  the  public  fully  in- 
formed of  developments,  as  we  are  convinced  that 
these  are  not  bona-fide  anti-trust  investigations, 
and  that  the  American  people  will  not  tolerate  Police 
State  methods  in  this  country. 

"We  would  be  naive,  indeed,  if  we  ignored  the 
political  implications  of  this  sudden  rash  of  investi- 
gations, attacking  medical  societies,  at  a  time  when 
the  Administration  is  doing  its  utmost  to  stifle  op- 
position to  its  proposed  system  of  Government- 
controlled  medical  care. 

"This  scheme,  it  is  specifically  provided,  would  be 
a  Government-monopoly,  to  which  every  citizen 
would  be  compelled  to  contribute,  and  which  would 
destroy  all  the  hundreds  of  Voluntary  Health  Insur- 
ance systems  which  now  provide  prepaid  health  care 
for  more  than  61,000,000  of  the  American  people. 

"Certainly  it  will  be  a  travesty  on  justice  if  the 
Anti-Trust  Division  of  the  Justice  Department  can 
be  used  to  silence  opposition  to  the  creation  of  a 
Government-trust  in  medicine. 

"The  American  people,  we  believe,  will  hardly 
think  it  a  coincidence  that  these  anti-trust  investiga- 
tions should  be  ordered  at  this  time — after  there 
have  been  repeated  threats  that  medical  groups 
would  be  'investigated'  because  of  their  opposition 
to  socialized  medicine. 

"The  chronology  of  events,  since  the  American 
Medical  Association  decided  to  make  a  Nation-wide 
campaign  against  Compulsory  Health  Insurance,  and 
in  behalf  of  Voluntary  Health  Insurance,  is,  we  be- 
lieve, of  real  significance. 

"In  November,  1948,  the  A.M. A.,  at  its  mid-winter 
meeting,  voted  to  collect  funds  from  its  members  to 
finance  a  campaign  of  public  education  on  this  issue. 
A  public  announcement  was  made  to  that  effect. 

"Only  a  month  later,  in  December,  agents  of  the 
Department  of  Justice  called  on  the  Chicago  Med- 
ical Society,  seeking  to  check  the  Society's  records 
in  connection  with  an  alleged  anti-trust  investiga- 
tion. 

"During  the  February  session  of  the  Board  of 
Trustees  of  A.M.A.  in  the  early  hours  of  February 
10,  the  Board  Room  was  broken  into  and  records  of 
the  Board  were  thoroughly  searched  by  persons  un- 
known. Briefcases  of  the  Trustees,  left  in  the  room, 


also  were  searched.  Entrance  was  gained  through  a 
window.  The  facts  indicate  this  was  a  search  for  in- 
formation, rather  than  an  ordinary  burglary.  Cer- 
tainly no  friends  of  medicine  would  take  this  means 
of   obtaining   medical   data. 

"A  few  weeks  later,  toward  the  end  of  February, 
Administration  leaders  began  threatening  medical 
societies  and  medical  men  with  'investigation'  as 
part  of  their  campaign  to  discredit  and  intimidate 
the  medical  profession.  Since  then,  there  hasn't  even 
been  much  attempt  to  disclaim  the  political  nature 
of  these  investigations. 

"On  February  28,  1949,  for  example,  one  of  the 
National  press  associations  carried  a  dispatch  from 
Washington  quoting  Government  officials  as  stating 
that  anti-trvist  actions  would  be  started  against 
'several'  medical  societies  soon  after  the  Compulsory 
Health  Insurance  drive  was   started  in  Congress. 

"The  implication  was  plain  that  the  'investiga- 
tion' would  be  part  of  the  Administration's  cam- 
paign for  its  socialized  medicine  scheme. 

"The  threats  made  then  are  now  realities.  An 
epidemic  of  'investigations',  aimed  at  medical  so- 
cieties and  Voluntary  medical  care  plans,  has  broken 
out  in  widely  separated  States  and  cities  all  over 
the  country. 

"We  want  it  clearly  understood  that  we  believe 
this  attack  on  the  medical  profession  stems  from 
the  Anti-Trust  Division  of  the  Justice  Department 
and  political  string-pullers  who  have  exerted  influ- 
ence on  that  agency.  We  believe  it  to  be  an  out- 
rageous abuse  of  public  power  which  far  trans- 
cends in  gravity  the  issue  of  Compulsory  Health 
Insurance,  vital  as  that  issue  is. 

"We  recognzie  that  politically-motivated  attacks 
have  been  made  on  many  other  groups  by  this  divi- 
sion of  the  Government — and  we  invite  their  coop- 
eration with  American  medicine  in  an  effort  to 
alert  the  American  people  to  the  seriousness  of  this 
trend  toward  Police  State  methods.  If  the  police  arm 
of  the  Government  is  used  to  intimidate  doctors  and 
others,  and  t'nis  abuse  of  power  goes  unchallenged, 
it  may  be  used  to  terrorize  publishers  or  grocers, 
farmers  or  lawyers,  Catholics  or  Jews,  or  any  other 
minority  in  the  Nation." 

In  a  statement  released  on  October  7.  Dr. 
R.  B.  Robins,  Democratic  National  Commit- 
teeman from  Arkansas,  said  of  Attorney 
General  McGrath: 

"As  a  United  States  Senator,  Mr.  McGrath  was 
one  of  the  leading  advocates  of  Compulsory  Health 
Insurance  and  one  of  the  most  intemperate,  vitriolic 
critics  of  the  American  medical  profession.  As 
Chairman  of  the  Democratic  National  Committee, 
he  misused  the  facilities  of  that  Committee  to  make 
scurrilous,  slanderous  accusations  against  State 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. His  statements  and  his  tactics  were  an  af- 
front to  all  doctors,  whether  Democrats  or  Republi- 
cans. Now,  he  has  gone  even  farther,  by  using  the 
facilities  of  the  Department  of  Justice  for  political 
purposes. 

"For  many  months  Mr.  McGrath  and  some  of  the 
other  Washington  proponents  of  political  medicine 
have  cleverly  and  indirectly  threatened  the  medical 
profession  because  of  its  open  opposition  to  Com- 
pulsory Health  Insurance.  Coming  events  cast  their 
shadows  before.  Now,  with  Mr.  McGrath  in  the 
saddle  as  Attorney  General,  the  reprisals  and  crack- 
downs are  in  full  saving." 

"I  hope  and  believe  that  the  American  people  will 
rise  up  in  protest  against  such  Gestapo  methods  in 
a  Nation  which  cherishes  the  right  of  free  speech." 
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THOMAS  LESLIE  LEE,  M.D. 

In  the  tragically  sudden  death  of  Dr. 
Thomas  Leslie  Lee  on  October  9  we  have  an- 
other example  of  a  doctor's  literally  giving 
his  life  for  others.  The  following  resolution 
of  the  North  Carolina  Division  of  the  Ameri- 
can Cancer  Society  and  the  Cancer  Commit- 
tee of  the  State  of  North  Carolina  is  so  well 
expressed  and  so  true  that  it  is  given  in  full. 

Thomas  Leslie  Lee  was  a  great  man.  He 
was  great  in  the  finest  way  in  which  men 
use  that  term,  for  his  greatness  was  entirely 
devoid  of  selfishness. 

In  this  day  when  many  influences  tend  to 
make  the  physician  less  conscious  of  his  ob- 
ligation to  humanity,  Dr.  Lee  never  lost  his 
sense  of  complete  responsibility. 

In  an  age  when  men  waver  much,  he  held 
steadfast  to  his  ideals  and  his  sense  of  right- 
ness. 

In  a  time  when  so  many  denied  and  evaded, 
he  constantly  displayed  that  most  valuable 
of  traits,  complete  dependability. 

His  family,  his  profession,  his  community 
and  his  state  will  be  very  conscious  of  his 
absence,  but  nowhere  will  the  loss  be  so  con- 
spicuous as  in  the  leadership  of  the  campaign 
against  that  scourge  of  humanity,  cancer. 

It  is  altogether  fitting  that  the  North  Car- 
olina Division  of  the  American  Cancer  So- 
ciety and  the  Cancer  Committee  of  the  Med- 
ical Society  of  the  State  of  North  Carolina 
should  join  in  paying  tribute  to  a  life  so  well 
lived  as  to  be  a  worthy  model  for  all  who 
shall  follow,  and  in  expressing  publicly  their 
grief  at  the  passing  of  their  admired,  loved, 
and  respected  leader.  Dr.  Thomas  Leslie  Lee. 

"MEDICINE  AND  THE  STATE" 

Since  it  is  assumed  that  all  readers  of  the 
North  Carolina  Medical  Journal  also 
subscribe  to  the  Journal  of  the  American 
Medical  Association,  material  from  that 
journal  is  seldom  reprinted  here.  An  article 
of  unusual  interest,  however,  appears  in  the 
issue  for  August  8'".  It  is  the  annual  William 
W.  Root  Lecture,  given  June  9  at  the  dinner 
of  the  Alpha  Omega  Alpha  Society,  by  Lord 
Horder  of  England.  With  the  hope  of  stim- 
ulating interest  in  the  whole  address,  the 
last  three  paragraphs  are  quoted : 

I.    Lord  Holder:  Medicine  and  the  State,  J. A.M. A.   140:1142- 
11  IS   (Aug.  e)    104!). 


"The  rank  and  file  of  the  profession  were  maneu- 
vered into  acquiescence  by  economic  pressure  and 
not  from  conviction.  Only  unity  could  have  saved  us, 
and  unity  was  what,  at  the  critical  moment,  we 
lacked.  We  forgot  that  we  were  experts  and  that 
only  as  experts  should  we  agree  to  cooperate.  We 
moved  from  an  attitude  of  dignity  and  calm  de- 
tachment from  political  clamor  to  one  of  subservi- 
ence to  a  doctrinaire  socialist  adventure.  We  ceased 
to  be  masterpieces  and  became  pawns  in  the  game. 
And  so  we  have  become  what  we  vowed  at  all  costs 
we  never  would  become — mere  servants  of  the  med- 
ical bureau.  The  whole  philosophy  of  the  physician- 
patient  relation  has  changed.  We  are  no  longer  in 
control.  Instead  of  saying  'What  is  troubling  you; 
tell  me,  so  that  I  may  help  you,'  we  say  'What  is  it 
that  you  want?' 

"Those  who  have  nationalized  medicine  in  Great 
Britain  call  us,  who  have  pleaded  for  evolution 
rather  than  revolution,  reactionaries.  But  it  is  they 
who  are  the  reactionaries.  They  have  put  back  the 
progress  of  medicine,  both  in  its  art  and  its  science, 
a  hundred  years.  Medicine  had  found  that  the  close 
relation  of  doctor  and  patient  was  the  sine  qua  non 
in  medical  care.  For  the  time  being  this  has  been 
to  a  large  degree  sacrificed. 

"You  in  America  can,  if  you  will,  escape  this  peril. 
You  have  time.  I  am  old  enough  not  to  be  charged 
with  egregiousness  if  I  offer  my  colleagues  here  a 
warning  and  express  a  hope.  Do  not  risk  a  head-on 
collision  with  the  state;  if  you  do  you  will  lose.  Ac- 
cept the  challenge  that  is  implied  by  the  President's 
message.  'Make  medicine  available  for  every  citizen,' 
he  says.  'Certainly,'  you  should  say,  'that  is  what 
medicine  is  for.  But  what  medicine  ?  Our  medicine, 
the  medicine  that  results  from  tradition,  long  train- 
ing, knowledge  of  our  fellow  man  and  the  creaming 
off  from  science  of  the  best  that  it  offers  to  the 
physician '?  Or  a  stereotyped  medicine  of  the  state, 
which  is  but  a  bastard  sort  of  medicine?'  Surely, 
there  can  be  only  one  answer.  It  is  easy  to  level 
down;  this  can  be  done  almost  by  a  stroke  of  the 
pen.  It  is  difficult  to  level  up;  this  takes  time  and 
labor  and  much  thought.  So,  I  say,  do  not  move 
away  from  general  principles;  they  are  the  only 
things  which  ultimately  triumph.  And  what  are 
these  general  principles  ?  Expert  knowledge,  detach- 
ment from  politics,  public  confidence  and  courage; 
these  are  the  essentials  that  enable  medicine  to 
make  its  contribution  to  the  common  health  and  the 
common  happiness.  You  have  in  this  country  fought 
a  good  fight  against  the  quack  doctor  in  private  life. 
You  have  a  harder  fight  before  you — the  fight 
against  the  quack  in  public  affairs.  Put  the  case  for 
medicine  before  the  Public, — put  it  clearly,  modestly 
and  briefly.  This  is  their  case  as  well  as  ours,  it  is 
even  more  their  case  than  ours.  I  believe  that,  with 
vision,  you  will  succeed.  If  you  fail,  if  the  public 
will  not  be  saved,  well,  in  the  vernacular,  'that  is 
just  too  bad.'  It  will  be  a  depressing  thought  for 
me,  with  so  many  good  friends  among  you.  that, 
while  you  are  a  country  of  infinite  capacity  and 
infinite  ingenuity,  you  are  yet  a  country  of  infinite 
credulity!" 
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PRESIDENT'S  MESSAGE 
Narcotic  Prescriptions 

A  recent  report  by  a  Federal  Grand  Jury 
in  Detroit  seems  of  sufficient  importance  to 
be  called  to  the  immediate  attention  of  North 
Carolina  physicians. 

The  Grand  Jury  made  an  investigation, 
based  upon  reports  of  the  United  States  Bu- 
reau of  Narcotics,  of  the  alleged  practice  of 
physicians'  giving  narcotic  prescriptions 
over  the  telephone  and  of  druggists'  filling 
them  without  having  written  prescriptions 
beforehand,  as  is  required  by  law. 

The  following  paragraphs  are  quoted  from 
the  Grand  Jury  Report: 

"The  said  testimony  produced  before  your  Body 
further  indicated  that  such  a  practice  is  existent 
not  only  in  the  State  of  Michigan,  but  is  prevalent 
throughout  the  United  States  and  it  is  the  opinion 
of  this  Body  that  a  comprehensive  investigation 
is  warranted  in  tlie  Federal  Districts." 

"This  Body  did  further  find  from  the  testimony 
submitted  to  it  a  tendency  on  the  part  of  physi- 
cians to  place  the  responsibility  on  the  druggist 
for  the  writing  and  delivery  of  the  prescription 
and  it  is  the  determination  of  this  Body  that  such 
reliance  by  tlie  physicians  on  the  druggists  to  se- 
cure compliance  with  the  regulation,  requiring  the 
delivery  of  a  WTitten  prescription,  contravenes  the 
spirit  and  intent  of  the  regulation  and  leads  to  an 
unsatisfactory  neglect  in  compliance  therewith. 
This  responsibility  for  the  delivery  of  prescrip- 
tions definitely  belongs  to  the  physicians  and  not 
to  the  druggists." 

"The  evidence  revealed  that  the  druggists  do  not 
relish  the  task  of  writing  out  the  prescriptions 
and  mailing  them  to  the  doctors  for  the  signatures. 
In  one  instance,  a  doctor  failed  to  return  the 
signed  prescription  that  had  been  sent  to  him  by 
the  druggist  because  a  return  envelope  did  not 
have  a  stamp  affixed  thereon.  In  a  good  many 
other  instances,  doctors  were  neglectful  in  return- 
ing signed  prescriptions.  Almost  every  druggist 
has  testified  that  his  acceptance  of  telephonic 
orders  for  dispensing  narcotics  was  attriliutable 
to  his  apprehension  of,  and  in  some  instances  an 
expressed  threat  with,  the  loss  of  patronage  by 
the  doctor.  Such  constraint  exerted  liv  the  doctors 
on  the  druggists  is  unjustified  and  indicative  of 
unwillingness  to  comply  with  the  law.  It  is  the  de- 
termination of  this  Body  that  any  doctor  request- 
ing a  druggist  to  dispense  narcotics  without  pro- 
duction of  a  signed  prescription,  excepting  in  an 
emergency  situation,  is  equally  guilty  with  the 
druggist  in  violating  the  law." 

"We  therefore,  recommend  that  if  said  practice 
does  not  cease,  the  Bureau  of  Narcotics  and  the 
United  States  Attorney's  office  take  anoropriate 
prosecutive  action  against  all  physicians  and 
drug.gists  who  persist  in  the  practice." 

The  retail  druggists  are  rightly  exercised 
about  the  situation.  It  may  reasonablv  be 
anticipated  that  such  investigations  will  be 
made  throughout  the  United  States. 

If  the  telephoning   of   narcotic   prescrip- 


tions should  be  prevalent  in  North  Carolina, 
it  is  hoped  that  it  will  be  stopped  in  time  to 
prevent  here  a  repetition  of  what  happened 
in  Michigan. 

Medicine  in  North  Carolina  and  in  the 
United  States  has  enemies  which  are  eager 
to  seize  upon  and  magnify  such  weaknesses 
in  their  deliberate  campaign  to  destroy  pri- 
vate medical  practice. 

G.  W.  Murphy,  M.D. 


Raleigh  Acadeiwy  of  Medicine  Symposium 

The  Raleigh  Academy  of  Medicine  will  sponsor  a 
symposium  to  be  held  in  Raleigh  on  Friday,  No- 
vember 18 — just  one  day  before  the  Duke-Carolina 
football  game.  Morning,  afternoon,  and  evening  ses- 
sions will  be  held.  The  speakers  and  their  subjects 
will  be  announced  later.  All  physicians  belonging  to 
the  State  Medical  Society  are  invited  to  attend. 


Heineman  Research  Found.4.tion 
Lectures 

The  Heineman  Research  Foundation  in  Charlotte 
is  sponsoring  a  series  of  medical  lectures  to  be  given 
at  the  Hotel  Charlotte  in  the  Rose  Room  on  Friday 
evenings  at  7:30  p.m.  All  members  of  the  State 
Medical  Society  are  invited  to  attend. 

The  schedule  of  lectui'es  is  as  follows: 

October  21 — "Recent  Advances  in  Cardiovascular 
Disease — Pathogenicity,  Diagnosis,  and  Treatment" 
— Conger  Williams,  M.D.,  Massachusetts  General 
Hospital,   Harvard   Medical    School,   Boston. 

Edward  O.  Wheeler,  M.D.,  Massachusetts  General 
Hospital,  Harvard   Medical   School,   Boston. 

October  28 — "Cancer  in  Childhood — Clinical  and 
Expei-imental  Considerations" — Sidney  Farber,  M.D., 
Professor  of  Pathology,  Harvard.  Director  of  Divi- 
sion of  Laboratories  and  Research,  Children's  Medi- 
cal Center,  Boston. 

"Chi-onic  Intestinal  Indigestion,  or  the  Celiac  Syn- 
di-ome" — Harry  Shwachman,  M.D.,  Chief  of  the  Di- 
vision of  Clinical  Laboratories  and  Chronic  Nutri- 
tional Disease  Clinic,  Children's  Medical  Center, 
Boston. 

November  4 — "Medicine  and  Psychiatry" — Ken- 
neth E.  Appel,  M.D.,  Associate  Professor  of  Psy- 
chiatry, University  of  Pennsylvania,  Philadelnhia. 

"Evaluation  of  Stei'ility  Problems  in  the  Male" — 
Edmond  J.  Farris,  Director  of  the  Wistar  Institute 
of  Anatomy  and  Biology,  Philadelphia. 

November  11 — "Recent  .Advances  in  the  Study  of 
Diabetes  and  Its  Therapy" — Jerome  W.  Conn,  M.D., 
Associate  Professor  of  Internal  Medicine,  University 
of  Michigan,  Ann  Arbor. 

December  2 — "Recent  Advances  in  Surgery  of  the 
Esophagus"  —  Richard  H.  Sweet,  M.D.,  Associate 
Professor  of  Clinical  Surgery,  Harvard  Medical 
School,  Boston. 


North  Carolina  Public  Health 

Association 

The  North  Carolina  Public  Health  Association 
held  its  annual  meeting  in  Greensboro,  September 
15-17.  The  featured  speaker  was  Dr.  Leonard  A. 
Scheele,  Surgeon  General  of  the  U.  S.  Public  Health 
Service.  Dr.  .1.  W.  R.  Norton,  State  Health  Officer, 
also  took  part  on  the  program. 
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News  Notes  from  the  North  Carolina 
State  Board  of  Health 

The  State  Board  of  Health  has  given  its  official 
approval  to  the  erection  of  a  new  $600,000,  six  story 
health  office  building  on  Caswell  Square  in  Raleigh, 
adjacent  to  the  State  Laboratory  of  Hygiene.  Al- 
though plans  for  the  new  building  have  not  been 
perfected,  it  is  said  that  it  will  contain  about  70,000 
square  feet  of  office  space  and  will  cover  a  ground 
space  of  approximately  60  by  200  feet. 


There  were  only  18  cases  of  malaria  in  North 
Carolina  during  the  first  seven  months  of  1949,  as 
compared  witli  109  cases  during  the  corresponding 
period  of  1948.  The  State  Epidemiologist  explained 
that  there  has  been  a  sustained  downward  trend  in 
malaria  cases  in  North  Carolina  for  a  number  of 
years.  Last  j'ear  was  the  first  year  in  our  history 
in  which  there  were  no  deaths  from  malaria. 


On  August  1,  1949  the  offices  of  the  State  Mental 
Health  Authority  were  moved  to  the  State  Board  of 
Health,  Jones  and  Dawson  Streets,  Raleigh,  North 
Carolina. 

Three  North  Carolina  psychiatrists  will  serve  the 
state  mental  health  program  as  consultants.  These 
are  David  A.  Young,  M.D.,  General  Superintendent, 
N.  C.  Hospitals  Board  of  Control;  Lloyd  J.  Thomp- 
son, M.D.,  Department  of  Neuropsychiatry,  Bowman 
Gray  School  of  Medicine;  and  Maurice  H.  Greenhill, 
M.D.,  Department  of  Neuropsychiatry,  Duke  Hos- 
pital. 

The  film,  "Introduction  to  Clinical  Neurology," 
Parts  I,  II.  Ill,  and  IV,  has  been  added  to  the  film 
library  at  the  State  Board  of  Health.  It  may  be  bor- 
rowed only  by  physicians  and  by  nurses  who  arrange 
to  have  a  physician-lecturer  present  at  the  showing. 
This  is  designed  as  an  aid  in  training  in  clinical 
neurology.  It  may  be  of  interest  to  county  medical 
societies  throughout  the  state. 

On  September  15,  Miss  Elsie  Parker  entered  on 
duty  as  executive  secretary  of  the  North  Carolina 
Mental  Hygiene  Society.  She  has  her  office  in 
Raleigh. 

Monthly  mental  health  pamphlets  describing  child 
growth  and  development  will  be  sent  resident  North 
Carolina  parents  of  babies  born  after  July  1,  1949. 
For  those  births  reported  on  time,  the  first  issue 
will  be  mailed  soon  after  September  1.  The  material 
will  not  be  sent  to  a  selected  group  of  new  parents 
in  each  of  seventeen  counties.  These  parents  who  do 
not  receive  the  "Pierre  the  Pelican"  letters  and  some 
of  the  parents  who  do  receive  them  will  help  us 
understand  the  value  of  this  type  of  information. 
The  survey  to  determine  effectiveness  of  the  series 
is  being  carried  out  with  National  Mental  Health 
Act  fLUids  by  the  Institute  of  Statistics,  University 
of  North  Carolina,  Raleigh,  N.  C. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

North  Carolina  had  148  fewer  deaths  from  tuber- 
culosis in  1948  than  in  1947,  according  to  the  Bureau 
of  Vital  Statistics  of  the  State  Board  of  Health.  The 
death  rate  per  100.000  population  dropped  from  28.4 
in  1947  to  23.9  in  1948. 


News  Notes  from  the  University  of 
North  Carolina 

School  of  Medicine 

Dr.  Walter  C.  Hilderman  has  accepted  an  appoint- 
ment as  fellow  in  pathology.  Dr.  Hilderman  gradu- 
ated from  Jefferson  Medical  College,  and  for  the 
past  six  years  has  been  in  India  and  China  with  the 
Army  Medical  Corps. 

Dr.  Lytt  I.  Gardner,  instructor  in  biological  chem- 
istry, will  present  a  paper  entitled  "Etiologic  Fac- 
tors in  Tetany  of  Newborn"  at  the  Biochemistry 
Seminar  at  Harvard  Medical  School  on  October  24. 


School  of  Public  Health 

The  following  new  faculty  members  have  been 
added  to  the  School  of  Public  Health: 

Mr.  JIarvin  L.  Granstrom,  formerly  at  the  Case 
Institute  of  Technology  in  Cleveland,  as  assistant 
professor  of  sanitary  engineering. 

Miss  Frances  MacKinnon  as  associate  professor  of 
public  health  nutrition.  Miss  MacKinnon  came  from 
the  Harvard  School  of  Public  Health. 

Dr.  Bernard  G.  Greenberg,  formerly  with  the  In- 
stitute of  Mathematical  Statistics  at  State  College 
in  Raleigh,  as  associate  professor  and  head  of  the 
Department  of  Biostatistics. 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Dr.  Stewart  G.  Wolf,  Jr.,  associate  professor  of 
msdicinc  at  Cornell  University  School  of  Medicine, 
was  speaker  at  the  October  10  meeting  of  the  Bow- 
man Gray  Medical  Society.  His  subject  was  "Vis- 
ceral Pain  Mechanisms." 

*  ^  :j!  :■: 

Dr.  Frank  Lock,  professor  of  obstetrics  and  gyne- 
cology, spoke  to  the  Washington  (D.C.)  Gynecologic 
Society  on  October  22,  on  the  subject,  "Treatment 
of  Severe  Toxemia  of  Pregnancy."  He  will  be  sneak- 
er at  the  meeting  of  the  Postgraduate  Medical  As- 
sembly in  Nashville,  Tennessee,  on  November  6, 
using  the  subject  "Obstetric  Hemorrhage — Diagno- 
sis and  Management." 

Dr.  Parker  R.  Beamer,  professor  of  microbiology 
and  associate  professor  of  nathology,  was  guest 
speaker  at  the  fall  meeting  of  the  Society  of  North 
Carolina  Bacteriologists,  held  at  the  University 
School  of  Medicine  in  Chanel  Hill  on  October  8.  His 
subject  was  "Laboratory  Studies  on  Leptospirosis." 

Dr.  R.  L.  McMillan,  associate  professor  of  clinical 
medicine,  spoke  at  the  meeting  of  the  North  Caro- 
lina Lh'ological  Association  at  Midpines  on  October 
17.  His  subject  was  "Diseases  of  the  Heart  and  Cir- 
culatory System  in  Urological  Surgery."  Dr.  Fred 
K.  Garvey,  director  of  the  department  of  urology, 
presided  as  head  of  the  Association. 

Dr.  Felda  Hightower,  assistant  nrofessor  of  sur- 
gery, and  Dr.  Frank  Lock  were  initiated  as  Fellows 
of  the  American  College  of  Surgeons  in  Chicago  on 
October  21. 

Dr.  Thomas  T.  Mackie.  director  of  the  department 
of  preventive  medicine,  will  take  part  in  a  sympo- 
sium on  Gastroenterology  to  be  given  by  the  Raleigh 
Academy  of  Medicine  on  November  18. 
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Dr.  H.  H.  Bradshaw,  professor  of  surgery,  at- 
tended sessions  of  the  Board  of  Governors  of  the 
College  in  Chicago  prior  to  the  annual  meeting  of 
the  group.  A  paper  on  "Some  Problems  in  Surgery 
of  the  Esophagus"  was  presented  by  Dr.  William 
R.  Deaton,  assistant  resident  in  surgery,  who  pre- 
pared it  in  collaboration  with  Dr.  R.  W.  Williams, 
assistant  resident  in  surgery;  Dr.  R.  V.  Postlethwait, 
former  staff  member;  and  Dr.  Bradshaw. 


Classified  Advertisements 


Third  District  Medical  Society 

The  Third  District  iledical  Society  held  its  fall 
meeting  in  Wilmington  on  September  16.  Speakers 
were  Dr.  John  B.  Hickam  of  the  Duke  University 
School  of  Medicine  and  Dr.  Landis  Brown  of  South- 
port.  Dr.  Hickam's  subject  was  "Physiology  in  Res- 
piratory Disease  and  Cardiac  Catheterization,"  and 
Dr.  Bro\\m  spoke  on  "Removal  of  Calculi  from  the 
Lower  Ureter  via  the  Vagina." 

Officers  of  the  society  are  Dr.  A.  McRae  Crouch. 
Sr.,  president;  Dr.  DeWitt  Clark,  vice  president;  and 
Dr.  E.  G.  Goodman,  secretary-treasurer. 


C.AiJTERET  County  Medical  Society 

The  regular  monthly  meeting  of  the  Carteret 
County  Medical  Society  was  held  at  the  Morehead 
City  Hospital  on  September  12,  1949.  This  was  a 
dinner  meeting,  the  hospital  acting  as  host. 

Dr.  Darden  Eure,  local  dentist,  member  of  the 
Carteret  County  Health  Department,  addressed  the 
society  on  the  subject  of  "Flourine  in  the  Prevention 
of  Dental  Decay." 


Edgecombe-Nash  Counties  Medical 
Society 

The  Edgecombe-Nash  Counties  Medical  Society 
met  in  Rocky  Mount  on  September  14.  Following  the 
dinner,  case  reports  were  given. 


Halifax  County  Medical  Society 

Dr.  John  S.  Rhodes  of  Raleigh  was  guest  speaker 
at  the  September  meeting  of  the  Halifax  County 
Medical  Society,  held  in  Roanoke  Rapids  on  Sep- 
tember 9.  His  subject  was  "Some  Urologie  Prob- 
lems from  the  General  Practitioner's  Standpoint." 


News  Notes 

Dr.  Joseph  B.  Greene  of  Asheville  died  at  his 
home  on  October  10. 

Dr.  W.  C.  Davison  of  Durham  was  a  guest  speaker 
at  the  annual  meeting  of  the  iledical  Society  of 
Virginia,  held  in  Fort  Monroe,  October  9-12.  His 
subject   was   "Sir   William    Osier — Reminiscences." 

Dr.  Leslie  B.  Hohman  of  Durham  was  one  of  the 
speakers  at  the  Neuropsychiatric  Seminar  sponsored 
by  the  South  Carolina  Junior  Chamber  of  Commerce 
and  held  at  Orangeburg,  South  Carolina,  September 
15-17.  Dr.  Hohman  spoke  on  "Organically-Driven  Be- 
havior Disturbances  and  a  Consideration  of  Pre- 
frontal Lobotomy  in  Children."  Dr.  Hohman  \vi\\ 
also  appear  on  the  program  of  the  annual  convention 
of  the  National  Society  for  Crippled  Children  and 
Adults,  to  be  held  November  7-9,  in  the  Commodore 
Hotel,  New  Y^ork. 

(BULLETIN    BO.\RD    CONTIXLED    ON    PAGE    576) 


PHYSICIAN   WANTED   FOR 
GENERAL  PRACTICE 

The  services  of  a  physician  are  desired  in  Mt. 
Olive,  North  Carolina.  Town  of  4.000  popula- 
tion and  thriving  surrounding  farm  area  offer 
fine  opportunity  for  location.  Office  facilities 
in  heart  of  business  district  always  occupied 
by  physicians  will  be  offered  rent  free  until 
physician  establishes  himself.  Interested 
parties  should  get  in  touch  with  Mr.  W.  K. 
Lewis,  IMt.  Olive,  N.  C. 


PHYSICIAN   WANTED   FOR   EYE,   EAR, 
NOSE,   AND   THROAT  AVORK 

As.sociate  wanted  in  an  established  eye,  ear. 
nose  and  throat  practice  of  long  standing  in 
excellent  eastern  North  Carolina  city.  Direct 
replies  to  P.  O.  Box  1606,  Raleigh,  North 
Carolina. 


Coricidin  Successful  Against  Common  Cold 

Coricidin  tablets,  for  aborting  and  treating  the 
common  cold,  are  now  available  from  Sobering  Cor- 
poration, pharmaceutical  manufacturers  of  Bloom- 
field  and  Union,  N.  J.  It  is  the  first  preparation 
using  the  combined  antihistaminic-analgesic-anti- 
pyretic  attack  against  coryza. 

The  principle  ingredient  in  Coricidin  is  Chlor- 
Trimeton,  Schering's  new,  potent  antihistaminic 
drug.  Each  Coricidin  tablet  contains  2  mg.  of  Chlor- 
Trimeton.  Included  are  adequate  amounts  of  acetyl- 
salicylic  acid,  acetophenetidin,  and  caffeine,  which 
contribute  their  well  kno\\m  analgesic-antipyretic 
synergistic  effects. 


Cure  for  Amebic  Dysentery  Now  Available 
to  Doctors 

Milibis,  which  as  WIN  1011  was  announced  at  the 
last  New  Orleans  convention  of  the  American  So- 
ciety of  Tropical  Jledicine  as  "a  cure  for  amebic 
dysentery,"  has  now  been  made  available  to  physi- 
cians in  this  country  to  attack  this  world-prevalent 
disease  of  the  intestines  and  liver. 

The  compound,  knowm  chemically  as  bismuth  gly- 
colylarsanilate,  has  been  under  clinical  investigation 
in  the  United  States  since  1947.  In  these  studies  it 
has  been  used  in  1,186  cases  of  amebiasis  with  "ex- 
cellent results,"  according  to  Dr.  Justus  B.  Rice, 
director  of  medical  research  of  Winthrop-Stearns, 
Inc. 


Development  of  a  new  apple  syrup  for  use  in  in- 
fant feeding  which  promises  to  be  especially  bene- 
ficial to  infants  and  older  children  suffering  from 
anemia  has  been  announced  recently  by  the  JMilk 
Research  Laboratory  of  The  Children's  Hospital  of 
Philadelphia.  Made  from  fresh  apples,  the  natural 
carbohydrate  product  is  designed  to  mix  readily  with 
warm  or  cold  milk. 

The  new  apple  syrup  was  developed  at  The  Chil- 
dren's Hospital,  and  was  clinically  tested  by  Dr. 
Irving  J.  Wolman  and  Dr.  Bernhard  Spur.  The  Bor- 
den Company  is  the  exclusive  licensee  of  the  product 
and  will  market  it  nationally  through  drug  stores 
as  "Borden's  Brand  INFOSE"  Syrup  for  Infants." 
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PROGRAM  SUGGESTIONS 

It  comes  time  again  to  interest  ourselves 
in  the  program  of  the  Medical  Auxiliary. 
The  program  furnished  by  the  National  As- 
sociation is  submitted  herewith: 

I.  Twelve-Point  Program  of  the  A.  M.  A. 
for  the  Advancement  of  Medicine  and 
Public  Health. 

The  A.  M.  A.— Its  History,  Function, 
Work  of  the  Various  Councils,  Bu- 
reaus, and  Other  Departments. 
Study  Legislation — Local,  State,  and 
National — Which  Affects  Health  and 
Medicine. 

A.  Truman's  Compulsory  Health  In- 
surance Plan 

B.  Oscar  R.   Ewing's   "The   Nation's 
Health — A  Ten-Year  Program" 

C.  A.  M.  A.'s  Answer  to  Compulsory 
Health  Insurance. 

Voluntary  Prepayment  Medical    and 
Hospital  Care  Plans 
State  Board  of  Health — Study  serv- 
ices available. 

Local    Health    Department  —  Study 
services  available  in  city  and  county. 
School  Health  Program. 
Rural    Health    Problems    and    Their 
Proposed  Solutions. 
Nurse  Recruitment. 
Radio  Programs  of  the  A.  M.  A.  Pre- 
sented by  the  Bureau  of  Health  Edu- 
cation. 
Hygeia. 

We  add  the  following  suggestions  for  pro- 
gram material : 

I.  The  Atom  Goes  to  Work  for  Medicine. 
"How  Britain  Likes  Socialized  Medi- 
cine," by  Steven  M.  Spencer  (a  Sat- 
urday Evening  Post  editor's  first- 
hand report  on  England's  medical  new 
deal  in  The  Satioxlay  Evening  Post 
for  May  14,  21,  and  28,  1949.  A  re- 
view of  these  articles  would  be  very 
beneficial.) 

The  Work  of  "Alcoholics  Anonymous" 
Continuation  of  Splendid  Work  in 
Nurse  Recruitment 
Take  part  in  program  for  helping  to 
relieve  the  shortage  of  nurses  —  the 
training  of  practical  nurses.  (See 
article  on  Auxiliary  Page  of  North 
Carolina  Medical  Journal,  August, 


VI. 
VII. 


IV. 

V. 

VI. 

VII. 
VIII. 

IX. 
X. 


XL 


II. 


III. 
IV. 

V. 


1948,  issue.) 

The  Use  of  Animals  in  Medical  Ex- 
perimentation 

Social  Programs  Which  Cultivate 
Friendly  Relations  and  Promote  Mu- 
tual Understanding  Among  Physi- 
cians' Families 
There  are  certain  subjects  that  are  of 
paiticular  importance.  To  be  informed  on  im- 
pending and  suggested  legislation  is  ex- 
tremely important  to  doctors'  wives.  To  be 
informed  is  to  be  armed  against  these  laws 
which  many  feel  are  inimical  to  the  best  in- 
terests of  the  medical  profession,  of  medi- 
cine, and  of  the  populace  of  the  United 
States.  Mrs.  Leo  Shaefer,  our  National  Pro- 
gram Chairman,  says,  "Our  national,  state, 
and  county  program  is  only  as  effective  as 
the  information  each  member  is  able  to  give 
when  questioned.  The  material  to  be  used 
for  programs  has  been  used  many  times,  but 
this  year  we  must  have  each  subject  pre- 
sented and  discusssed  as  in  a  study  club  or 
forum.  Few  of  us  can  state  the  doctors'  case 
fortified  with  authentic  information.  It  is 
our  duty  and  privilege  to  interpret  and  sup- 
port the  ideals  of  organized  medicine." 

Let  us  put  our  shoulders  to  the  wheel  and 
at  least  be  informed  in  1949-50. 

Mrs.  B.  W.  Roberts, 
Program  Chairman, 
Durham. 


rectinized  Penicillin  Gives  72-Hour  Therapy 

An  entirely  new  double-acting  injectable  penicillin 
that  m'oEt  nearly  approaches  the  ideal  for  parenteral 
use,  because  a  single  dose  gives  continuous  penicillin 
therapy  foi-  more  than  seventy-two  hours,  was 
introduced  on  September  8  by  Lederle  Laboratories 
Division,  American  Cyanamid  Company,  Pearl  River, 
N.  Y. 

Ledercillin*  Pectinized  combines  in  one  dose  all 
of  the  advantages  of  soluble  penicillin  and  reposi- 
tory-type penicillin.  Its  dual  action  provides  both 
prompt  and  prolonged  penicillin  absorption.  Prompt 
absorption  results  from  pectin-coated  soluble  peni- 
cillin, which  immediately  floods  the  tissues  with 
penicillin  and  produces  a  level  of  2  units  of  penicillin 
per  cubic  centimeter  of  blood  within  an  hour  or  two 
of  injection.  Prolonged  absorption  results  from  slow- 
dissolving  procaine  penicillin,  in  the  presence  of 
aluminum  monostearate,  which  is  deposited  at  the 
site  of  injection  and  absorbed  over  an  extended 
period  of  more  than  seventy-two  hours. 

Ledcrcillin  Pectinized  contains,  in  each  cubic  centi- 
meter, oOO.OOO  units  of  crystalline  procaine  penicillin 
G  and  100,000  units  of  pectin-coated  crystalline  peni- 
cillin G  potassium  with  1.5  per  cent  aluminum  mono- 
stearate in  a  peanut  oil  vehicle.  It  is  available  in 
1  cc.  sterile,  disposable  syringes  and  in  1  cc.  vials. 
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Geriatric  Medicine — The  Care  of  the  Aging 
and  the  Aged.  Edited  by  Edward  J.  Stieg- 
litz,  M.D.,  F.A.C.P.,  Attending  Internist, 
Suburban  Hospital,  Bethesda,  Maryland; 
Doctor's  Hospital,  Washington,  D.  C.  Ed.  2. 
773  pages,  with  180  figures.  Price,  $12.00. 
Philadelphia  and  London:  W.  B.  Saunders 
Company,  1949. 

The  second  edition  of  this  work,  under  Dr.  Stieg- 
litz's  masterly  editorial  supervision,  is  a  worthy  suc- 
cessor to  the  first.  It  has  brought  up  to  date  modern 
knowledge  of  geriatrics.  Its  more  compact  format 
has  reduced  the  number  of  pages  by  more  than  100, 
without   sacrificing  any  of  the   content. 

What  was  said  of  the  first  edition  in  this  journal 
can  be  just  as  well  applied  to  the  second: 

"Stieglitz  has  done  for  the  practice  of  geriatrics 
what  Cecil  did  for  the  practice  of  medicine.  In  one 
large  volume  he  has  collected  a  series  of  articles 
dealing  with  some  phase  of  'the  diagnosis  and  man- 
agement of  disease  in  the  aging  and  in  the  aged.' 
Each  article  is  written  by  an  authority  in  his  field. 
Together  they  constitute  a  veritable  system  of 
geriatrics. 

"While  it  is  doubtful,  for  various  reasons,  that 
many  men  will  actually  limit  their  work  to  patients 
past  sixty,  it  is  of  vast  importance  that  family  doc- 
tors and  internists  alike  shall  have  a  working  knowl- 
edge of  the  recognition,  treatment,  and — so  far  as 
possible — the  prevention  of  the  diseases  prevalent 
among  older  patients.  For  the  acquisition  of  such 
knowledge  Stieglitz's  volume  can  be  recommended 
unreservedly." 


Medical  Etymology — The  History  and  De- 
rivation of  Medical  Terms  for  Students  of 
Medicine,  Dentistry,  and  Nursing.  By  O.  H. 
Perry  Pepper,  M.D.,  Professor  of  Medicine, 
University  of  Pennsylvania.  263  pages. 
Price,  $5.50.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1949. 

This  book  will  appeal  to  all  with  the  sort  of  intel- 
lectual curiosity  that  creates  the  urge  to  know  the 
origin  of  words  that  are  encountered  in  medical  lit- 
erature. It  is  not  a  medical  dictionary,  for  it  does 
much  more  than  merely  define  words.  In  a  most  in- 
teresting style,  Dr.  Pepper  gives  the  sources  of 
medical  terms,  grouping  them  according  to  subjects. 
The  preclinical  subjects  are  anatomy,  physiological 
chemistry,  physiology,  pathology,  bacteriology, 
pharmacology  and  therapeutics,  and  parasitology. 
The  clinical  subjects  are  medicine,  surgery,  pedi- 
atrics, neurology,  gynecology  and  obstetrics,  oph- 
thalmology, dermatology,  otolaryngology,  psychia- 
try, and  radiology.  A  separate  section  on  dental 
terminology  is  added — a  brave  undertaking  for  an 
internist!   Finally,  an  index  of  words  is  given. 

The  author's  keen  sense  of  humor  imparts  a  de- 
lightful flavor  to  the  book.  For  example:  "It  may 
be  very  proper  to  honor  the  discoveries  of  Eberth, 
Salmon,  Bruce,  Shiga,  Escherich,  and  Nocard,  but 
it  is  tough  on  the  student";  "Asynergia  ...  A  good 
term,  meaning  a  state  of  lack  of  cooperation,  sug- 
gesting the  plight  of  the  world  today." 

This  excellent  book  represents  an  enormous 
amount  of  study  on  the  author's  part.  After  reading 
it,  one  is  reminded  of  the  individual  who  read  the 
dictionary  from  A  to  Z,  and  found  it  "quite  interest- 
ing, but  rather  disconnected."  Dr.  Pepper's  book, 
however,  is  even  more  interesting  and  less  discon- 
nected. 


Living  Wisely  and  Well:  A  Discussion  of 
Techniques    of     Personal    Adjustment.      By 

William  B.  Terhune,  M.D.,  Editor,  Asso- 
ciate Clinical  Professor  of  Psychiatry,  Yale 
University  School  of  Medicine,  and  Medical 
Director,  Silver  Hill  Foundation  for  the 
Treatment  of  the  Psychoneuroses;  Douglas 
A.  Thom,  M.D.,  Professor  Emeritus  of  Psy- 
chiatry, Tufts  Medical  School;  Kenneth  E. 
Appel,  M.D.,  Clinical  Professor  of  Psychi- 
atry, University  of  Pennsylvania;  and  Win- 
fred  Overholser,  M.D.,  Sc.D.,  Professor  of 
Psychiatry,  George  Washington  University 
School  of  Medicine,  and  Superintendent,  St. 
Elizabeth's  Hospital.  95  pages.  Price,  $2.00. 
New  York:  E.  P.  Dutton  and  Company, 
1949. 

This  little  volume  consists  of  four  papers  "read 
before  a  neighborhood  audience  during  the  spring 
of  1948."  The  "Editor's  Preface,"  by  Dr.  Terhune, 
was  designed  to  give  the  public  an  idea  of  the  aims 
of  modern  psychiatry,  and  to  tell  how  one  might 
attain  a  mature  philosophy  of  life.  Dr.  Thoma's  paper 
deals  with  "Mental  Hygiene  in  Childhood."  Dr.  Appel 
discussed  "Mental  Hygiene  for  the  Adult  in  the 
World  Today."  Dr.  Overholser's  theme  was  "The 
Mental  Hygiene  of  Later  Maturity." 

The  purpose  of  the  book  is  to  be  found  in  the 
subtitle,  "A  Discussion  of  Techniques  of  Personal 
Adjustment."  It  can  safely  be  recommended  as  a 
book  to  put  in  the  hands  of  any  intelligent  layman. 
The  standing  of  the  authors  guarantees  the  authori- 
tativeness  and  the  interest  of  the  book. 


Oral  and  Dental  Diagnosis — With  Sugges- 
tions for  Treatment.  By  Kurt  H.  Thoma, 
D.M.D.,  F.D.S.R.C.S.  Eng.,  Professor  of 
Oral  Surgery,  Emeritus,  and  Brackett  Pro- 
fessor of  Oral  Pathology,  Harvard  Uni- 
versity. With  Contributions  by  Henry  Gold- 
man, D.M.D.,  Head  of  the  Dental  Depart- 
ment, Beth  Israel  Hospital,  Boston;  Fred 
Trevor,  D.M.D.,  Formerly  Instructor  in  Oral 
Pathology,  Harvard  Dental  School.  Ed.  3. 
563  pages  with  776  illustrations,  60  in  color. 
Price,  $9.50.  Philadelphia  and  London:  W.B. 
Saunders  Company,  1949. 

This  book  covers  diseases  and  abnormal  condi- 
tions of  the  teeth,  jaws,  and  other  organs  and  tissues 
of  the  mouth.  New  material  on  oral  therapy  has 
been  added  to  many  of  the  chapters  concerning 
dental  procedures.  Both  the  primary  lesions  and  the 
secondary  manifestations  of  diseases  are  given  thor- 
ough consideration. 

Part  I  concerns  itself  with  the  principles  and 
methods  of  examination  and  diagnosis.  Part  II  deals 
with  special  diagnosis  of  dental  and  oral  diseases  and 
suggests  treatment  procedures. 

The  third  edition  continues  to  place  greatest  em- 
phasis on  the  principles  of  diagnosis,  but  at  the  same 
time  discusses  techniques  of  examination  with  the 
correlative  principles  of  treatment. 

In  this  one  volume  Dr.  Thoma  has  written  a  refer- 
ence book  for  the  dental  practitioner,  a  reference 
book  for  the  medical  student  and  the  physician,  and 
a  text  on  the  techniques  of  examination,  diagnosis 
and  treatment;  he  has  also  recorded  some  of  the 
accepted   methods   of  treatment. 

The  photomicrographs,  clinical  photographs,  and 
drawings  are  well  placed,  well  executed,  and  skill- 
fully connected  with  the  subject  matter. 

Tliis  reviewer  believes  that  Thoma's  book  deserves 
a  place  in  the  library  of  every  medical  and  dental 
practitioner. 
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Corrections  for  the  Directory 

The  following  additional  corrections  have  been 
received  for  the  directory  of  members  of  the  Medical 
Society,  published  in  the  supplement  to  the  August 
issue  of  the  Journal. 

Dr.  Addison  G.  Brenizer,  Jr.,  Charlotte — Specialty 
should  be  surgery  i-ather  than  general  practice. 

The  name  of  Dr.  Charles  C.  Cubberley,  Jr.,  of  Wil- 
son was  incorrectly  spelled  "Cubberely." 

Dr.  G.  B.  Ferguson,  Durham — Specialty  should  be 
otology,  laryngology,  and  rhinology  rather  than 
ophthalmology,  otology,  laryngology,  and  rhinology. 

Dr.  Ralph  G.  Fleming,  Durham — Specialty  should 
be  internal  medicine  rather  than  general  practice. 

The  name  of  Dr.  James  P.  Harnsberger  of  David- 
son was  incorrectly  spelled  "Hamsberger." 

Dr.  J.  B.  Helms,  Blorganton — Specialty  should  be 
general  practice  rather  than  surgery. 

Dr.  Malene  G.  Irons,  Greenville  —  First  name 
should  be  spelled,  "Malene"  rather  than  "Maline"; 
specialty  should  be  pediatrics  rather  than  psychiatry. 

Dr.  J.  J.  Kirksey,  Morganton — Specialty  should  be 
general  practice  rather  tlian  pediatrics. 

Dr.  W.  H.  Patton,  Morganton — Specialty  should 
be  pediatrics  rather  than  general  practice. 

Dr.  C.  L.  Walton,  Glen  Alpine — Specialty  should 
be  general  practice  rather  than  obstetrics. 

Corrections  should  be  sent  to  Mr.  J.  T.  Barnes,  203 
Capital  Club  Building,  Raleigh,  N.  C. 


Maternal  Welfare  Broadcasts 

A  series  of  four  weekly  broadcasts,  prepared 
under  the  auspices  of  the  North  Carolina  Maternal 
Welfare  Committee,  have  been  distributed  to  radio 
stations  throughout  the  state. 

The  scripts  pi'esent  frank  discussions  of  fifteen 
minutes  each  on  problems  of  prenatal  and  postnatal 
care.  They  were  prepared  by  Mark  R.  Sumner  of 
the  Communications  Center  at  Chapel  Hill,  and 
financed  by  contributions  from  a  group  of  ten  home- 
owned  life  insvirance  companies  of  North  Carolina: 
Security  Life  and  Trust  Company,  Jefferson  Stand- 
ard, Pilot  Life,  North  Carolina  Mutual,  Home  Se- 
curity, Pyramid,  Occidental,  Durham  Life,  State 
Capitol  Life,  and  Southern  Life  Insurance  Com- 
panies. 


The  John  and  Mary  R.  Markle 
Foundation 

Grants  totaling  approximately  $940,000,  the  ma- 
jority payable  over  five  years,  were  made  to  medical 
colleges  and  other  educational  institutions  by  The 
John  and  Mary  R.  Markle  Foundation  in  the  eighteen 
months  beginning  January,  1948,  Jolm  M.  Rassell, 
executive  director,  announced  in  the  fund's  report 
issued  lecently.  Among  tlie  institutions  receiving 
grants  are  The  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College,  Duke  University  School  of 
Medicine,  and  Medical  College  of  Virginia. 

Of  the  total,  $725,000  was  allocated  for  the  Foun- 
dation's scholars  in  medical  science  program,  carried 
on  for  the  purpose  of  encouraging  young  doctors  on 
medical  school  faculties  to  remain  in  academic  med- 
icine. Twenty-eight  doctors  in  the  United  States  and 
Canada  are  now  being  assisted  through  the  program. 


Veterans  Administration 

Private  dentists  of  North  Carolina  handled  85  per 
cent  of  the  treatment  cases  completed  during  the 
fiscal  year  ending  June  30,  1949,  under  the  state 
and  federal  program  to  treat  eligible  veterans  for 
service-connected  dental  conditions.  A  statistical  re- 
port just  completed  shows  8,383  treatment  cases 
completed  by  private  dentists  and  1,434  by  the  VA 
clinics  located  in  the  regional  office  at  Winston- 
Salem  and  the  VA  offices  at  Durham  and  Charlotte. 


Federal  Security  Agency 

Midcentury  White  House  Conference  on  Children 
and  Youth 

The  theme  of  the  Midcentury  White  House  Con- 
ference on  Children  and  Youth,  for  which  planning 
is  under  way  at  the  request  of  the  President,  "shall 
be  to  consider  how  we  may  develop  in  children  the 
mental,  emotional,  and  spiritual  qualities  essential 
to  individual  happiness  and  responsible  citizenship." 
The  date  for  the  Conference  will  be  the  week  of 
December  3,  1950. 

This  is  the  fifth  of  the  White  House  Conferences 
on  Children  called  at  ten-year  intervals  by  the  Presi- 
dent. Earlier  conferences  have  studied  the  physical 
and  economic  problems  affecting  children,  and  have 
resulted  in  improved  conditions  and  needed  legisla- 
tion. 


Death  of  Dr.  D.  Roy  McCullagh 

Dr.  D.  Roy  McCullagh,  director  of  the  biochemical 
laboratories  of  the  Sterling-Winthrop  Research  In- 
stitute, died  suddenly  on  September  17  after  a  short 
illness.  Associated  with  the  Institute  only  since  July, 
Dr.  McCullagh  was  46  years  old. 


Dr.  Buckman  Joins  Parke-Davis  Medical  Staff 

Appointment  of  R.  J.  Buckman,  M.D.,  to  the  med- 
ical staff  of  the  sales  and  promotion  division  of 
Parke,  Davis  &  Company,  Detroit,  Michigan,  has 
been  announced  by  H.  J.  Loynd,  vice  president  in 
charge  of  sales  and  promotion. 


Upjohn  Adds  T.  R.  Noonan,  M.D.,  to  Medical  Staff 

The  appointment  of  Thomas  R.  Noonan,  M.D.,  to 
the  staff  of  the  Upjohn  Medical  Division  was  an- 
nounced recently  by  Medical  Director  Dr.  E.  G.  Up- 
john. 


Dr.   D.   L.   Wilson   Awarded   Schering   Research 
Fellowship  for  1949 

The  award  of  the  Schering  Research  Fellowship 
in  Endocrinology  for  1949  to  Dr.  D.  Laurence  Wilson 
of  Kingston,  Ontario,  Canada,  has  been  announced 
by  Mr.  Francis  C.  Brown,  president  of  Schering 
Corporation,  pharmaceutical  manufacturers  of 
Bloomfield  and  Union,  N.  J.  The  award,  which  car- 
ries with  it  a  cash  fund  of  $2,500,  was  announced  at 
the  recent  annual  meeting  of  the  Society  for  the 
Study  of  Internal  Secretions. 
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PRESENT  TRENDS  IN  THE  TREATMENT  OF  SYPHILIS 

Harold  J.  Magnuson,  M.D. 
Chapel  Hill 


The  past  six  years  have  witnessed  a  revo- 
lution in  therapeutics  which  has  made  "peni- 
cillin" the  key  word  in  the  management  of 
syphilis.  The  ease  with  which  this  drug  is 
administered,  its  effectiveness,  and  its  rela- 
tive lack  of  toxicity  place  it,  with  good  cause, 
at  the  hub  of  syphilis  control.  The  successive 
introduction,  within  a  six-year  period,  of 
treatment  methods  employing  amorphous 
penicillin,  crystalline  penicillin  G,  penicillin 
in  oil  and  beeswax,  procaine  penicillin,  and 
more  recently  the  addition  of  aluminum 
monostearate  to  procaine  penicillin  G  in  oil 
has  made  syphilis  control  a  mutative  process. 
These  rapid  developments  in  treatment 
methods  compel  us  to  look  in  all  directions 
at  once :  behind  us,  to  see  how  successful  a 
method  of  treatment  but  lately  discarded 
appears  in  retrospect;  around  us,  to  see  the 
ad.i'ustments  needed  to  accommodate  our 
ways  to  advances  in  therapy ;  and  before  us, 
to  alert  ourselves  to  tomorrow's  develop- 
ments. 

Developments  in  the  Penicillin  Therapij 
of  Syphilis 

Treatment  with  aqueous  penicillin 

We  have  reason  at  the  present  time  to 
scrutinize  the  position  of  the  patient,  the 
physician,  and  public  health  administration 
in  relation  to  the  changes  in  organized 
syphilis  control  indicated  by  repository 
forms  of  penicillin.  A  brief  time  ago,  aqueous 
penicillin  was  the  preparation  most  widely 
employed  in  the  treatment  of  syphilis.  This 
compound  was  absorbed  and  excreted  so  rap- 
idly that  hospital  facilities  were  necessary 
for  administration  of  the  numerous  and  fre- 
quent  injections   required   for   a   course   of 


Read  before  the  Section  on  Public  Healtli  and  Education, 
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therapy.  The  data  obtained  from  the  many 
schedules  employing  aqueous  penicillin,  to- 
gether with  certain  basic  laboratory  infor- 
mation, have  provided  fundamental  con- 
cepts as  to  what  penicillin  may  accomplish 
in  the  therapy  of  early  syphilis  and  what  we 
may  expect  from  newer  treatment  schemes 
employing  various  absorption-delaying  ve- 
hicles. 

Time  limitations  preclude  a  detailed  re- 
view of  these  findings,  which  have  been  sum- 
marized in  several  reports  of  both  the  Syphi- 
lis Study  Section  and  the  Venereal  Disease 
Division  of  the  U.  S.  Public  Health  Service. 
We  may  briefly  summarize  these  data  by 
saying  that  adequate  therapy  for  early  syph- 
ilis is  apparently  provided  by  anything  be- 
tween 2.4  and  4.8  million  units  of  penicillin 
given  in  such  a  manner  that  adequate  peni- 
cillin blood  levels  are  maintained  for  more 
than  seventy-two  hours.  While  Treponema 
pallidum,  is  one  of  the  organisms  most  sen- 
sitive to  penicillin,  the  duration  of  drug 
action  must  be  more  prolonged  than  with 
other  organisms.  Presumably  the  explanation 
lies  in  the  slower  division  time  of  T.  pal- 
lidiun,  which  has  been  estimated  to  be  on  the 
order  of  30  hours.  There  appears  to  be  some 
slight  advantage  in  prolonging  the  duration 
of  therapy  beyond  seventy-two  hours,  but 
increasing  the  total  dosage  beyond  the  range 
of  2.4  to  4.8  million  units  is  apparently  of 
little  value. 

Treatment  with  slowly  absorbed 
preparations  of  penicillin 

If  these  data  with  respect  to  aqueous 
penicillin  are  valid,  then  it  is  not  surprising 
that  the  use  of  penicillin  in  peanut  oil  and 
beeswax  has  given  equally  satisfactory  re- 
sults in  schedules  employing  a  total  dosage 
of  3  to  6  million  units  of  penicillin  adminis- 
tered over  a  period  varying  from  four  days 
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to  four  weeks.  The  use  of  this  type  of  peni- 
cilHn  means,  of  course,  that  hospital  facili- 
ties are  not  required  for  the  treatment  of 
early  syphilis.  Most  patients  can  receive 
treatment  once  daily  for  a  period  ranging 
from  one  to  two  weeks  and,  by  and  large,  go 
about  their  business. 

The  results  with  penicillin  in  peanut  oil 
and  beeswax,  however,  have  prefaced  more 
dramatic  changes  arising  from  the  use  of 
procaine  penicillin  in  peanut  oil  with  the 
addition  of  2  per  cent  aluminum  monostear- 
ate  (PAM).  The  latter  preparation  was  de- 
veloped by  Buckwalter  and  Dickinson,  and, 
as  was  indicated  in  one  of  the  early  reports 
by  Thomas  and  his  co-workers,  a  single  in- 
jection of  as  little  as  300,000  units  of  peni- 
cillin will  give  detectable  blood  levels  in  ap- 
proximately 90  per  cent  of  the  patients  for 
seventy -two  to  ninety-six  hours  following  in- 
jection. With  larger  amounts  of  penicillin 
the  duration  of  the  drug  action  is  even  more 
prolonged. 

Sufficient  time  has  not  elapsed,  of  course, 
to  permit  conclusive  appraisal  of  the  effi- 
cacy of  PAM  in  the  treatment  of  syphilis. 
It  would  seem  entirely  likely  that  semi-week- 
ly injections  of  PAM  will  provide  adequate 
therapy  in  early  syphilis.  One  recommended 
schedule  employing  this  preparation  —  that 
of  Dr.  Pegg — consists  of  600,000  units  of 
PAM  every  third  day  for  a  period  of  twelve 
to  fifteen  days.  Other  investigators  suggest 
that  weekly  injections  afford  the  most  prac- 
tical schedule  for  clinics  in  which  large  num- 
bers of  patients  are  treated  on  an  ambulatory 
basis.  One  such  regimen,  proposed  by  Dr. 
Evan  Thomas,  consists  of  two  injections  of 
1.2  million  units  administered  a  week  apart. 
Also  under  study  is  a  schedule  employing  a 
total  of  4.8  million  units  of  PAM  given  in 
four  equal  doses  at  weekly  intervals. 

The  single-injection 
treatment  of  syphilis 

The  dramatic  simplification  of  treatment 
for  all  stages  of  syphilis  suggests  that  we 
are  approaching  the  point  in  syphilotherapy 
when  a  single  injection  of  a  drug  will  suffice 
in  the  early  stage  of  this  disease.  The  signi- 
ficance of  such  an  advance  from  the  public 
health  point  of  view  would  be  enormous.  In- 
vestigations are  now  in  progress  to  deter- 
mine whether,  with  present  absorption-de- 
laying vehicles,  a  single  injection  cure  is 
possible. 

This  possibility  is  being  rapidly  explored. 
In  a  study  at  the  Staten  Island  Venereal  Dis- 


ease Research  Laboratory,  19  patients  were 
given  a  single  injection  of  900,000  units  of 
PAM.  There  has  been  satisfactory  clinical 
and  serologic  progress  in  11  of  12  patients 
who  have  been  observed  for  four  months  or 
longer.  With  an  injection  of  this  size,  blood 
levels  of  patients  studied  averaged  0.153 
units  per  cubic  centimeter  of  serum  through- 
out a  seventy-two  hour  period. 

Effects  of  Therapeutic  Advances  on  the 
Syphilis  Control  Program 

Clearly,  these  repository  forms  of  penicil- 
lin represent  an  advance  in  the  therapy  of 
syphilis.  Unquestionably,  it  is  more  conven- 
ient to  treat  the  patient  with  early  syphilis 
on  an  ambulatory  basis  than  to  hospitalize 
him  and  subject  him  to  a  series  of  sixty  to 
one  hundred  injections  given  every  two  or 
three  hours.  Ambulatory  treatment,  how- 
ever, imposes  its  own  variety  of  discipline. 
if  it  is  to  be  as  effective  as  treatment  under 
hospital  conditions.  Unless  the  single  injec- 
tion method  for  the  treatment  of  syphilis 
proves  to  be  effective,  we  are  faced  with  the 
problem  of  making  sure  that  the  patient 
completes  his  treatment.  The  chief  responsi- 
bility for  this  rests  with  the  patient.  With 
the  present  rather  simple  and  short  term 
treatment  schedules,  this  problem  should  not 
be  difficult.  However,  the  patient  should  be 
encouraged  at  every  opportunity  not  only  to 
complete  his  treatment,  but  to  return  for 
post-treatment  observation.  Such  factors  as 
convenience  in  the  location  of  the  office,  and 
in  clinic  hours,  conscientious  adherence  to 
these  hours  by  physicians,  and  courteous, 
non-censorious  reception  at  the  place  of 
treatment  will  help  to  attain  these  ends. 

It  is  clear,  therefore,  that  with  the  in- 
creased use  of  various  ambulatory  methods 
for  the  treatment  of  early  syphilis,  more  and 
more  such  patients  are  going  to  be  treated 
by  the  private  physician  in  his  office  and 
by  the  health  departments  in  their  clinics. 
Further,  it  is  entirely  probable  that  the  bulk 
of  this  work  will  devolve  on  the  private  phy- 
sician, since  he  is  now  in  a  position  to  treat 
the  case  of  early  syphilis  with  relative  ease. 
This  trend  will  levise  the  pattern  of  respon- 
sibilities which  fall  upon  the  patient,  the 
physician,  and  the  health  officer. 

Increasing  Responsibilities  of  the 

Private  Practitioner 

As  the  trend  gains  momentum,  the  private 

physician  will  inevitably  fall  heir  to  public 

health  functions  which  are  vital  to  the  con- 
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trol  of  syphilis  in  his  community.  The  physi- 
cian cannot,  of  course,  be  contact  investi- 
gator, health  educator,  and  public  health  ad- 
ministrator to  the  extent  that  each  of  these 
functionaries  discharges  his  duty  in  the 
rapid  treatment  center  or  in  the  health  de- 
partment clinic.  It  is  hoped,  however,  that 
the  doctor  will  be  mindful  of  the  fact  that,  in 
treating  syphilis  patients  and  in  reporting 
cases  of  syphilis,  he  becomes  one  important 
medium  through  which  local  venereal  disease 
control  programs  operate  in  the  community. 
This  program  has  many  facets  beyond  the 
administration  of  penicillin  injections  in  the 
number  and  quantity  required  for  the  cure 
of  early  syphilis.  Identifying  persons  in- 
fected with  early  syphilis,  bringing  them  and 
their  contacts  to  treatment,  assisting  them 
to  understand  their  disease,  and  checking 
them  serologically  and  clinically  through  the 
months  following  completion  of  treatment 
are  essential  factors  in  organized  syphilis 
control.  The  ten  year  decline  in  the  syphilis 
death  rate,  in  admissions  to  mental  institu- 
tions for  psychoses  due  to  syphilis,  and  in 
infant  mortality  from  congenital  syphilis  is 
evidence  of  success  too  impressive  to  permit 
a  flagging  effort  in  any  one  of  these  aspects 
of  control.  As  the  structure  of  the  program 
is  adapted  to  outpatient  treatment,  provision 
must  be  made  to  give  full  scope  to  the  func- 
tioning of  all  these  necessary  constituents. 

Case  finding 

The  recent  study  by  Drs.  Wright  and 
Sheps  of  case-finding  methods  in  North  Car- 
olina has  re-emphasized  sharply  the  impor- 
tance of  contact  investigation  in  syphilis 
control.  Analysis  of  almost  2,500  cases  of 
newly  discovered  syphilis  revealed  that  38 
per  cent  of  the  cases  of  primary  and  second- 
ary syphilis  were  brought  to  treatment 
through  contact  investigation.  Patient-init- 
iative, stemming  in  great  part  from  public 
education  concerning  venereal  disease,  was 
responsible  for  43  per  cent  of  the  cases,  and 
all  other  methods  for  only  19  per  cent.  Con- 
tact investigation  proved  to  be  especially 
effective  in  locating  cases  of  primary  syph- 
ilis in  women,  this  method  having  accounted 
for  about  73  per  cent  of  such  highly  infec- 
tious cases. 

Consider  the  implication  of  these  figures 
in  the  light  of  the  growing  trend  toward  the 
treatment  of  syphilis  by  private  physicians. 
Our  attention  immediately  centers  on  the  38 
per  cent  of  cases  of  early  infectious  syphilis. 


and  the  73  per  cent  of  primary  infections 
in  the  female  discovered  through  the  medium 
of  contact  investigation.  What  do  these  fig- 
ures mean  for  private  physicians  and  for  the 
control  of  early  syphilis?  Plainly,  it  seems 
to  me,  they  mean  that  the  private  physician 
becomes  a  key  figure  not  only  in  treating 
syphilis  but  also  in  case-finding,  which  is 
such  a  fundamental  part  of  syphilis  control. 
They  indicate  a  need  for  a  close  working 
alliance  between  the  physician  and  the  local 
health  department  if  syphilitic  persons  are 
to  be  identified  and  their  infections  termi- 
nated. This  alliance  should  be  cemented  by 
practical  methods  whereby  the  contacts  of 
the  physician's  syphilis  patients  may  be  dis- 
covered and  brought  to  treatment.  Unless 
these  methods  are  provided,  the  advantage 
gained  through  diminution  of  the  case-hold- 
ing problem  will  be  offset  by  the  impairment 
of  the  case-finding  function. 

Health  education 

One  of  the  advantages  of  the  rapid  treat- 
ment center  has  been  that  it  supplies  an  ex- 
cellent schoolroom  for  health  education.  Pa- 
tients in  these  centers  are  apt  pupils  be- 
cause they  are  interested  in  their  disease. 
They  are  equally  interested  in  their  disease 
when  they  present  themselves  for  treatment 
in  the  office  of  the  private  practitioner.  The 
physician  may  lack  the  time  needed  for  de- 
tailed discussion  of  the  numerous  aspects  of 
venereal  disease  about  which  the  patient  is 
understandably  curious.  But  if  the  doctor  is 
willing  to  give  health  information  within  the 
limits  of  his  time,  and  to  direct  the  atten- 
tion of  his  patients  to  educational  opportun- 
ities and  materials  made  available  to  him  by 
the  health  department,  the  conversion  to  out- 
patient treatment  should  involve  no  detri- 
ment to  health  education. 

Increasing  Responsibilities  of  the 
Health  Officer 
I  do  not  suggest  that  physicians  in  private 
practice  can  or  should  turn  their  offices  into 
full-time  health  departments.  As  a  matter 
of  fact,  the  adjustments  in  the  management 
of  syphilis  made  necessary  by  present  meth- 
ods of  treatment  would  seem  to  be  operative 
in  health  department  administration  to  an 
even  greater  extent  than  in  private  medical 
practice.  It  is  the  health  officer  who  must 
plan  his  syphilis  control  program  within  the 
framework  of  available  treatment  methods. 
It  is  he  who  must  provide  the  personnel  and 
facilities  for  investigative,  consultative,  and 
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laboratory  services  on  a  scale  and  in  a  man- 
ner consonant  with  the  new  order  of  syphilis 
management.  In  all  of  his  responsibilities, 
however,  the  health  officer  will  rely  strongly 
upon  the  practicing  physicians  in  his  com- 
munity to  give  him  their  support  in  finding, 
reporting,  and  following  cases  of  syphilis,  as 
well  as  in  administering  the  treatment  re- 
quired for  their  cure. 

1.  Trends  in  the  penicillin  therapy  of  early 
syphilis  are  toward  the  development  of  am- 
bulatory methods  which  permit  patients  to 
be  treated  in  the  physician's  office  or  in  the 
clinic. 

2.  The  development  of  these  methods 
changes  the  pattern  of  syphilis  control  and 
may  result  in  serious  limitation  of  case-find- 
ing and  case-holding  programs  unless  the 
private  physician  and  the  health  officer  work 
as  a  team  to  solve  their  mutual  problems. 

3.  The  altered  responsibilities  of  the  pri- 
vate physician  and  the  health  officer  as  in- 
fluenced by  these  trends  are  reviewed. 

Discussion 

Dr.  Robert  F.  Young  (Halifax) :  Doctor,  I  wonder 
if  you  would  hazard  a  guess  as  to  how  soon  you 
think  we  might  plan  for  such  a  transformation  in 
our  local  public  health   programs. 

Dr.  Magnuson:  In  certain  parts  of  the  country  the 
"one  shot"  method  is  already  being  employed  for 
the  treatment  of  syphilis.  In  the  North,  particularly, 
the  bulk  of  syphilis  treatment  is  on  an  ambulatory 
basis. 

Here  in  the  South  I  think  there  are  a  great  many 
administrative  reasons  to  be  advanced  against  this 
plan,  and  we  may  lose  much  by  it.  However,  I  do 
not  think  the  decision  will  be  male  on  an  adminis- 
trative basis,  but  by  the  patients  themselves.  I  would 
guess  that  the  time  will  come  within  the  next  two 
to  five  years  when  the  patients  will  say,  "Why  go 
to  the  hospital  when  we  can  be  treated  at  home?" 

A  member:  What  volume  do  you  give  in  one  shot? 

Dr.  Magnuson:  Let  me  emphasize  that  the  one- 
shot  treatment  is  still  in  the  experimental  stage.  The 
solution  we  use  contains  300,000  units  per^  cubic 
t-entimeter,  and  we  give  as  much  as  8  cc.  in  one 
injection. 

Dr.  E.  G.  McGavran  (Chapel  Hill):  How  much 
progress  do  you  think  we  are  making  at  present  in 
the  control  of  early  syphilis  ?  I  have  not  observed 
any  reduction  in  the  number  of  cases  coming  in  for 
treatment. 

Dr.  Magnuson:  All  the  statistics  which  I  have  seen 
in  the  past  six  months  indicate  that  there  has  been 
a  very  marked  and  rapid  trend  downward.  At  a 
meeting  two  weeks  ago  I  heard  one  speaker  say 
that  if  the  present  trend  continues  we  will  have  the 
primary  and  secondary  cases  of  syphilis  under  con- 
trol in  two  years. 

I  think  we  are  faced  with  two  problems,  one  real 
and  the  other  theoretical.  The  real  problem  is  that, 
with  this  trend  toward  ambulatory  treatment,  there 
are  many  patients  who  do  not  come  to  the  Health 
Department  but  go  to  private  physicians,  and  on 
whom  we  do  not  get  any  reports. 

The   theoretical   problem,   which   may   be    of   real 


importance,  is  that  we  do  not  know  for  sure  what 
the  penicillin  we  are  giving  is  doing.  Nowadays  it  is 
almost  impossible  to  get  sick  without  being  given 
penicillin,  and  it  is  possible  that  penicillin  given  for 
nonsyphilitic  infections  may  alter  the  clinical  picture 
of  early  syphilis.  To  what  extent  we  will  reap  a 
harvest  in  the  years  to  come  I  can't  say,  but  we 
will  have  the  answer  iii  a  few  years. 

Dr.  Kamseur:  One  possibility  which  has  not  been 
mentioned  is  that  of  the  health  department's  furnish- 
ing diagnostic  facilities,  including  a  spinal  fluid  ex- 
amination, to  the  private  physicians,  in  the  hope 
that  this  would  create  a  greater  spirit  of  coopera- 
tion. It  would  also  give  the  health  department  con- 
tacts with  all  cases  reported,  and  data  from  which 
we  could  make  further  investigations. 

Back  in  the  old  days  the  health  department  furn- 
ished the  private  physician  with  supplies  of  arsen- 
icals  for  treatment  of  the  disease.  It  is  doubtful 
that  it  would  be  practicable  to  furnish  pencillin, 
however,  because  pencillin  can  be  used  for  so  many 
things.  Some  of  the  Western  states  are  paying  the 
physician  for  the  treatment  of  the  patient  with  early 
syphilis,  the  fee  varying  from  $25.00  to  $55.00.  Of 
course  payment  becomes  available  to  the  physician 
only  when  he  has  turned  the  patient  over  to  the 
health  department  for  contact  information. 


ALLERGY  IN  GENERAL  PRACTICE 
MiLTON  S.  Clark,  M.D. 

GOLDSBORO 

The  practice  of  allergy,  once  thought  to  be 
the  sole  domain  of  the  specialist,  is  becoming 
moj-e  and  more  a  responsibility  of  the  gen- 
eral practitioner  or  internist.  This  trend  is 
evidenced  by  the  increase  in  the  sale  of  books 
on  allergy,  in  the  registration  for  courses  in 
allergy,  and  in  the  number  of  papers  on  al- 
lergy appearing  on  medical  programs. 

It  is  unfortunate  that  so  many  recently 
graduated  physicians  are  unfamiliar  with  a 
subject  which  plays  such  an  important  part 
in  practice.  I  hope  that  our  medical  schools 
will  find  a  place  in  their  already  crowded 
schedule  for  a  course  in  the  basic  principles 
of  allergy. 

The  study  of  allergy  is  broad,  and  en- 
croaches on  almost  all  of  the  basic  sciences 
and  specialties  of  medicine.  It  is  therefore 
necessary  for  the  general  practitioner,  who 
sees  the  majority  of  all  allergy  patients,  to 
evaluate  them  properly,  treat  those  within 
his  realm,  and  refer  the  very  small  number 
of  major  and  complicated  cases  to  special- 
ists who  have  facilities  for  their  care. 

Types  of  Allergic  Reactions 
Several   distinct   allergic   phenomena    are 
recognized'^'. 


Read  Ijcfcire  the  Section  on  Ihe  General  Practice  of  Mefli- 
line  and  Surgery.  Medical  Society  of  the  State  of  North  Caro- 
lina, Piuchurst,  May  in,   1049. 

1.    Brown,  E.   A.:  The  Field  of   Allergr\-.   J.   Maine  M.   Assoc. 
39:2ir-250   (Sept.)   1948. 
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The  first  is  anaphylaxis,  which  is  the  basis 
for  the  concept  of  human  allergy.  Anaphy- 
lactic shock  is  the  reaction  which  results 
from  the  injection  of  a  foreign  protein  into 
a  normal  guinea  pig  previously  sensitized  by 
an  injection  of  the  same  protein.  Dale's  sug- 
gestion'-' that  the  reaction  is  caused  by  hista- 
mine released  in  the  animal  provided  the 
basis  for  the  histamine  theory  of  allergy, 
and  the  rationale  for  our  antihistamine 
drugs. 

The  desensitization  treatment  of  allergic 
patients  differs  from  the  production  of  ana- 
phylactic shock  only  in  the  amount  of  anti- 
gen or  vaccine  used,  and  in  the  time  interval 
between  injections. 

Atopji 

Atopy,  the  second  allergic  phenomenon, 
includes  hay  fever,  asthma,  atopic  eczema, 
and  occasionally  urticaria,  angioneurotic 
edema,  and  migraine'^'.  At  least  15  per  cent 
of  the  general  population  is  afflicted  with 
this  type  of  allergy'^*.  A  strong  family  his- 
tory of  atopy  is  usually  obtained  in  these 
cases,  since  the  allergic  tendency  is  in- 
herited'*'. 

The  pathologic  physiology  of  this  type  of 
allergy  is  characterized  by  increased  capil- 
lary permeability,  smooth  muscle  spasm,  and 
excessive  glandular  secretion  associated  with 
eosinophilia.  Reagins  or  antibodies  are  pres- 
ent in  the  patient's  blood,  and  usually  cause 
a  positive  reaction  to  skin  tests  with  the 
offending  proteins  of  foods,  pollen,  animal 
dander,  insects,  mold,  or  bacteria. 

Contact  dermatitis 

Everyone  is  susceptible,  in  some  degree, 
to  the  next  type  of  allergy — contact  derma- 
titis. Poison  ivy  dermatitis  is  a  classical  ex- 
ample, although  more  than  1500  other  irri- 
tants are  listed'^'.  The  frequency  and  number 
of  contacts  are  important  in  the  production 
of  this  eczematoid  type  of  reaction.  It  is 
usually  the  oil-soluble  substance  which  causes 
the  dermatitis,  and  therefore  must  be  used 
in  patch  testing.  Since  many  cases  are  re- 
lated to  the  patient's  occupation  or  hobby, 
one  should  refer  to  the  standard  list  of  con- 

2.  Dale,  H.  H.:  Capillarj'  Poisons  and  Shock;  Anaphylaxis; 
riiemical  Structure  and  Phvsioloffical  Action:  Bull.  Johns 
Hnpl<ins  Hosp.  31:257  (Aug.),  310  (Sept.),  and  377  (Oct.) 
1920. 

3.  Alexander,  H.  L. :  S^Tiopsis  of  Allergy,  St.  Louis,  C.  V. 
Mosbv  Co..    1941. 

■1.    Cooke,  R.  A.  and  Vander  Veer.  A.:  Human  Sensitization. 

.1.  Immrnol.  1:201-30.5   (June)   191C. 
5.    Schwartz,  L. :  Occupational  and  Related  Derin.atosis,  Bull. 

No.   200,  U.  S.   Public  Health  Sen-ice,    1941. 


tact  irritants  prepared  by  Sulzberger"". 

Drug  allergy 

Drug  allergy,  which  is  assuming  increas- 
ing importance,  produces  reactions  referable 
to  practically  every  system  in  the  body.  Al- 
lergic reactions  to  drugs  may  result  from 
their  inhalation,  injection,  ingestion,  or  ab- 
sorption through  the  skin'''.  These  reactions 
should  not  be  confused  with  the  toxic  reac- 
tions resulting  from  an  overdose  of  the  drug, 
or  from  an  exaggerated  pharmacologic  re- 
sponse to  it.  The  allergic  reactions  are  often 
produced  by  a  small  fraction  of  the  to:\ic 
dose  of  a  drug.  Death  has  been  reported  to 
result  from  5  grains  of  aspirin'*'. 

Although  patch  tests  and  intradermal  tests 
with  some  drugs  may  be  helpful,  the  diagno- 
sis of  drug  allergy  rests  largely  upon  clini- 
cal observation. 

The  most  common  sensitizing  drugs  are 
acetanilid,  acetophenetidin,  acetylsalicylic 
acid,  antipyrine,  arsenic,  the  barbiturates, 
belladonna,  bismuth,  the  bromides,  chloral 
hydrate,  cinchophen,  codeine,  dinitrophenol, 
ephedrine,  emetine,  the  iodides,  ipecac,  mer- 
cury, morphine,  penicillin,  phenolphthalein, 
procaine,  quinine,  and  the  sulfonamides'". 

The  symptoms  and  signs  of  drug  sensi- 
tivity include  asthma,  rhinitis,  urticaria, 
angioneurotic  edema,  thrombocytopenia"", 
leukocytosis,  agranulocytosis,  serum  sickness 
(with  fever,  skin  rashes,  edema,  lympha- 
denopathy,  arthralgia,  and  peripheral  neu- 
ritis'i""),  and  occasionally  fatal  anaphvlactic 
shock'"'. 

Penicillin  sensitivity  is  one  of  the  most 
transitory  of  drug  allergies.  Thirty  per  cent 
of  the  patients  in  one  series  ceased  to  react 
to  skin  tests  and  intramuscular  injections 
within  two  to  twelve  weeks'^-'.  Nevertheless, 
at  least  one  death  has  been  reported  from  an 
attempt  to  use  penicillin  in  a  patient  who 
had  previouslv  showed  evidence  of  sensitiv- 

itv'13). 


0.  Sulzberser,  M.  B.:  Dermatologic  Allergy,  Springfield,  Illi- 
nois.  Chos.  C.  Thom.as,   1940. 

7.  Sulzberger,  M.  B..  Kanof.  A.,  Baer.  R.  L.,  and  Lowenberg, 
C. :  Sensitization  by  Topical  Application  of  Sulfonamides, 
J.   Allergy   18:92-103    (March)    19  47. 

S.  Dysart.  B.  R.:  Death  Following  Ingestion  of  Five  Grains 
of  Acetylsalicylic  Acid,  J.A.M.A.   101:448    (Aug.   5)    1933. 

9.  Koteen.  P.:  Sulfadiazine  Sensitivity:  The  Cause  of  Severe 
Toxic  Symptoms  in  a  Child.  J.A.M.A.  120:833-833  (Nov.  25) 
1944. 

10.  Longcope,  W.  T. :  Serum  Sicknes's  and  Analogous  Re- 
actions from  Certain  Drugs,  Particularly  the  Sulfonamides, 
Medicine   22:251-280    (Sept.l    1943. 

11.  Rein^old.  I.  N.  and  Webb,  F.  R.:  Sudden  Death  Following 
Intravenous  Injection  of  Tliiamine  Hydrochloride.  J..\.M.-\. 
130:191-492    (Feb.    23)    1940. 

12.  Hookins.  J.  G.  and  Lawrence,  H.:  Sensitization  to  Peni- 
cillin. J.   Al'eriv  18:251-?02    (July!    1947.  . 

1.".    Barksdale,    F...    in    discussion    of   Morsinson,    W.    J.:    Tox^c 


Reactions    Accompanying    Penicillin     Therapy. 
132:915-919    (Dec.    14)    1940. 
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It  is  important  that  the  signs  of  drug  al- 
lergy, especially  fever,  be  recognized  early 
and  the  drug  discontinued,  in  order  to  pre- 
vent more  serious  reactions  such  as  visceral 
necrosis,  periarteritis  nodosa'^^',  and  even 
death<"i=». 

Bacterial  allergy 

Bacterial  allergy  includes  sensitivity  to 
bacteria,  their  toxins  and  metabolic  products. 
We  might  also  include  in  this  group  sensi- 
tivity to  fungi,  viruses,  and  parasites. 

A  large  number  of  diseases  are  now  being 
studied  for  their  allergic  components.  Some 
of  the  more  important  are  glomerulonephri- 
tis, rheumatic  fever,  rheumatoid  arthritis, 
periarteritis  nodosa,  polyneuritis,  Reiter's 
disease,  Loeffler's  syndrome,  disseminated 
lupus  erythematosus,  dermatomyositis,  sym- 
pathetic ophthalmia,  erythema  nodosum  and 
a  number  of  other  skin  conditions,  sarcoid, 
scleroderma,  eosinophilic  granuloma  of  bone, 
the  postinfectious  encephalitides,  Schilder's 
disease,  multiple  sclerosis,  and  encephalitis 
following  prophylactic  treatment  for 
rabies"  "^ 

A  great  deal  of  work  is  being  done  in  an 
effort  to  prove  the  pathologic  relation  of 
these  diseases  to  allergy.  For  example,  it  is 
knowii  that  the  necrosis  which  occurs  in  ana- 
phylactoid lesions  affects  collagen  in  most 
instances :  therefore  research  was  directed 
toward  the  collagen  diseases  such  as  peri- 
arteritis nodosa,  and  the  evidence  is  good 
that  the  necrosis  may  be  the  result  of  allergic 
reactions'!^'.  There  is  also  good  evidence  that 
the  Aschoff  nodule  in  rheumatic  carditis  is 
the  result  of  hypersensitivity '■''^\ 

Physical  allergy 

Physical  allergy  is  the  reaction  stimulated 
by  physical  agents  such  as  heat,  cold,  light, 
and  mild  trauma.  The  most  frequent  symp- 
toms are  urticaria  and  angioneurotic  edema. 
This  type  of  allergy  is  not  common,  but  it 
should  be  considered  in  all  cases  of  chronic 

It.  Liclitenstein,  L.  and  Fox,  L.  J.:  Necrotizing  Arterial 
Lesions  Resembling  Tliose  of  Periarteritis  Nodosa  and 
Focal  Visceral  Necrosis  Following:  Administration  of  Sulfa- 
thiazole;  Report  of  a  Case,  Am.  J.  Path.  22:0ii3-li7r  (July') 
194(t. 

I.ederer.  M.  and  Rosenblatt.  P.:  nentli  Diirins  Sulfatliia- 
zole  Therapv;  Patholoiric  and  Clinical  Obsenations  on 
Four  Cases  with  Autopsies,  J.A.M..\.  lin:s-is  fMay  21 
1912. 

Lo'.vell,    F.    C:    The    Newer   Concept    of   Allergy   to   Drugs 
and  B.acteria,  J.A.M.A.   13fi  :6iiS-(16S    fMarch   1.1    194S. 
Rich,  A.  R.  and  Gregory.  J.  E.t  Experimental  Demonstra- 
tion that  Periarteritis  Nodosa  Is  Manifestation   of  Hi-per- 
sensitiyity,  Bull.  Johns  Hopkins  Hosp.  72:r);VS8  (Feb.1   191.3. 

IS.  Rich,  A.  R.  and  Gregory.  J.  E.:  Experimental  Evidence 
that  Lesions  with  the  Basic  Characteristics  of  Rheumatic 
Carditis  Can  Result  from  Anaphylactic  Hj-persensitivity, 
Bull.   Johns  Hopkins   Hosp.    73:239-201    (Oct.)    1913. 
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urticaria  of  unknown  etiology"' *".  Hot  and 
cold  baths  may  prove  invaluable  both  for 
diagnosis  and  for  treatment. 

Diagnosis  of  Allergic  Diseases 

The  proper  management  of  allergic  dis- 
eases depends  upon  a  very  thorough  history 
and  a  careful  physical  examination.  The  exa- 
cerbations of  symptoms  should  be  correlated 
with  seasons,  climatic  changes,  infection, 
psychogenic  factors,  foods,  and  contact  with 
animals  or  other  agents  in  the  patient's  home 
or  connected  with  his  occupation. 

A  complete  blood  count  and  a  chest  film 
should  be  made  in  all  asthmatic  patients. 

Skin  tests  may  be  performed  by  the 
scratch,  intradermal,  or  multiple  puncture 
method.  The  intradermal  tests  are  most  sen- 
sitive and  accurate  for  the  inhalants,  espec- 
ially pollen.  They  are  of  much  less  value  in 
patients  with  food  sensitivity,  and  one  must 
depend  upon  a  food  diary  or  elimination 
diets.  Intradermal  tests  are  made  with  0.02 
cc.  of  sterile  solutions  of  the  antigens  in  the 
approved  strengths. 

The  trend  is  definitely  away  from  the  prac- 
tice of  giving  hundreds  of  skin  tests,  and 
toward  testing  the  patient's  reaction  to  a  few 
dozen  well  chosen  allergens.  Formerly  num- 
erous false  positive  reactions  were  obtained, 
and  the  patient  was  deprived  of  many  es- 
sential foods,  and  was  forced  to  discard 
clothing,  furniture,  rugs,  and  blankets.  It  is 
now  recognized  that  there  are  few  allergens 
in  the  usual  surroundings  which  freciuently 
cause  symptoms.  A  detailed  history  is  there- 
fore even  more  important  than  skin  testing. 
Such  a  history  will  often  lead  to  the  detec- 
tion of  the  more  common  offending  inhalants 
(such  as  feathers,  dusts,  and  animal  dan- 
ders) and  foods  (such  as  fish,  eggs,  walnuts, 
peanuts,  chocolate,  wheat,  and  milk'-"').  The 
complex  problem  of  allergy  can  be  greatly 
simplified  through  an  exhaustive  history 
and  a  complete  physical  examination. 

Treatment 

The  treatment  of  allergic  or  contact  derm- 
atitis consists  in  identifying  and  avoiding  the 
offending  agent.  Too  often  this  condition  is 
aggravated  by  the  use  of  irritating  or  sensi- 
tizing ointments  and  solutions.  In  acute 
dermatoses,    regardless    of    the    cause,    one 

19.  Horton,  B.  T..  Brown.  G.  E..  and  Roth.  G.  M. :  Hyper- 
sensitivity to  Cold  with  Local  and  Systemic  Manifesta- 
tions of  a  Histamine-Like  Character;  Its  .Amenability  to 
Treatment.   J.A.M.A.    107:1263-1209    (Oct.    17)    1930. 

20.  Hill,  L.  W.:  Food  Sensitivity  in  One  Hundred  Asthmatic 
Children,  New  England  J.  Med.  238:657-059   (May  6)    1918. 
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should  prescribe  only  those  topical  remedies 
which  are  soothing  or  at  least  innocuous'-''. 

Where  specific  desensitization  is  not  pos- 
sible, or  until  it  can  be  accomplished,  vaso- 
motor rhinitis  or  hay  fever,  and  the  whole 
atopic  group  of  allergies  should  be  treated 
symptomatically.  The  antihistamine  drugs, 
of  which  there  are  more  than  forty  available, 
perhaps  play  their  greatest  role  here.  They 
must  be  used  with  caution  because  of  un- 
comfortable and  sometimes  dangerous  side 
reactions,  and  the  possibility  of  sensitization 
to  the  drug  with  resulting  aggravation  of 
the  primary  allei'gic  condition.  Pyribenza- 
mine,  Benadryl,  Decapryn,  Trimeton,  The- 
phorin,  and  Thenylene  have  proven  of  great- 
est value  in  my  practice.  Since  patients  vary 
in  their  response  to  these  drugs,  a  trial 
period  of  three  to  four  days  is  necessary  to 
determine  which  drug  is  best  suited  to  the 
individual  patient.  It  is  also  well  to  begin 
with  a  small  test  dose  to  prevent  side  reac- 
tions such  as  drowsiness,  insomnia,  dizziness, 
weakness,  nervousness,  dryness  of  the  nose 
and  throat,  burning  of  the  eyes,  constipation, 
abdominal  cramps,  anorexia,  nausea,  sweat- 
ing, palpitation,  flushing'--',  urinary  reten- 
tion, and  incontinence. 

Desensitization  may  be  preseasonal,  peren- 
nial, or  occasional. 

Preseasonal  desensitization  should  be  com- 
pleted before  the  pollinating  season  of  the 
offending  trees,  grasses,  and  weeds.  Sterile 
extracts  of  the  specific  antigens  are  given 
in  increasing  concentrations  in  an  effort  to 
reach  a  maximum  dose  just  before  the  polli- 
nating season. 

For  the  perennial  treatment,  about  three 
fourths  of  the  maximum  preseasonal  dose  is 
given  at  three  to  four  week  intervals 
throughout  the  year.  Beginning  about  six 
weeks  before  the  next  pollinating  season,  the 
dose  is  gradually  increased  to  the  maximum 
preseasonal  dose. 

Coseasonal  treatment  with  very  weak  pol- 
len extracts  is  best  accomplished  by  intra- 
dermal or  subcutaneous  injection.  Intra- 
dermal doses  sufficient  to  cause  a  reaction 
varying  in  size  from  a  dime  to  a  quarter 
have  been  helpful  when  given  at  two  to 
seven  day  intervals,  or  as  indicated. 

Asthma 

The  treatment  of  asthma  presents  a  much 

21.  Anderson,  N.  P.:  Management  of  Common  Occupational 
Skin  Diseases.  .T.A.M.A.  1.19:912-917   (April   2)    1019. 

22.  Boyrt.  L.  J.,  Weissbers,  J.  and  McGavack.  T.  H.:  Toler- 
ance Studies  of  tlic  Antihistamine  Drug  Thepliorin,  New 
York  State  J.  Med.  48:1596-8    (July  15)    1918. 


more  difficult  problem.  Here  the  antihista- 
minic  agents  are  of  little  value,  and  one  must 
resort  to  the  time  honored  drugs  such  as 
epinephrine,  ephedrine,  aminophylline,  and 
the  iodides.  Epinephrine  in  a  1 :100  dilution, 
and  a  new  drug,  Isuprel,  may  be  adminis- 
tered by  means  of  a  nebulizer.  Isuprel  is  also 
effective  when  dissolved  under  the  tongue. 
Epinephrine  (1:1000)  in  small  doses  of  0.2- 
0.3  cc.  every  twenty  minutes  for  three  or 
four  doses  will  often  provide  adequate  relief 
with  fewer  untoward  reactions.  The  iodides 
are  invaluable  for  their  liquefying  effect  on 
bronchial  secretions.  They  may  be  given  as 
a  saturated  aqueous  solution  of  potassium  or 
sodium  iodide  in  doses  of  5  to  30  drops  three 
times  daily.  In  children  it  is  sometimes  well 
to  induce  vomiting  to  dislodge  mucous  plugs. 
The  use  of  a  teaspoonful  of  syrup  of  ipecac 
is  helpful  in  this  effort. 

In  severe  asthma  and  status  asthmaticus, 
the  intravenous  administration  of  amino- 
phylline, 3V2  to  7  grains  in  500  cc.  of  a  10 
per  cent  solution  of  glucose  in  saline,  may 
give  prompt  relief.  Goodall  and  Unger'-^' 
have  recommended  continuous  intravenous 
aminophylline  therapy.  McLeod'^^'  and 
Brown'-^'  have  employed  alcohol  intraven- 
ously for  status  asthmaticus,  and  its  action 
is  sometimes  dramatic.  Bottles  containing 
500  and  1000  cc.  of  5  per  cent  ethyl  alcohol 
in  a  5  per  cent  solution  of  glucose  can  be 
obtained.  If  they  are  not  immediately  avail- 
able, one  might  add  50-100  cc.  of  95  per  cent 
ethyl  alcohol  to  500-1000  cc.  of  the  glucose 
or  saline  solution. 

There  is  much  disagreement  over  the 
therapeutic  value  of  the  antihistamine  drugs 
in  asthma.  Children,  however,  seem  to  obtain 
some  relief,  especially  from  the  synergistic 
action  of  ephedrine  and  aminophylline  with 
Benadryl  or  Pyribenzamine'-"'. 

The  use  of  opiates  in  asthma  is  extremely 
dangerous  because  of  the  depressant  effect 
on  an  already  overtaxed  respiratory  system. 
If  sedation  is  necessary,  it  should  be  given 
only  after  the  bronchial  obstruction  has  been 
relieved.  One  of  the  barbiturates  would  be 
the  drug  of  choice. 

The  rectal  administration  of  1  to  3  ounces 

23.    Goodall    R.    J.,    and    Unger,    L.:    Continuous    Intr.avenous 

Aminophyllin  Therapy  in  Status  Asthmaticus,  Ann.  Allergy 

5:l!iii-202    (May-june)    1917. 
21.    McLeod.    J.    P.    U. :    The   Intravenous    Use    of    Alcohol    in 

Status    Asthmaticus,    North    Carolina    M.    J.    0:198    (Nov.) 

19(5. 
25.    Brown.  E.  A.:  Use  of  Intravenous  Ethyl  Alcohol  in  Status 

.\sthmaticus,   .\nn.   Allergy.  5:193-195    (May-.Tune)    1917. 
2C.    Log.an.    G.    B.:    Management    of    Allergic    Disease    of    the 

Respiratory    Tract    in    Children.    Pennsylvania    M.    J.    51: 

739-716    (April)    1913. 
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of  ether  in  an  equal  amount  of  warm  olive 
oil  may  relax  the  patient  and  help  to  liquefy 
the  thick  bronchial  secretions.  Oxygen,  intra- 
venous fluids,  and  other  supportive  meas- 
ures should  be  used  as  indicated. 

In  a  patient  subject  to  chronic  asthma,  or 
recurrent  acute  attacks,  a  thorough  search 
should  be  made  for  intrinsic  and  extrinsic 
causes. 

One  of  the  few  advances  in  clinical  allergy 
has  been  the  realization  that  many  cases  of 
intractable  asthma  and  vasomotor  rhinitis 
beginning  after  the  age  of  40  are  not  due  to 
the  usual  environmental  allergens.  Bacterial 
allergy,  "depletion,"  psychosomatic  factors, 
emphysema,  tumors,  and  foreign  bodies  are 
the  more  important  etiologic  factors  in  these 
patients*-"'. 

Skin  testing  and  desensitization  with  en- 
vironmental allergens  may  prove  of  value  in 
asthma  due  to  extrinsic  agents.  Autogenous 
vaccines  are  again  becoming  popular  in  the 
treatment  of  intrinsic  asthma  due  to  bac- 
terial allergy,  especially  where  the  focus  of 
infection  is  difficult  to  reach.  It  is  well  to 
investigate  the  patient's  general  nutritional 
state,  and  to  correct  any  vitamin,  protein, 
iron,  calcium,  salt  or  glandular  deficiency. 

Summary 

1.  An  effort  has  been  made  to  suggest  a 
simple,  workable  classification  of  allergic 
conditions  for  general  practitioners. 

2.  The  common  causes  of  each  type  of 
allergic  phenomenon  are  mentioned. 

3.  Treatment  of  the  more  common  types 
of  allergies  is  outlined  briefly. 

27.    Rackemann,   F.  M. :   A  Workins  Classifiratinn   of  Asthma, 
Am.  J.  Med.  3:601-600   (Nov.)   1917. 


The  importance  of  the  personal  history — In  func- 
tional disorders  and  to  a  lesser  extent  in  organic 
disease,  if  treatment  is  to  be  fully  effective,  it  is 
necessary  to  know  something  about  the  patient's 
habits,  environment,  domestic  life,  economic  status, 
and  the  emotional  stresses  and  strains  to  which  he 
or  she  is  exposed. 

Information  bearing  on  these  matters  may  be 
available  only  to  a  trusted  medical  adviser  whose 
"discretion  has  been  tested  by  a  hundred  secrets 
and  whose  tact  has  been  tried  in  a  thousand  em- 
barrassments". It  will  not  in  many  cases  be  dis- 
closed to  the  specialist,  or  to  a  member  of  a  large 
group  practice,  or  to  an  officer  of  a  State-controlled 
medical  service.  It  may  be  difficult  even  for  a  psy- 
chiatrist to  obtain  valuable  personal  information 
which  may  be  readily  volunteered  to  the  family 
doctor.  —  Leslie  Hurley:  The  General  Practitioner 
and  the  Specialist,  M.  J.  Australia  1:68  (Jan.  17) 
1948. 


SUBPARIETAL  RUPTURE  OF  THE 

INTESTINE  INCIDENT  TO  SEVERE 

ABDOMINAL  MUSCULAR  EFFORT 

Report  of  Ttoo  Cases 

George  R.  Benton,  Jr.,  M.D.,  F.A.C.S. 

GOLDSBORO 

The  failure  to  consider  certain  rare  condi- 
tions in  the  differential  diagnosis  of  acute 
abdominal  pain  is  one  factor  which  contrib- 
utes to  the  high  mortality  accompanying 
some  of  these  conditions.  Subparietal  rupture 
of  the  intestine  incident  to  severe  abdominal 
muscular  effort  falls  into  this  category.  In 
a  review  of  43  cases  collected  from  the  world 
literature  in  1937'"  the  death  rate  was  shown 
to  be  60  per  cent. 

I  believe  that  this  high  mortality  is  due 
to  the  fact  that,  whereas  operative  explora- 
tion is  usually  performed  promptly  when 
there  is  a  possibility  that  perforation  of  the 
intestine  may  have  resulted  from  direct 
trauma,  few  diagnosticians  consider  the 
possibility  that  a  normal  healthy  intestine 
may  rupture  under  the  effects  of  pressure 
changes  caused  by  sudden  and  intense  con- 
traction of  the  abdominal  muscles.  This 
statement  is  substantiated  by  the  fact  that 
a  correct  preoperative  diagnosis  was  made 
in  only  one  of  the  43  cases  reviewed  by 
Wilensky  and  Kaufman*^'.  Between  1937  and 
1947,  5  additional  cases  were  reported  in  this 
country,  without  a  single  correct  preopera- 
tive diagnosis*-'. 

With  these  facts  in  mind,  I  wish  to  report 
2  additional  cases,  and  to  review  briefly  the 
salient  features  of  this  frequently  unrecog- 
nized type  of  trauma.  I  hope  that  such  a 
review  will  serve  to  emphasize  the  necessity 
for  considering  this  condition  in  the  differ- 
ential diagnosis  of  acute  abdominal  pain  of 
obscure  origin,  and  will  thereby  increase  the 
percentage  of  correct  diagnoses  and  lower 
the  mortalitv. 


Read  before  the  Section  on  Surgery,   Medical   Society  of  the 
State  of  North  Carolina,  Pinehurst,  May  11,   1019. 
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Case  Reports 
Case   1 

A  23  year  old  white  male  soldier  was  admitted 
to  a  U.  S.  Army  Station  Hospital  in  August,  1942, 
with  a  chief  complaint  of  abdominal  pain.  He  stated 
that  he  had  awakened  at  5  a.m.  with  an  urgent 
desire  to  defecate.  He  had  not  had  a  stool  in  three 
days.  Severe  abdominal  muscular  effort  was  re- 
quired to  expel  the  feces.  The  stool  was  described 
as  being  very  large  and  woody  in  consistency.  Im- 
mediately following  its  expulsion  severe  pain  devel- 
oped in  tlie  lower  abdomen,  making  it  difficult  for 
the  patient  to  return  to  his  quarters.  The  pain  con- 
tniued,  and  he  vomited  once.  Thirty  minutes  later, 
he  was  admitted  to  the  hospital.  He  denied  any 
previous  gastrointestinal  s.vmptoms  other  than  a 
tendency  to  constipation.  Inquiry  into  the  various 
systems,  and  the  past  medical,  family,  and  social 
histories  were  non-contributory. 

Physical  examination  revealed  a  well  developed 
white  male,  complaining  of  severe  abdominal  pain. 
The  temperature  was  98  F.,  the  pulse  100,  respira- 
tion 20.  The  skin  was  cool  and  clammy.  The  ears, 
eyes,  nose  and  throat  were  normal.  The  heart  and 
lungs  were  negative  to  auscultation  and  percussion. 
The  blood  pressure  was  110  systolic,  75  diastolic. 
Examination  of  the  abdomen  revealed  no  scars  or 
palpable  masses;  board-like  rigidity  was  present 
throughout,  and  there  was  slight  tenderness  in  the 
lower  abdomen.  Tenderness  to  counter  pressure  and 
rebound  tenderness  were  not  present.  The  pain  was 
not  shifting  in  character.  The  patient  was  most 
comfortable  when  lying  with  the  thighs  flexed  on 
the  abdomen.  Auscultation  revealed  no  peristaltic 
sound.  The  external  inguinal  rings  were  normal 
and  showed  no  evidence  of  hernia.  The  external 
genitalia  were  normal.  Rectal  examination  revealed 
no  tenderness,  and  there  was  no  blood  on  the  exam- 
ining finger.  The  extremities  showed  no  abnormali- 
ties. 

Red  and  white  blood  cell  counts  were  within  the 
normal  range,  and  the  differential  count  was  nor- 
mal. Urinalysis  was  negative.  A  flat  plate  of  the 
abdomen  with  the  patient  in  an  upright  position 
did  not  show  air  beneath  the  diaphragm. 

Following  observation  for  a  period  of  two  hours, 
during  which  there  was  no  alteration  in  the  symp- 
toms or  physical  findings,  operation  was  performed. 
The  only  preoperative  diagnosis  was  "acute  surgical 
abdomen."  The  abdomen  was  entered  through  a 
right  rectus  incision,  and  a  moderately  severe,  very 
early  peritonitis  was  encountered  in  the  lower  ab- 
domen. The  appendix  was  not  diseased,  and  Meckel's 
diverticulum  was  not  present.  Exploration  through 
an  extended  incision  revealed  a  bursting  type  of 
laceration  in  the  rectum,  at  the  rectovesical  fold  of 
peritoneum.  The  laceration  was  linear,  and  2  cm.  in 
length.  There  was  slight  eversion  of  the  mucosa. 
Examination  revealed  no  pre-existing  pathologic 
lesion  in  the  region  of  the  laceration.  A  very  small 
amount  of  bloody  fecal  material  soiled  the  peri- 
toneum of  the  cul-de-sac.  This  material  was  re- 
moved, and  the  laceration  was  closed  with  two  rows 
of  inverting  sutures  of  chromic  catgut  no.  00,  re- 
inforced by  interrupted  silk  sutures.  Five  grams  of 
sulfanilamide  crystals  were  dusted  into  the  pelvis; 
a  single  Penrose  drain  was  inserted  into  the  cul-de- 
sac,  and  the  abdominal  wall  was  closed  in  layers. 

The  patient's  postoperative  course  was  essentially 
uneventful.  There  was  a  slight  amount  of  drainage, 
but  the  drain  was  removed  by  the  fifth  day  and  the 
patient  was  ambulatory  on  the  tenth  postoperative 
day. 

Case  2 

A  27  year  old  white  man  was  admitted  to  the 
Goldsboro  Hospital  on  June  29,  1946,  with  a  chief 


complaint  of  abdominal  pain.  Thirty  minutes  prior 
tc  admission  he  had  been  involved  in  a  fight,  during 
which  he  lifted  his  opponent  into  the  air  and  threw 
him  to  the  ground.  Immediately  excruciating  pain 
developed  in  the  lower  abdomen,  and  he  vomited. 
He  became  very  weak  and  felt  as  though  he  would 
faint.  Nausea  persisted  and  the  pain  rapidlv  became 
generalized.  He  admitted  having  had  a  few  drinks 
of  whiskey. 

He  had  had  a  normal  bowel  movement  on  the 
previous  day,  and  there  was  no  history  of  previous 
gastrointestinal  symptoms.  An  appendectomy  had 
been  performed  several  years  previously,  and  a 
right  inguinal  herniorrhaphy  in  1945;  the  hernia 
subsequently  recurred.  The  family  and  social  his- 
tories were  non-contributory. 

When  I  saw  him  in  consultation  twelve  houi's 
after  the  onset  of  symptoms,  physical  examination 
revealed  an  acutely  ill  white  male,  complaining  of 
severe  abdominal  pain.  The  temperature  was  101  F., 
the  pulse  110,  respiration  24.  The  eyes,  ears,  nose, 
and  throat  were  normal.  The  heart  and  lungs  were 
negative  to  percussion  and  auscultation.  The  blood 
pressure  was  125  systolic,  SO  diastolic.  The  abdo- 
men presented  the  scars  of  a  right  rectus  incision 
and  of  a  right  inguinal  herniorrhaphy.  There  was 
moderate  gaseous  distention.  Palpation  revealed 
board-like  rigidity  throughout  the  entire  abdomen, 
with  localized  tenderness  over  the  pyloric  and  ap- 
pendiceal areas.  Tenderness  to  counter  pressure  and 
rebound  tenderness  could  not  be  elicited.  On  auscul- 
tation, no  peristaltic  sounds  could  be  heard.  A  re- 
current right,  indirect,  inguinal  hernia  was  present. 
The  external  genitalia  were  normal.  Rectal  exami- 
nation elicited  tenderness,  but  there  were  no  pal- 
pable masses  and  no  blood  was  seen  on  the  exam- 
ining finger.  The  extremities  were  normal. 

A  blood  count  showed  5,800,000  red  blood  cells,  a 
hemoglobin  of  104  per  cent,  and  5400  white  blood 
cells,  with  8  per  cent  nonsegmented  polymorpho- 
nuclears, 30  per  cent  stab  cells,  26  per  cent  seg- 
mented polymorphonuclears,  31  per  cent  lympho- 
cytes, and  5  per  cent  monocytes.  Urinalysis  was 
negative.  A  flat  plate  of  the  abdomen  with  the 
patient  in  an  upright  position  showed  free  air  be- 
neath the  diaphragm. 

A  diagnosis  of  perforation  of  a  silent  peptic  ulcer 
was  made,  and  operation  was  performed  fourteen 
hours  after  the  onset  of  symptoms.  The  abdomen 
was  entered  through  a  right  rectus  muscle-splitting 
incision.  Severe  fibrino-purulent  peritonitis  was 
present.  Careful  exploration  of  the  stomach  and 
duodenum  failed  to  reveal  a  perforation.  The  pres- 
ence of  small  particles  of  corn  in  the  peritoneal 
cavity  confirmed  the  suspicion  that  a  hollow  viscus 
of  considerable  size  had  perforated,  and  in  spite  of 
the  se-"ere  peritonitis  it  was  mandatory  that  explor- 
ation be  carried  out.  On  examination  of  the  small 
intestine,  a  bursting  type  of  perforation  was  found 
1  meter  above  the  ileocecal  valve.  The  mucosa  was 
everted  and  edema  about  the  margins  of  the  perfor- 
ation was  marked.  No  other  pathologic  lesion  was 
noted. 

Because  of  the  marked  edema  of  the  margins  of 
the  perforation,  it  was  deemed  advisable  to  resect 
two  inches  of  the  intestine  on  either  side  of  the 
perforation.  An  end-to-end  anastomosis  was  accom- 
plished without  difficulty.  The  peritoneal  cavity 
was  aspirated,  and  5  Gm.  of  sulfanilamide  crys- 
tals and  200,000  units  of  penicillin  were  dusted  into 
the  peritoneal  cavity.  A  Penrose  drain  was  inserted 
into  the  pelvis  through  a  stab  wound  at  McBurney's 
point,  and  a  second  was  placed  beneath  the  liver. 

The  patient's  postoperative  course  was  extremely 
stormy,  with  the  temperature  varying  between  103 
and  106  F.  for  the  first  week.  Supportive  treatment 
consisted  in  transfusions  of  whole  blood  and  plasma, 
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chemotherapy,  and  decompression  by  continuous 
suction  siphonage.  Fluid  balance  was  maintained  by 
the  parenteral  administration  of  a  5  per  cent  solu- 
tion of  glucose  in  saline.  On  the  twelfth  post- 
operative day  wound  dehiscence  occurred,  but  with- 
out evisceration;  a  secondary  closure  was  per- 
formed. Again  his  course  was  extremely  stormy  for 
one  week.  There  was  profuse  drainage  from  the 
stab  wound  in  the  lower  abdomen  for  a  period  of 
three  weeks.  The  temperature  gradually  fell  by 
lysis,  and  the  patient  was  finally  discharged  from 
the  hospital  on  September  9,  1946,  in  good  general 
condition. 

Etiology 

Of  many  theories  proposed  to  explain  this 
rare  condition,  the  one  proposed  by  Haim 
(as  restated  by  Wilensky  and  Kaufman'^')  is 
generally  accepted :  "He  conceived  of  the  in- 
testinal tract  as  a  single  cavity,  functionally 
speaking,  of  which  the  intestinal  v^'all  and 
abdominal  parietes  merely  form  two  concen- 
tric layers  of  the  limiting  wall.  The  intra- 
abdominal pressure  is  not  intra-peritoneal, 
but  rather,  endo-visceral  in  its  manifesta- 
tions. Under  normal  circumstances,  it  is 
made  to  equal  atmospheric  pressure  by  the 
degree  of  tone  of  the  abdominal  musculature. 
When  there  is  a  sudden  contraction  of  the 
muscles,  the  bowel  is  compressed  and  the 
endo-visceral  pressure  is  raised.  If  the  vis- 
ceral wall  (in  its  broad  sense,  both  layers) 
is  weaker  at  any  one  point,  e.g.,  at  a  hernial 
ring  or  hiatus,  bowel  rupture  will  occur  at 
that  point." 

Analogies  of  this  phenomenon  may  be 
found  in  footballs  or  pneumatic  tires,  which 
present  an  outer  casing  (abdominal  wall) 
and  an  inner  casing  (intestine).  Assuming 
the  outer  casing  (abdominal  wall)  to  be 
weakened  in  any  one  place  (hernia  or 
hiatus),  a  sudden  force  exerted  on  the  ball 
or  tire  (contraction  of  abdominal  wall  mus- 
culature) will  increase  the  pressure  within 
the  inner  tube  (intestine),  so  that  it  will 
immediately  blow  out  (rupture)  at  the 
weakened  site;  or,  as  a  result  of  such  trau- 
ma, the  inner  tube  (intestine)  may  become 
so  damaged  that  it  will  subsequently  blow 
out   (perforate  by  necrosis). 

Hernia  plays  an  important  part  in  the 
etiology  of  this  condition.  Among  the  59 
cases  previously  reported  or  reviewed  in  the 
literature  available  to  me  (including  the  2 
reported  herewith),  hernia  was  definitely 
stated  to  be  present  in  37.  It  should  be  noted 
that  the  presence  of  a  complete,  grossly  de- 
tectable hernia  is  not  essential  to  the  recog- 
nition of  a  weakened  point  in  the  abdominal 
wall,  since  dimpling  at  the  site  of  a  previ- 
ously repaired   hernia,   or  an   early   incom- 


plete hernia   may   constitute  the   weakened 
or  defective  site. 

Pathology 

The  pathologic  picture  seen  in  the  intes- 
tines at  the  site  of  rupture  is  that  of  trauma. 
It  is  a  bursting  type  of  rupture  in  the  in- 
testinal wall,  usually  linear  and  with  a  ten- 
dency toward  eversion  of  the  mucosa.  Ede- 
ma of  the  margins  of  the  perforation  occurs 
in  varying  degrees,  apparently  depending 
on  the  time  interval  elapsing  between  the 
accident  and  the  inspection  of  the  intestine. 
Pre-existing  disease  of  the  intestine  is  not 
an  essential  factor.  In  only  4  of  the  reported 
cases  has  a  history  of  previous  abdominal 
ailments  been  recorded,  and  there  was  no 
indication  in  these  cases  that  the  intestinal 
disease  played  any  part  in  the  etiology  of 
the  rupture'!'. 

Diagnosis 

The  history  and  physical  findings  in  these 
cases  are  fairly  characteristic.  Usually  the 
patient  is  in  his  normal  state  of  health  until 
abdominal  pain  develops  suddenly  while  he 
is  performing  some  act  which  causes  severe 
abdominal  muscular  effort  (lifting  weights, 
straining  at  defecation,  wrestling,  and  so 
forth).  The  pain  is  usually  very  severe,  lo- 
calized to  the  lower  abdomen,  and  associated 
with  vomiting.  It  may  continue,  or  it  may 
ameliorate,  only  to  return  with  increased 
severity  after  a  few  hours.  Vomiting  may 
or  may  not  continue. 

The  physical  findings  will  depend  to  some 
extent  upon  the  time  at  which  the  exami- 
nation is  made.  If  seen  early  following  the 
onset  of  symptoms,  the  patient  may  present 
a  state  of  mild  shock.  The  abdomen  will  re- 
veal tenderness  and  rigidity,  which  is  usual- 
ly most  marked  in  the  lower  abdomen,  but 
may  be  generalized.  Peristalsis  may  be  dim- 
inished. Characteristically,  there  is  no  com- 
plete localization  of  symptoms  or  signs.  An 
inguinal  hernia  is  usually  present.  Exami- 
nation after  a  few  hours  may  reveal  an  en- 
tirely different  picture.  The  patient  then 
may  appear  acutely  ill  and  present  the  symp- 
toms and  physical  findings  characteristic  of 
a  fulminating  generalized  peritonitis. 

Laboratory  findings  are  of  little  help  in 
the  diagnosis.  Blood  counts,  if  made  early, 
will  probably  show  little  or  no  alteration 
from  the  normal,  and  if  made  late,  will  only 
corroborate  the  obvious  presence  of  periton- 
itis. A  flat  plate  of  the  abdomen  with  the 
patient  in  an  upright  position  should  show 
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the  presence  of  air  beneath  the  diaphragm 
in  a  large  percentage  of  cases.  Apparently 
this  examination  has  been  carried  out  in 
only  3  cases,  and  was  positive  in  two.  The 
presence  of  air  beneath  the  diaphragm  is 
pathognomonic  of  a  ruptured  hollow  viscus, 
but  its  absence  does  not  rule  out  this  pos- 
sibility. 

Treatment 

Treatment  consists  of  early  operation.  If 
the  perforation  is  in  the  small  bowel  and 
the  condition  of  the  intestine  is  favorable, 
simple  suture  of  the  perforation,  aspiration 
of  the  peritoneal  cavity,  and  closure  with- 
out drainage  are  recommended.  If  the  edema 
at  the  site  of  perforation  is  sufficient  to 
jeopardize  the  suture  line  or  the  patency  of 
the  intestine,  resection  and  end-to-end  anas- 
tomosis should  be  performed.  For  perfora- 
tions in  the  large  intestine,  unless  surgery 
is  performed  very  soon  after  the  accident, 
it  is  recommended  that  the  involved  portion 
of  the  gut  be  exteriorized  or  closed,  and  a 
proximal  colostomy  done.  The  question  of 
drainage  of  the  peritoneal  cavity  in  the  face 
of  gross  contamination  or  extensive  peri- 
tonitis has  long  since  become  a  matter  of 
personal  opinion. 

The  postoperative  treatment  is  the  same 
as  that  of  intestinal  perforations  from  direct 
trauma.  Continuous  duodenal  suction  siph- 
onage  should  be  used  for  intestinal  decom- 
pression, if  there  is  any  evidence  of  disten- 
tion or  ileus.  Chemotherapy  with  penicillin, 
streptomycin,  sulfonamides,  or  a  combina- 
tion of  these  agents  may  be  of  value.  Re- 
peated small  transfusions  are  sometimes  in- 
dicated, and  if  continuous  suction  siphonage 
is  necessary,  nitrogen  balance  should  be 
maintained  by  intravenous  amino  acids. 

Mortality 

The  mortality  rate  is  in  direct  proportion 
to  the  time  elapsing  between  the  accident 
and  the  operation.  Adding  the  7  cases  re- 
ported in  this  country  since  1937  to  those 
reviewed  by  Wilensky  and  Kaufman'",  we 
obtain  the  mortalitv  figures  shown  in  table 
1. 

In  the  cases  reviewed  by  Wilensky  and 
Kaufman'"'  the  mortality  in  the  first  21  re- 
corded cases  was  86  per  cent,  while  that  in 
the  20  cases  reported  between  1912  and 
1937  was  40  per  cent.  In  the  7  cases  reported 
in  this  country  since  1937,  the  mortality 
was  14  per  cent. 


Table  1 

Mortality    Correlated    with    Time    Elapsing 

Before   Operation 

Time  Interval  No.  No.  Morfalit/i 

(Hours)  Casci  Deatlis  (Per  Cent) 

0-12  20  7  35 

13-24  9  5  55 

25  or  more  13  11  84 

No   operation  4  4  100 

Interval   not   stated  2  0  0 

Outcome  not  stated  2  0  0 

Conclusions 

(1)  Two  cases  of  rupture  of  the  intestine 
incident  to  abdominal  muscular  effort  are 
reported,  and  the  salient  features  of  this 
unusual  accident  are  discussed. 

(2)  Rupture  of  the  intestine  incident  to 
abdominal  muscular  effort  should  present  no 
great  diagnostic  difficulty  if  this  condition 
is  considered  in  the  differential  diagnosis 
of  acute  abdominal  pain  of  obscure  origin. 

(3)  Early  diagnosis  and  early  operation, 
combined  with  the  judicious  use  of  intesti- 
nal suction  siphonage  and  chemotherapy, 
will  greatly  reduce  the  morbidity  and  mor- 
tality incident  to  this  rare  type  of  trauma. 


LABORATORY    PROCEDURES    IN    THE 
PRIVATE  PRACTICE  OF  PEDIATRICS 

Weston  M.  Kelsey,  M.D. 
Winston-Salem 

The  importance  of  establishing  an  accur- 
ate diagnosis  early  in  the  course  of  a  disease 
process  cannot  be  overemphasized.  In  many 
instances  the  prompt  administration  of  ap- 
propriate drugs  is  made  possible.  In  other 
cases,  the  needless  use  of  expensive  and  po- 
tentially dangerous  drugs  is  avoided.  One  of 
the  easiest  means  for  increasing  the  accuracy 
of  diagnosis  is  the  appropriate  utilization  of 
simple  laboratory  aids  in  the  home  and  in 
the  office.  I  hasten  to  add  that  I  am  awave 
of  the  time  factor  in  private  practice,  pnd 
recommend  the  use  of  laboratory  p^-ocedures 
only  in  cases  where  the  clinical  diagnosis  is 
not  evident. 

Blood  Coinit 

The  leukocyte  count  and  blood  smear  are 
two  of  the  most  valuable  and  simple  tests. 
The  slides  can  be  prepared  easily  in  the 
home,  and  then  may  be  studied  in  the  office. 
All  the  equipment  that  one  has  to  carrv  is  a 
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white  cell  pipette  with  a  rubber  cap,  dilut- 
ing fluid,  and  slides.  The  total  time  required 
to  draw  the  sample  and  read  the  slides  is  a 
matter  of  minutes.  The  interpretation  of  the 
smear  requires  only  minimal  practice,  and 
with  some  experience  one  can  not  only  de- 
termine the  total  white  blood  cell  count,  but 
can  make  a  differential  count  and  can  guess 
as  to  the  degree  and  type  of  anemia  and  the 
platelet  count. 

These  tests  are  extremely  valuable  in  dif- 
ferentiating viral  and  bacterial  diseases.  In 
the  former  the  leukocyte  count  is  nearly  al- 
ways below  8,000,  whereas  in  the  latter  it  is 
usually  above  10,000.  If  a  smear  is  done,  an 
increase  in  the  number  of  polymorphonuclear 
cells  provides  further  evidence  for  a  bacterial 
infection,  the  degree  of  shift  being  a  rough 
index  to  the  severity  of  the  infection.  Occa- 
sionally one  will  find  a  low  white  cell  count 
in  the  presence  of  bacterial  infection,  but 
this  occurs  in  moribund  patients,  where  the 
diagnosis  or  at  least  the  need  for  hospitali- 
zation is  obvious.  Non-bacterial  infections 
such  as  infectious  lymphocytosis  or  strongy- 
loidiasis may  produce  a  high  leukocyte  count, 
but  the  differential  count  differs  markedly 
from  that  of  bacterial  diseases.  High  white 
blood  cell  counts  are  common  in  whooping 
cough,  but  the  differential  count  shows  an 
increase  in  lymphocytes.  If  both  viral  and 
bacterial  disease  are  present,  the  count  will 
usually  reflect  the  bacterial  infection.  In 
measles,  for  example,  a  rising  leukocyte 
count  heralds  the  onset  of  bacterial  compli- 
cations. 

The  white  blood  cell  count  is  of  the  great- 
est help  in  differentiating  primary  atypical 
pneumonia  from  bacterial  pneumonia  A  low 
white  cell  count  is  rare  in  bacterial  pneumo- 
nitis, whereas  the  opposite  is  true  of  un- 
complicated viral  pneumonia.  Most  of  the 
patients  with  primary  atypical  pneumonia 
who  have  been  referred  to  our  hospital  have 
received  numerous  therapeutic  agents,  all  of 
which  (before  the  introduction  of  aureomy- 
cin  and  Chloromycetin)  were  without  value, 
and  were  of  possible  harm.  When  the  white 
cell  count  is  low,  one  can  predict  that  the 
pneumonia  will  not  respond  to  the  usual  anti- 
biotic or  chemotherapeutic  agents. 

This  statement  is  also  true  for  sore 
throats.  It  is  well  recognized  that  a  virus 
may  produce  the  clinical  picture  of  a  "strep 
throat."  As  in  other  viral  diseases,  however, 
the  white  cell  count  is  low.  If  a  patient  has  a 


sore  throat  and  a  low  leukocyte  count,  one 
should  not  expect  a  response  to  the  usual 
antibacterial  agents. 

Perhaps  the  greatest  value  of  the  leuko- 
cyte count  and  smear  is  in  the  diseases  of 
infants,  where  so  frequently  the  history  is 
inadequate  and  the  physical  examination  dif- 
ficult. This  is  the  age  group  in  which  viral 
diseases  are  most  common.  A  normal  or  low 
leukocyte  count  should  reassure  one  that  it 
is  safe  to  wait  for  time  to  help  in  the  diag- 
nosis. A  high  white  cell  count  in  an  infant 
should  make  one  suspect  a  serious  disease 
process  demanding  prompt  investigation. 
Symptomless  bacterial  disease  such  as  men- 
ingitis, osteomyelitis,  and  pyelitis  may  be 
extremely  serious  in  the  younger  age  group. 
Certainly  a  high  leukocyte  count  in  infancy 
is  an  indication  for  close  observation  of  the 
patient. 

Urinalysis 

The  significance  of  albuminuria  and  glyco- 
suria is  well  known,  but  pyuria  seems  to  be 
less  well  understood.  It  is  of  the  utmost 
importance  to  make  an  accurate  and  early 
diagnosis  of  the  cause  of  pyuria,  since  this 
condition  is  commonly  associated  with  abnor- 
malities of  the  urinary  tract.  If  a  congenital 
anomaly  is  not  corrected  promptly,  the  kid- 
neys may  be  hopelessly  damaged  by  chronic 
pyuria.  The  occurrence  of  two  attacks  of 
proven  pyuria  in  a  child  warrants  complete 
urologic  investigation. 

Recently  we  saw  a  child  who  had  been 
treated  for  recurrent  pyuria  over  a  period 
of  years.  With  each  attack  therapy  had  pro- 
duced a  clinical  remission.  He  was  found  to 
have  almost  complete  destruction  of  one  kid- 
ney as  a  result  of  the  long-standing  infection 
caused  by  a  ureteral  anomaly.  The  obstruc- 
tion was  a  simple  affair  which  could  have 
been  easily  remedied  if  diagnosed  earlier. 
Another  child  had  had  recurrent  pyuria  for 
at  least  eight  years,  during  which  time  the 
acute  symptoms  had  responded  to  drug  ther- 
apy. He  was  found  to  have  a  bladder  neck 
obstruction  which  could  have  been  treated; 
how-ever,  the  damage  -was  so  severe  that  he 
died  in  uremia  before  further  treatment 
could  be  instituted. 

The  method  of  collecting  the  urine  is  im- 
portant. If  the  urinalysis  is  negative,  it  does 
not  matter  how  the  urine  was  collected.  If  a 
voided  specimen  show's  pus,  catheterization 
must  be  done.  In  female  patients  a  diagnosis 
of  pyuria  can  be  made  only  on  the  basis  of 
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a  catheterized  specimen,  since  there  are  al- 
ways some  pus  cells  in  the  fouvchet. 

We  have  seen  a  great  many  female  pa- 
tients with  a  history  of  pyuria  which  was 
diagnosed  without  a  catheterized  specimen  of 
urine.  We  feel  that  most  of  these  patients 
did  not  have  pyuria,  and  that  the  finding  of 
pus  cells  in  voided  urine  was  merely  evidence 
of  a  mild  vaginitis.  This  mistaken  diagnosis 
results  in  needless  therapy  and  frequently 
draws  attention  away  from  the  true  cause 
of  the  febrile  state.  Catheterization  is  such 
a  simple  procedure  that  one  wonders  why  it 
is  done  so  seldom. 

The  collection  of  urine  from  infants  can  be 
a  problem.  If  the  presence  of  pyuria  is  sus- 
pected, a  small  receptacle  should  be  kept  at 
hand  to  catch  a  few  drops  of  urine  if  the 
child  should  void  during  the  examination. 
A  few  drops  are  sufficient  to  make  a  diag- 
nosis of  pyelitis  or  suggest  the  need  for  cath- 
eterization. Another  easy  method  of  collec- 
tion is  to  put  the  child  on  a  rubber  sheet,  and 
then  dip  the  urine  from  the  sheet  if  he  voids 
while  on  it.  This  method  is  particularly  val- 
uable if  the  mother  is  trying  to  get  a  speci- 
men at  home. 

The  specific  gravity  of  the  urine  can  be 
of  inestimable  value  in  judging  a  child's 
state  of  hydration.  In  the  absence  of  renal 
disease  a  low  specific  gravity  indicates  a 
satisfactory  state  of  fluid  balance,  whereas 
a  high  specific  gravity  suggests  the  need  for 
additional  fluids,  particularly  in  the  acidotic 
child  or  one  who  is  receiving  sulfonamides. 
One  child  who  was  burned  so  severely  that 
it  was  impossible  to  draw  blood  for  the  usual 
studies  was  kept  in  satisfactory  fluid  balance 
for  two  weeks  by  using  the  specific  gravity 
of  the  urine  as  the  chief  guide  to  the  amount 
of  fluids  needed.  If  one  expects  to  do  specific 
gravity  determinations  in  children,  he  should 
have  an  infant  urinometer,  since  specimens 
are  scanty. 

The  importance  of  an  early  diagnosis  of 
acute  nephritis  is  shown  by  the  fact  that 
about  8  per  cent  of  children  with  this  disease 
die  in  the  early  stages  from  cardiovascular 
complications  which  are  amenable  to  therapy 
with  magnesium  sulfate.  Such  patients 
should  be  observed  carefully  once  the  diag- 
nosis is  established.  The  differential  diag- 
nosis between  nephritis  and  hematuria  due 
to  sulfonamide  intoxication  is  usually  simple. 
In  nephritis  proteinuria  is  an  early  and 
prominent  fincling,  whereas  it  is  not  present 
in  patients  with  hematuria  due  to  sulfona- 


mides. Sulfonamide  crystals  may  or  may  not 
be  present  when  hematuria  is  due  to  these 
drugs. 

Sedimentation  Rate 

The  sedimentation  rate  is  frequently  mis- 
interpreted. An  elevated  sedimentation  rate 
does  not  indicate  the  presence  of  any  specific 
disease  process.  The  determination,  when 
elevated,  is  of  great  value  in  following  the 
activity  of  rheumatic  fever,  but  only  if  no 
other  disease  process  is  present.  A  normal 
rate  can  be  of  considerable  value  in  ruling 
out  certain  diseases.  A  normal  sedimentation 
rate  will  almost  always  rule  out  active  rheu- 
matic fever,  unles.s  the  patient  is  in  cardiac 
failure.  One  determination  should  never  be 
taken  too  seriously,  since  a  small  clot  in  the 
tube  or  other  technical  errors  can  give  a 
false  normal  reading.  One  of  the  commonest 
errors  is  the  failure  to  realize  that  anemia 
will  result  in  an  increased  sedimentation 
rate. 

Basal  Metabolic  Rate 

Another  test  which  is  commonly  misused 
in  pediatric  patients  is  the  determination  of 
the  basal  metabolic  rate.  Since  it  is  difficult 
to  keep  a  child  quiet,  the  readings  are  usually 
falsely  elevated.  Furthermore  there  is  a 
great  amount  of  confusion  about  the  stand- 
ards for  children,  so  that  correction  for 
height  and  weight  is  difficult  and  inaccurate. 
Excess  fat  and  water  in  the  tissues  will  re- 
sult in  a  false  low  reading.  Since  most  basal 
metabolism  tests  are  done  on  obese  children, 
it  is  not  surprising  that  so  many  diagnoses 
of  hypothyroidism  are  made.  Actually,  care- 
ful measurements  of  the  basal  metabolic  rate 
in  obese  children  indicate  that  their  metabo- 
lism is  usually  increased  and  that  the  use 
of  thyroid  substances  is  contraindicated. 

Laboratory  Aids  in  the  Diag)wsis  of 

Gastrointestinal  Disease 
Some  attempt  should  be  made  to  diagnose 
diseases  of  the  gastrointestinal  tract  more 
accurately.  There  are  numerous  simple  lab- 
oratory procedures  which  help  in  making 
specific  diagnoses.  In  spite  of  the  frequency 
with  which  patients  receive  treatment  for 
worms,  relatively  few  efforts  are  made  to 
make  a  specific  diagnosis  and  give  the 
proper  vermifuge.  Pinworm  ova  may  be 
demonstrated  by  the  simple  method  of  press- 
ing a  piece  of  scotch  tape  against  the  anus 
and  placing  the  tape  on  a  slide,  where  the 
ova  may  be  found  easily  under  low  power 
magnification.  The  child  should  not  have  a 
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bath  on  the  day  the  test  is  to  be  done,  since 
the  ova  may  be  washed  away.  Treatment  for 
pinworms  is  a  nuisance  for  the  parents  and 
the  child,  and  should  not  be  given  unless  a 
definite  diagnosis  is  made. 

Most  of  the  other  parasites  are  best  diag- 
nosed by  flotation  studies,  which  are  not 
possible  unless  a  centrifuge  is  used.  Never- 
theless, strongyloides,  amebae,  and  round 
worms  may  be  found  by  direct  examination 
of  a  fresh  stool,  particularly  if  the  patient 
has  had  a  saline  purgative. 

Three  types  of  diarrhea  are  commonly 
seen  —  bacillary  dysentery,  so-called  viral 
diarrhea,  and  diarrhea  associated  with 
steatorrhea.  If  microscopic  examination  of 
the  feces  shows  white  and  red  blood  cells,  it 
is  highly  likely  that  the  patient  has  bacillary 
dysentery  or  amebiasis.  In  viral  diarrhea 
pus  and  blood  are  absent.  Since  the  treatment 
of  these  two  types  of  diarrhea  is  different, 
the  diagnosis  is  important.  The  diarrheas 
associated  with  steatorrhea  are  usually  of 
a  chronic  nature.  Microscopic  examination  of 
a  small  amount  of  feces  stained  with  shar- 
lach  R  will  show  numerous  red  stained  fat 
globules  if  there  is  steatorrhea.  Since  the 
prognosis  and  treatment  of  the  various 
steatorrheas  are  so  different,  it  is  important 
to  make  the  diagnosis  as  soon  as  possible  so 
that  further  diagnostic  procedures  of  a  more 
complicated  nature  can  be  instituted. 

Conclusion 

It  should  be  emphasized  that  no  single  lab- 
oratory test  gives  the  final  answer.  If  pos- 
sible, double  checks  should  be  done  if  there 
is  any  suspicion  that  the  results  are  at  vari- 
ance with  the  clinical  diagnosis.  It  is  simple 
enough  to  draw  two  pipettes  of  blood  to  he 
checked  against  each  other,  and  urinalyses 
can  be  repeated  easily.  Finally,  it  is  wise  to 
remember  that  laboratory  tests  are  used  pri- 
marily to  confirm  a  clinical  diagnosis  and 
that  they  do  not  eliminate  the  need  for  care- 
ful consideration  of  the  history  and  clinical 
findings. 

It  is  hoped  that  this  brief  discussion  will 
encourage,  in  moderation,  the  use  of  certain 
laboratory  tests  as  aids  in  the  more  accurate 
diagnosis  of  diseases  seen  commonly  in  prac- 
tice. Careful  interpretation  of  these  tests 
should  result  in  more  conservative  therapy 
in  many  cases,  and  should  decrease  the  use 
of  various  therapeutic  agents,  except  where 
they  are  specifically  indicated. 


THE   PSYCHOSOMATIC  APPROACH  IN 
PEDIATRICS 

Frank  Howard  Richardson,  M.D. 
asheville 

We  hear  much  these  days  about  psycho- 
somatic medicine  in  relation  to  adults,  but 
we  are  prone  to  forget  that  it  is  even  more 
important  in  the  case  of  children.  Just  what 
is  psychosomatic  medicine,  anyway?  As  you 
know,  the  term  is  derived  from  two  Greek 
words — "psyche"  (mind)  and  "soma" 
(body) .  The  following  definition  is  helpful : 
Psychosomatic  medicine  "is  the  clinical  field 
that  deals  with  disturbances  of  bodily  func- 
tion arising  out  of  emotional  stimulation, 
and  with  the  lesions  resulting  from  such  dis- 
turbances." Its  basic  thesis  is  "that  emotion- 
al states  can  cause  not  only  disturbances  in 
the  function  of  an  organ  or  system  but  also 
pathological  changes  in  the  structures, — i.e., 
organic  lesions.""' 

We  have  become  familiar  with  the  fact 
that  psychic  trauma  in  the  form  of  worry 
and  strain  can  cause  and  aggravate  the  stom- 
ach ulcers  of  the  "big  businessman."  What 
is  not  nearly  so  easy  to  believe  is  that  equally 
serious  physical  conditions  can  be  caused  by 
emotional  insults  in  children.  The  idea  of  a 
somatopsychic  relationship  — •  namely,  that 
physical  illness  or  injury  can  bring  about 
emotional  changes — is  easy  enough  to  grasp. 
In  this  discussion,  however,  we  shall  restrict 
ourselves  to  the  much  less  familiar  con- 
cept that  the  mind  can  actually  cause  phy- 
sical, organic  alteration  in  the  child's  body. 

Psychosomatic  Mcoiifcstatioiis  in  Children 

To  be  sure,  the  somatic  effects  of  psychic 
influences  in  children  differ  greatly  from 
those  in  adults.  "Hypertension  and  peptic  ul- 
cer are  rarely  seen  during  childhood.  Rey- 
naud's  disease,  mucous  colitis  and  ulcerative 
colitis  rarely  appear  before  adolescence." 
Children  do,  however,  exhibit  a  surprising 
number  of  somatic  effects'-'.  As  Sontag  says, 
the  child  "may  adopt  as  an  attention-getting 
device  any  one  of  several  disturbances  of 
organ  function  which  have  been  proved  to 
elicit  anxiety  from  his  adult  contacts."'-' 
Constipation  from  overzealous  stool  training. 
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and  vomiting  are  common.  "The  convention- 
al breath-holding  temper  tantrum  pattern  as 
an  aggressive  response  to  frustration  .  .  .  may 
involve  fairly  profound  changes  in  somatic 
function  such  as  anoxia,  rise  in  blood  pres- 
sure, increased  heart  rate,  etc.  Changes  in 
somatic  function  may  be  adopted  as  a  means 
for  heightening  parental  anxiety  and  secur- 
ing more  attention."'-' 

Emotional  factors  may  seriously  interfere 
with  nutrition  and  with  bodily  growth  and 
development''''.  According  to  Sontag,  "Many 
emotional  factors  may  influence  nutrition 
and  therefore  its  dual  role  of  providing  not 
only  for  body  maintenance  but  also  for 
growth."'-'  Emerson'^'  has  elaborated  on  this 
thesis,  and  my  own  work  in  the  Brooklyn 
Hospital"*'  brings  out  the  same  incontroverti- 
ble fact. 

Among  the  somatic  effects  of  emotional 
strain  which  have  been  cited  by  Jensen""  are 
loss  of  weight,  partial  loss  of  vision,  stagger- 
ing gait,  vague  gastrointestinal  symptoms, 
marked  abdominal  pains,  anorexia,  marked 
weakness  and  malaise.  Jensen  observed  these 
symptoms  in  "a  number  of  children  with  so- 
matic complaints  not  substantiated  by  care- 
ful physical  studies,"  and  noted  "a  close  cor- 
relation" between  the  complaint  and  the  dis- 
turbed emotional  states  caused  by  disruption 
of  family  life  due  to  war.  In  this  series, 
"somatic  complaints  were  more  common  in 
children  between  the  ages  of  11  and  14." 

A  close  causal  relationship  unquestionably 
exists  between  psychic  influences  and  aller- 
gic manifestations.  Metzger  has  stated  :  "Of 
65  patients  ranging  in  age  from  6  to  19  years, 
all  suffering  from  asthma,  hay  fever  or  hives 
...  at  least  80%  stated  that  examinations 
were  approached  with  fear  and  trembling: 
sweating  of  the  palms  of  the  hands,  axillary 
sweating,  trembling  of  the  hands  and  head- 
aches were  frequent  before,  during  and  after 
examinations."'"' 

Fear  of  the  Doctor 
When  I  was  first  called  to  see  Frances 
(aged  2  years  and  3  months),  it  was  impos- 
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sible,  because  of  her  terror  of  a  doctor,  to 
get  near  enough  to  her  to  make  any  sort  of 
an  examination.  Her  mother  said  that  she 
had  had  the  usual  protective  inoculations  at 
the  office  of  a  physician  whose  nurse  always 
undressed  her  forcibly  and  held  her  firmly 
on  the  examining  table  while  the  doctor  gave 
her  a  thorough  physical  check-up  and  then 
administered  whatever  "shot"  was  due.  As 
the  child  had  frequent  colds,  a  penicillin  in- 
jection was  usually  part  of  the  procedure. 

The  result  of  the  treatment  was  a  fairly 
constant  state  of  nervous  tension  in  the  house- 
hold. For  several  days  before  each  visit  to  the 
doctor's  office  (a  chance  remark  always  alert- 
ed Frances  to  the  coming  ordeal)  and  for  at 
least  a  week  following,  the  child  was  tense 
and  jumpy,  slept  and  ate  poorly,  and  was 
terrified  of  everybody  and  everything.  The 
mother  made  things  worse  by  trying  to  rea- 
son with  Frances,  who  knew  from  past  ex- 
perience how  much  faith  to  place  in  her 
mother's  assurances. 

A  diagnosis  of  a  simple  upper  respiratory 
infection  was  made  from  across  the  room, 
with  no  attempt  at  an  examination.  A  little 
toy  was  left  with  the  child,  and  she  was  prom- 
ised another  whenever  she  came  to  the  of- 
fice. After  four  or  five  trips,  in  which  she 
came  no  farther  than  the  waiting  room,  it 
was  possible  to  make  a  physical  examination. 
Frances  began  to  eat  and  gained  rapidly 
when  the  tension  caused  by  the  terrifying 
forcible  examinations  and  injections  was  dis- 
sipated. 

Senn  tells  us  that  "The  erstwhile  use  of 
force  in  handling  a  child  .  .  .  and  physical 
persuasion  .  .  .  was  formerly  accepted  as 
necessary  and  time  saving  and  unassociated 
with  deleterious  influence;  now  it  is  used 
decreasingly  by  the  physician  who  has  be- 
come aware  of  its  psychological  influence,  as 
well  as  of  the  widespread  waste  of  time,  of 
materials,  and  of  nervous  energy  of  the  hos- 
pital staff  .  .  .  the  usually  well-behaved 
youngster  becomes  suspicious,  belligerent  and 
revengeful. "'^^' 

Let  us  take  another  example.  We  are  all 
far  too  familiar  with  the  happy,  healthy  child 
whose  tonsils,  though  large,  never  caused  him 
any  trouble  until  his  mother  thou.ght  that 
taking  them  out  might  prevent  his  frequent 
colds.  She  left  him  at  the  hospital  after  tell- 

8.    Senn,   M.  J.   E.:   Role  of  Psj-chiatry  in   a  (^lildren's   Hos- 
pital Service,   Am.  J.  Dis.  Child.  72:95-110    (July)    1946. 
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ing  him  what  a  wonderful  time  he  would 
have  there,  playing  with  the  other  children 
and  eating  ice  cream.  He  did  eat  ice  cream, 
but  his  experience  was  hardly  what  he  ex- 
pected. He  saw  children  pinned  in  sheets 
and  wheeled  to  the  operating  room,  whence 
they  emerged  white  and  blood-stained  and 
still.  The  control  of  his  postoperative  bleed- 
ing was  pretty  unpleasant;  and  the  prom- 
ised ice  cream  hurt  badly. 

Since  then  he  has  been  terrified,  not  only 
of  doctors,  but  of  men  in  general.  He  screams 
when  he  passes  the  building  in  which  the 
doctor's  office  is  situated,  and  anything  even 
remotely  suggestive  of  "hospital  whites"  in 
clothing  or  furniture  touches  off  a  hysteri- 
cal spasm.  He  still  catches  cold  frequently ; 
but  in  addition  he  is  anemic,  has  no  appetite, 
and  sleeps  poorly.  He  is  unquestionably 
worse,  rather  than  better,  than  before  opera- 
tion. 

The  Child  in  the  Doctors  Office 

What  conclusions  should  we  practicing  pe- 
diatricians draw  from  these  case  reports, 
which  could  be  multi]ilied  endlessly  in  the 
experience  or  observation  of  any  physician 
who  deals  with  children?  Let  us  discuss 
frankly  the  question  of  ordinary  office  pro- 
cedure. 

Certainly  it  is  reasonable  to  assume  that 
any  man  who  treats  children  should  have 
something  in  his  waiting  room,  as  part  of 
his  office  equipment,  that  will  interest  them. 
I  have  found  an  old  cupboard  full  of  more 
or  less  torn-up  toys  a  most  efficient  help. 

The  child's  first  contact  with  the  doctor 
is  highly  important.  I  have  found  a  pocket- 
ful of  small  trinkets  a  highly  effective  aid  to 
acquaintance-making.  Purchased  in  the  dime 
stores  by  my  secretary  for  5  or  at  the  most 
10  cents,  they  take  up  less  room  than  chew- 
ing gum  or  lollipops.  Instead  of  nermittins: 
the  mother  to  drag  a  reluctant  child  forward 
to  "say  good  morning  to  the  doctor,"  I  dis- 
play one  of  these  offhandedly,  without  ex- 
planation. This  totally  unexpected  approach 
is  surprisingly  effective  in  breaking  the  ice 
and  relieving  tension.  If  I  can  succeed  in 
blocking  the  mother's  "Say  thank  you  to  the 
doctor"  or  "Noir  what  do  you  say?"  half  the 
battle  is  won  before  it  is  started. 

When  the  child's  turn  comes,  instead  of 
being  dragged  protesting  into  the  examining 
room,  to  fidget  and  squirm  while  his  history 


is  being  taken  or  (worse  still)  listen  avidly 
to  the  recital  of  his  symptoms  (which  fre- 
quently sounds  more  like  an  indictment  of 
his  past  actions)  he  is  left  to  amuse  himself 
until  his  natural  curiosity  impels  him  to  fol- 
low his  mother — as  it  usually  does  very  soon. 
Some  toys  are  put  in  the  examining  room  as 
well,  ti)  keep  him  occupied  instead  of  bored. 

Next  comes  the  physical  examination.  The 
practice  hallowed  by  tradition  consists  in 
having  the  child  stripped  forcibly  by  mother, 
nurse  or  doctor,  or  by  the  combined  efforts 
of  all  three,  placed  upon  the  surgical  examin- 
ing table,  held  there  firmly  and  as  nearly 
immobile  as  possible  (which  is  not  very  near, 
as  a  rule)  and  given  a  "complete  examina- 
tion." 

Every  doctor  wants  this  "complete  exam- 
ination," and  at  once.  Someone  who  wants 
it  even  more  perfervidly  is  the  mother.  It  is 
frequently  her  first  request.  Unfortunately, 
it  is  the  very  last  thing  desired  by  the  third 
member  of  the  triangle,  the  child.  It  is  es- 
sential, to  be  sure ;  but  the  determination  to 
get  it  right  now  ("The  doctor  is  in  a  hurry; 
he  has  lots  of  other  little  children  to  ex- 
amine!") has  wrought  more  emotional  dam- 
age than  was  generally  realized,  before  the 
psychosomatic  approach  was  seriously  con- 
sidered. 

The  fallacy  of  such  an  examination  is  that 
it  utterly  fails  in  its  claim  to  being  "com- 
plete." It  leaves  untouched  the  most  impor- 
tant phase  of  a  complete  pediatric  examina- 
tion, and  that  is  the  emotional  status  of  the 
patient.  We  all  know  that  some  unconsidered 
psychogenic  factor  is  frequently  the  main 
cause  of  the  physical  condition  for  which  the 
child  is  brought  to  the  doctor. 

Actually,  even  the  physical  part  of  such  an 
examination  is  usually  most  unsatisfactory. 
Who  can  evaluate  a  tender  abdomen,  the  size 
of  a  questionable  liver  or  spleen,  or  the  car- 
diac condition  of  a  child  who  is  fighting  des- 
perately to  make  examination  impossible? 
How  can  this  difficulty  be  met? 

Many  a  youngster  comes  to  the  doctor's  of- 
fice convinced  that  some  unpleasant  business 
is  to  be  perpetrated  on  him,  and  firmly  de- 
termined to  resist  it  to  the  death.  I  have 
frequently  found  that  by  doing  only  what  is 
absolutely  necessary  the  first  time,  and  let- 
ting the  patient  get  out  of  the  office  without 
undergoing  any  forcible  manipulation  what- 
soever, I  have  been  able  to  perform  a  com- 
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plete  examination  at  the  following  visit  with-  It  has  been  found  possible  to  shift  the  re- 
out  the  slightest  difficulty.  By  this  time  his  sponsibility,  in  large  measure,  from  the  par- 
apprehension  had  vanished,  he  had  been  ent  to  the  youngster  himself  by  the  employ- 
pleasantly  disappointed,  and  we  were  friends,  ment  of  a  very  simple  technique.  The  child 

The  greatest  difficulty  is  usually  encoun-  is   given  a  little  notebook  with  a  page  for 

tered   in    the   gagging  throat   examination,  each  day,  or  else  a  calendar  with  large  num- 

Even  when  this  is  left  until  the  last,  as  most  bers  for  the  days  of  the  month.  With  this 

of  us  have  learned  is  advisable,  it  can  wreck  goes  an  envelope  containing  a  lot  of  varie- 

all  the  friendly  rapport  we  have  so  painstak-  gated  gummed  stars  and  labels.  They  cost  a 

ingly  established.  One  can  learn  to  perform  few  cents  in  the  dime  store  or  at  the  sta- 

this  examination  much  less  disagreeably  if  tionery  counter  of  a  book  store, 

he  will  practice  upon  himself  before  a  mir-  a    list    of    desired    accomplishments    or 

ror  in  a  good  light,  and  then  always  insist  "chores,"   varying   with    the   measures  pre- 

upon  having  a  good  light  before  attempting  scribed,  is  written  in  the  front  of  the  note 

the  examination  of  his  patient.  The  main  bug-  book  or  at  the  top  of  the  calendar  page,  with 

bear  to  many  a  child,  however,  is  the  tongue  a  colored  emblem   opposite  each  one.  Here 

depressor.  Sometimes  this  can  be  eliminated  jg  a  suggested  list: 

by  persuading  the  child  to  perform  the  some-  Medicines    taken   today Red  seal 

what    tricky   business    of   saying     aaahhh  n^  sweets  eaten  today Green  star 

while  the  tongue   is  being  protruded.   When  Nails  not  bitten  all  day Blue  star 

this  trick  works,  it  works  remarkably  well.  ^  ^^^  .{l^r. '^""'^:::::::::::£5  feZ 

What  about  the  needlework  that  has  be-  Bed  at  7:30  p.m Silver  star 

come   such   an    essential   part  of  pediatrics  r^^^       ^-^^^  .^  ^^^  ^^._^^^,^^^  ^^  ^^^  ^^^^  ^^ 

today  -  preventive  inoculations,  penicillin  ^^ese  things.  In  fact,  his  mother  is  told  not 

shots,  measles  globulin,  and  so  forth ?  ^^  ^,^,g^  ^-^  ^^  ^,^  ^^^^^ .  ^^^  ^^^^      j^^^j^,  ^.^_ 

_    One  way  to  make  injections  less  offensive  ^^j^^^  ^.^  ^^  ^^^^^  ^„^^  ^„;y_,  jj^  j^  told^that 

IS  never  to  permit  the  child  to  see  any  ot  the  .^  ^^.^    ^^^^   ^^.   ,^ie„,iai-   sheet    looks   good 

preparations,  and  especially  never  to  let  him  ^^^^^^^^  ^^  ^^^  doctor-not  perfect,  but  good 

watch  the  needle  as  the  syringe  is  being  filled.  ^^^^^^^^  ^^  ^^^^  ^^^^  ^^  ^^^  ^.^^U^.  ^^^^^  ^ 

The  actual  prick  can  usually  be  made  nivisi-  .^^_^^  ^^,jjj  ^^  ^.^^^^  ^       .^^  ^^,^^;^  ^^  ^^^,. 

Ue   It  not  intangible,  by  choosing  a  site  out  .,^  ^^  ^^^  ^^^-^^  ^^  ^-^  ^^^^^  ^.^.^_  ^^^  ^^^^  ^^ 

of  his  range  of  vision.  An  even  more  sue-  ^^^  .p^..^^„  j^  ^^^^^.        .^^itted  to  go  above 

cessful  plan  is  to  get  him  absorbed  m  some  ^^  ^^^^^  ^^  ^^^  ^^^^^  ^^^  .^^       ^^^^^^,  ^^  ^^ 

fascinating  activity.  My  first  choice  is  a  tmy  incentive  is  amazing.  Sometimes  a  choice  be- 

tea  table  equipped  with   doll-sized  utensils,  ^.^.g^^  ^^,^  ^r  three  prizes  is  allowed,  with  a 

Little  boys  seem  even  more  addicted  to  the  ^^^^^^  ^.j^ual  which  greatlv  enhances  the  ef- 

pourmg  of  imaginary  tea,  or  the  cooking  of  fj^acv  of  the  technique"".' 

imagmarv  biscuit  m  a  tov  stove,  than  their  •,    \  ^       •,  ,      i    ■,         o    t^     ,                 ,     .    -^ 

emancipated  sisters.  I  have  frequentlv  given  Indefensible   bribery?    Perhaps  -  but   it 

inoculations  to  children  thus  occupied  with-  ^^^'^s,  and  works  repeatedly.  If  my  bribery 

out  attracting  the  slightest  bit  of  attention  ^^'^cee^s    '"    f  ttmg    a    youngster    to    gam 

to  my  activity,  which  w^ould  otherwise  have  T'^^*'  ^T     11        "f!                   .     .          ''' 

been  bitterly  resented.  1^^"  *°  allow  the  mother  to  use  bribery  or 

force  in  an  attempt  to  carry  out  my  mstruc- 

The   Child   at   Home  tions.  In  most  cases  she  will  fail  miserably. 

If  we  take  the  teachings  of  psychosomatics  Even  if  she  succeeds,  it  may  be  at  the  cost 

seriously — and  it  is  .difficult  not  to   do  so  of  creating  a  psychiatric  or  neurotic  problem 

when  that  means  flying  in  the  face   of   so  worse  than  the  condition  for  which  the  child 

many  eminent  authorities  —  then  a  highly  was  brought  to  the  office  in  the  first  place. 

important  part  of  the  pediatrician's  iob  con-  m      ^7  •,  t     ^   r,  , 

.  f     .      ,    ,    .                   ,         .,,     ,,       ■'.,.„.     ,,  The  Child  at  School 

sists   m  helping  parents  with  the  difficult  r^    .          ,     , 

task     of     carrying     out     his     instructions.  But  our  task  cannot  stop  with  the  child  in 

whether  these   cover   the  administration  of  ^^L^'^l'^.^.  """I  '"  ^^"^  ''°"'^-  ^^^  ''^°°^'  ^""^ 

medicines  he  has  prescribed  or  the  execution  ''''^^  '^  *^^  playground  and  the  lunchroom, 

of    regimens    he    has    suggested.  ■'•    RiLliardson.    F.    H.:   Rolmildim.'   tlu'   (  lilld.    W-w   Vork-.   Tut- 

°°  nam,   1927. 
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may  frequently  prove  to  be  the  source  of 
psychic  factors  which  create  the  somatic 
problems  and  the  organ  responses  that  so 
often  puzzle  the  physician.  The  child  whose 
asthmatic  attacks  precede  a  dreaded  exami- 
nation, the  youngster  who  grows  thinner  and 
paler  because  the  long  school  day  and  the 
crowded  bus  ride  before  and  after  it  exhaust 
him  and  destroy  his  appetite,  the  boy  whose 
night  terrors  stem  from  the  menaces  of  the 
class  bully — all  the  vitamins  in  the  alphabet, 
all  the  iron  of  U.  S.  Steel,  and  all  the  livers 
of  Chicago's  slaughterhouses  will  not  cure 
these  miserable  little  creatures.  However,  a 
note  from  the  doctor  prescribing  a  lighter 
schedule,  or  a  change  of  class,  or  less  home- 
work may  do  wonders  in  bringing  about  a 
cure  where  tonics  have  failed  utterly. 

Conclusion 

Do  all  these  suggestions  sound  like  "kid 
stuff"?  It  is  my  sincere  belief  that  unless  a 
doctor  is  willing  to  resort  to  such  "kid 
stuff,"  if  necessary,  to  get  along  with  chil- 
dren without  producing  the  crippling  effects 
of  fear  and  anxiety,  he  has  no  business  treat- 
ing children.  If  he  is  too  busy  to  go  through 
such  time-consuming  procedures  when  other 
patients  are  waiting,  he  has  a  false  concep- 
tion of  his  duty  to  his  patients.  He  has  no 
more  right  to  cut  short  an  acceptable  tech- 
nique to  gaining  his  patient's  confidence  than 
a  surgeon  would  have  to  abbreviate  his 
scrubbing  up  because  he  had  a  busy  morn- 
ing, with  several  operations  scheduled. 

The  pediatricians  took  the  lead  in  the  pe- 
riodic examination  of  well  patients,  in  recog- 
nizing the  importance  of  diet,  and  in  preven- 
tive inoculations.  Why  should  we  not  take 
the  lead  in  recognizing  the  importance  of 
the  psychosomatic  approach  in  medicine? 

Discnssion 

Dr.  Angus  McBrycIe  (Durham):  I  enjoyed  Dr. 
Richardson's  talk  very  much,  but  on  one  or  two 
points  I  disagree  with  him.  It  seems  to  me  that 
he  is  making  the  child  mighty  important  in  the 
home  with  all  of  these  little  "doodads."  Personally 
I  think  the  proper  psychosomatic  approach  to  pe- 
diatrics- -and  this  is  not  at  variance  ^vith  what  Dr. 
Richardson  said — is  for  the  pediatrician  to  train 
the  mother  in  the  proper  attitude  toward  her  child. 
This  can  be  done  by  dropping  a  little  hint  now  and 
then,  or  asking  a  question  about  what  she  is  doing 
for  the  child,  thereby  getting  one  idea  across  to 
her  at  a  time. 

I  see  no  way  of  getting  around  the  problem  of 
injections.  Some  children  never  adjust  themselves 
to  any  sort  of  pain,  whatever  the  mother's  attitude. 
However,   the    majority   of   them,   if  the  mother  is 


honest  with  the  child  at  home,  will  acclimate  them- 
selves very  well  in  the  physician's  office  and  will 
not   have   difficulty. 

Dr.  Richardson:  I  have  no  quarrel  with  any 
of  these  fellows  who  want  to  train  the  mother.  I 
wish  somebody  would  give  a  paper  next  year  on 
liow  to  train  the  mother  who  has  been  overconcen- 
trating  on  her  child  to  become  a  fine  psychic  influ- 
ence for  the  child.  Apparently  there  must  be  some 
good  reason  for  mothers,  although  a  lot  of  us  would 
like  to  abolisfi  them. 


OBSTRUCTION  OF  THE  AQUEDUCT  OF 

SYLVIUS  AS  A  CAUSE   OF  INTERNAL 

HYDROCEPHALUS   AND   DEATH 

A  Report  of  Two  Cases 
C.  C.  Carpenter,  M.D. 

and 

Peter  H.  Dillard,  M.D. 

Winston-Salem 

Internal  hydrocephalus  due  to  partial  or 
complete  occlusion  of  the  aqueduct  of  Syl- 
vius is  a  relatively  common  neurosurgical 
problem.  It  is  encountered  usually  among  in- 
fants, and  the  majority  of  such  cases  are 
said  to  be  caused  by  congenital  absence  of 
the  aqueduct  or  a  severe  grade  of  aqueduc- 
tal  atresia,  apparently  developmental  in  ori- 
gin'". After  infancy  hydrocephalus  of  this 
type  results  more  often  from  occlusion  of  the 
aqueduct  by  an  adjacent  neoplasm  or  a  local 
inflammatory  process.  Occasionally  it  may 
be  caused  by  congenital  defects  involving  the 
spinal  cord  and  its  nerve  roots  which  results 
in  a  caudad  displacement  of  the  brain  stem, 
medulla,  and  cerebellum  into  the  cervical 
spine — the  so-called  Arnold-Chiari  malform- 
ation. 

The  mechanism  by  which  hydrocephalus 
develops  has  been  bitterly  debated  for  many 
years.  The  evidence  indicates  that  cerebro- 
spinal fluid  is  formed  by  the  choroid  plex- 
uses in  the  ventricles.  It  circulates  through 
the  aqueduct  of  Sylvius  and  the  fourth  ven- 
tricle, being  discharged  into  the  cisterna 
magna  through  the  foramina  of  Lushka  and 
Magendie.  The  fluid  passes  through  the  sub- 
arachnoid pathways  and  ultimately  reaches 
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Fig.  1.  The  shaded  portion  represents  the  cerebro- 
spinal fluid  system  within  the  skull.  The  arrows 
indicate  the  pathway  which  the  cerebrospinal  fluid 
follows  from  its  source  within  the  ventricles  to  the 
absorbing  areas  on  the  surface  of  the  cerebral 
hemispheres. 

the  surface  of  the  brain,  where  it  is  absorbed 
into  the  blood  stream.  (See  figure  1.)  Any 
obstruction  to  the  flow  of  cerebrospinal 
fluid  can  cause  increased  pressure  proximal 
to  that  point,  and  subsequent  dilatation  of 
the  ventricles.  The  small  aqueduct  of  Sylvius 
is  particularly  vulnerable  to  obstruction, 
with  resultant  dilatation  of  the  lateral  and 
third  ventricles. 

In  small  infants  an  increase  in  intracran- 
ial pressure  can,  to  some  extent,  be  compen- 
sated by  separation  of  the  cranial  sutures. 
In  older  children  and  adults,  increased  in- 
tracranial pressure  cannot  be  easily  relieved 
in  this  manner,  and  it  is  more  likely  to  re- 
sult in  an  acutely  severe  process.  Not  infre- 
quently, the  removal  of  cerebrospinal  fluid 
by  lumbar  puncture  in  such  cases  allows  the 
brain  stem  to  herniate  through  the  foramen 
magnum,  producing  an  acute  compression  of 
the  vital  centers  in  the  medulla. 

Case  Reports 
Two  unusual  cases  of  hydrocephalus,  each 
caused  by  obstruction  of  the  aqueduct  of  Syl- 
vius, are  to  be  described.  In  one  case,  hydro- 
cephalus developed  in  a  girl  12  years  old 
from  a  type  of  aqueductal  atresia  generally 
believed  to  occur  only  in  infants.  In  the  other 
case  the  aqueduct  of  an  infant  had  been  ob- 
structed by  a  large  cavernous  angioma. 


Case  i«2) 

A  12  year  old  girl  first  complained  of 
headaches  eight  days  before  her  admission 
to  a  hospital  in  another  city.  At  first 
her  headaches  were  relieved  by  aspirin,  but 
after  three  days  they  became  persistent  and 
were  associated  with  nausea  and  occasional 
vomiting.  At  the  time  of  hospitalization  the 
examination  of  the  optic  discs  was  said  to 
have  indicated  "increased  intracranial  pres- 
sure." The  tendon  reflexes  were  equal  except 
for  the  right  patellar  reflex,  which  was  di- 
minished. There  was  no  disturbance  of  sen- 
sation, and  the  remainder  of  the  physical 
examination  was  normal.  The  temperature 
was  normal.  Routine  laboratory  studies, 
which  included  a  determination  of  the  sedi- 
mentation rate  and  a  blood  Kahn  test,  were 
negative. 

A  lumbar  puncture  was  done.  The  initial 
pressure  was  300  mm.  of  water;  after  8  cc. 
of  fluid  was  removed,  the  pressure  was  90 
mm.  of  water.  The  fluid  contained  3  white 
cells,  2  monocytes,  and  1  polymorphonuclear 
cell  per  cubic  millimeter.  Its  sugar  content 
was  normal. 

About  thirty  minutes  after  the  lumbar 
puncture  was  performed,  the  patient's  head- 
ache appeared  to  be  definitely  diminished; 
however,  she  became  more  stuporous.  Eight 
hours  after  the  lumbar  puncture  her  respir- 
ations suddenly  became  depressed,  and  after 
a  brief  episode  of  coughing  she  stopped 
breathing. 

Autopsy  was  restricted  to  the  brain. 

Gross  fivdings:  The  brain  was  pale,  and 
its  gyri  were  flattened.  The  brain  was  sym- 
metrical, however,  and  there  was  no  evi- 
dence of  inflammation  of  the  meninges. 

After  fixation  of  the  brain  in  formalin, 
serial  coronal  sections  showed  symmetrical 
dilatation  of  the  ventricles  (fig.  2) .  Hori- 
zontal sections  of  the  brain  stem  demon- 
strated dilatation  of  the  aqueduct  of  Sylvius 
in  the  mesencephalon.  Below  this  point, 
however,  the  diameter  of  the  aqueduct  di- 
minished rapidly,  and  at  the  rostral  border 
of  the  pons  the  lumen  became  grossly  in- 
visible. The  fourth  ventricle,  medulla,  and 
cerebellum  were  normal. 

Microscopic  findings:  Notable  abnormali- 
ties were  limited  to  the  pontile  portion  of 
the  brain  stem.  In  this  area  the  aqueduct 

2.    We  are  indebted  to  D|-.  J.   S.   Holbrook  of  Statesville  for 
the  clinical  findings  in  this  case. 
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Fiff.  2  (Case  1).  Coronal  section.  The  lateral  ven- 
tricles are  greatly  dilated. 

consisted  of  numerous  tiny  channels,  incom- 
pletely lined  with  ependyma  (fig.  3).  Where 
ependyma  was  absent,  neuroglial  stains  ex- 
hibited an  excessive  gliosis ;  at  these  points 
mounds  of  glia  protruded  into  these  small 
channels,  further  reducing  their  lumina  (fig. 
4).  In  none  of  these  sections  was  there  any 
evidence  of  a  previous  inflammatory  pro- 
cess. 

Anatomic  diagnoses:  1.  Non-neoplastic 
atresia  of  the  aqueduct  ef  Sylvius 

2.  Internal  hydrocephalus 

Comment:  A  review  of  the  literature  indi- 
cates that  this  type  of  aqueductal  atresia 
manifests  itself  most  frequently  after  the 
age  of  1  year — a  point  not  generally  appre- 
ciated. 


In  1946  Globus  and  Bergman'-"  reviewed 
the  literature  on  this  subject  and  reported 
26  cases,  including  3  of  their  own,  in  which 
clinical  and  anatomic  studies  had  been  done. 
Since  then  8  additional  cases  have  been  re- 
ported'^', including  the  case  recorded  here. 
Of  this  total  of  34  cases,  only  11  occurred 
in  infants,  all  of  whom  were  under  1  month 
of  age.  The  remaining  23  cases  occurred  in 
patients  over  1  year  of  age,  and  16  in  pa- 
tients more  than  10  years  old. 

In  the  past  such  atresias  have  been  as- 
cribed to  previous  inflammatory  processes''", 
to  defective  development  of  the  brain  stem, 
or  to  local  neoplasm"".  Most  investigators 
have  believed  that  the  glial  proliferation 
found  in  this  condition  represented  a  reac- 
tion to  a  previous  inflammatory  process. 

Recently  there  have  been  recorded  obser- 
vations made  on  human  embryos  which  in- 
dicate that  such  cases  represent  congenital 
abnormalities'-'''.  As  the  embryo  develops, 
the  size  of  the  aqueduct  of  Sylvius  becomes 
smaller.  In  part,  this  diminution  is  caused 
by  the  development  of  adjacent  fiber  tracts. 

3.  (Mobus,  J.  H.  aud  Bertrmnn.  P.:  Atresia  ami  Stenosis  of 
the  Anucduct  of  Sylvius.  J.  Xeuropatli.  ami  Kxper.  Neurol. 
:.  ::iiL'-:»i3    (Oct.)    mui. 

1.  -rorkihlsei).  A.:  \cutrieulocisternostom>-.  Cslo.  ,1.  (;,  'ranum 
l-'nrla;.'.    HUT,    p.   113  aurl  arid.   p.   li. 

->.  (a)  J'arker.  H.  L.  and  Keniolian.  .1.  ^\'.:  Ste)irsi>.'  of  the 
Aciueduot  of  S^■lvius.  Arch.  Xeurol.  and  I'svchiat.  29  :33h- 
.■iiiii  (March)  1!13:!.  (h)  Scheinker,  I.  M.:  NeurosurKieal 
rath(>loK>'.    Sprinfifield,    Illinois,    C.    C.    Thotuas,    19 is,    pp. 

333-3  13. 

(i.    Slu-ldm.  "W.  D.,   Parker,  H.  L.  and   Kernohan.  ,1.  W.:   Oc- 

cliisinii    ol    the    A<iueduct    of    Sylvius,    .\rch.    Neurol,    and 

Psycliiat.   33:1  Is;l-U'iil    (June)    l!l3li. 
7.    Koliack,  H.  X.  and  Geistle,  M.  L.:  Conftenital  .-\tresia  and 

Stenosis    of    the    .Xcjueduct    of    Svlvius,    .Arch.    Neurol,    and 

l'-\Miiat.   3li:3lN-3|-.3    (Aui.)    10311. 


[■■•-■ 


.     •  ■< 


-v-w*s» 


J-..^- 


■^f^ 


■*.  •» 


f.<- .f  •t^y' 


'>'/LJ  '  '  '• 


,■'■'.  ^  •"  .•   • 

■,f.  >  .        /    .  •'• 


Fig.  3  (Case  1).  The  aqueduct  consists  of  several  Fig.   4    (Case   1).    Gliosis   at  a  point  denuded  of 

small,  ependyma  lined  channels.  ependyma. 
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A  further  reduction  in  size  occurs  at  the  point 
where  the  aqueduct  is  joined  by  an  embry- 
onic midbrain  vesicle  called  the  caudal  sac. 
This  junction  is  marked  by  symmetrical  bi- 
lateral elevations  in  the  floor  of  the  aqueduct. 
For  a  short  distance  beyond  these  ridges  the 
ependyma  is  absent,  and  beneath  these  de- 
nuded areas  collections  of  rapidly  differen- 
tiating round  cells  appear. 

Normally  these  embryonal  changes  are 
maximal  at  the  eighth  month,  after  which 
they  undergo  a  process  of  involution  usually 
completed  at  birth.  Under  abnormal  circum- 
stances the  round-cell  matrix  Avithin  the  de- 
nuded tissue  continues  to  proliferate.  For  a 
time,  the  lumen  of  the  aqueduct  may  be  ade- 
quate for  the  circulation  of  cerebrospinal 
fluid,  but  eventually  a  critical  point  is 
reached  after  which  clinical  hydrocephalus 
develops.  It  is  impossible  to  predict  the  age 
at  which  such  a  point  will  be  reached. 

Case  2 

This  17  month  old  child  developed  norm- 
ally until  one  month  before  admission  to  the 
North  Carolina  Baptist  Hospital.  By  the  age 
of  15  months  he  was  able  to  walk  and  talk. 
At  16  months  of  age,  however,  he  began  to 
fall  when  he  walked,  and  a  few  days  later 
he  refused  to  stand.  There  were  periods  when 
he  had  a  generalized  trembling  and  appeared 
to  be  in  pain.  There  were  no  convulsive  seiz- 
ures. 

Physical  examination  showed  the  head  to 
be  enlarged  and  the  anterior  fontanel  tense. 
There  was  a  moderate  degree  of  papilledema. 
The  child  held  himself  rigidly  in  extension 
when  any  attempt  was  made  to  place  him  on 
his  feet.  Tendon  reflexes  were  hyperactive, 
and  the  Babinski  responses  were  positive. 

Examination  of  the  blood  and  urine  was 
negative,  as  were  roentgenograms  of  the 
chest  and  long  bones.  Films  of  the  skull 
showed  separation  of  the  cranial  sutures.  A 
ventriculogram  disclosed  symmetrical  dilata- 
tion of  the  lateral  ventricles  and  absence  of 
air  in  the  fourth  ventricle.  It  was  felt  that 
the  patient  was  suffering  from  an  obstruc- 
tion of  the  aqueduct  of  Sylvius,  and  a  ven- 
triculocisternostomy was  done,  a  soft  rubber 
catheter  being  led  from  the  lateral  ventricle 
to  the  cisterna  magna.  The  patient  had  a 
stormy  postoperative  course,  but  showed 
gradual  improvement  and  began  to  take  feed- 
ings by  mouth.  The  intracranial  pressure  was 


a])parently  relieved,  since  the  fontanel  was 
no  longer  tense.  One  month  after  operation, 
however,  the  patient  died  suddenly,  appar- 
ently having  vomited  shortly  before  death. 

Autopsy  was  restricted  to  the  head. 

Gross  findings:  The  ventriculocisternosto- 
my was  patent  throughout.  After  fixation  of 
the  brain  in  formalin,  coronal  sections 
showed  a  great  dilatation  of  the  lateral  and 
third  ventricles,  and  a  large  perforation  of 
the  septum  pellucidum.  Horizontal  sections 
through  the  brain  stem  disclosed  a  large  ves- 
sel located  immediately  adjacent  to  the  aque- 
duct of  Sylvius.  In  the  mesencephalon  this 
vessel  lay  against  the  left  wall  of  the  aque- 
duct, but  it  assumed  a  more  dorsal  position 
in  the  region  of  the  pons,  and  at  the  level  of 
the  medulla  it  seemed  to  merge  into  the  re- 
gion of  the  choroid  plexus.  The  diameter  of 
this  vessel  was  approximately  equal  to  that 
of  the  aqueduct,  which  was  itself  of  normal 
size.  No  other  abnormality  was  found.  This 
unusual  vessel  originated  apparently  from 
a  collection  of  vessels  in  the  interpeduncular 
space,  pierced  the  left  cerebral  peduncle,  and 
turned  caudally  to  take  up  its  position  adja- 
cent to  the  aqueduct. 

Microscopic  findinrjs:  The  vessel  consisted 
of  an  endothelium-lined  channel  enveloped 
by  a  tissue  sheath  which  appeared  to  be  elas- 
fica  when  special  stains  were  used.  The  rela- 
tionship of  the  vessels  to  the  aqueduct  is 
shown  in  figure  5. 
Anatomic  diagnoses:  1.  Cavernous  angioma. 

2.  Internal  hydrocephalus. 
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Fig.  .5   (Case  2).  The  aqueduct  is  separated  from 
the  blood-filled   angioma   by  a  thin  laver  of  tissue. 
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Co)i>. incut:  A  severe  degree  of  aqueduc- 
tal  occlusion  must  have  been  produced  by 
this  subependymal  vessel  during  life.  It  was 
felt  that  this  vessel  carried  arterial  blood, 
and  the  arterial  pressure  is  considerably 
above  that  of  the  cerebrospinal  fluid  under 
normal  circumstances. 

Except  for  the  arterial  aneurysms,  con- 
genital vascular  malformations  within  the 
skull  are  found  most  often  on  the  surface  of 
the  brain,  infrequently  within  the  substance 
of  the  brain.  The  only  vascular  malformation 
commonly  found  in  the  brain  stem  is  the  so- 
called  telangiectasis  or  capillary  angioma'*\ 
although  true  tumors  (hemangioblastomas) 
occasionally  arise  in  the  pons'^\  Only  2  cases 
of  obstructive  hydrocephalus  caused  by  an- 
giomatous malformations  in  the  periaqueduc- 
tal tissue  have  been  reported""'. 

The  source  of  these  congenital  vascular 
malformations  can  be  traced  to  the  pattern 
of  vascular  growth  in  the  embryo'"'.  A  vas- 
cular reticulum  appears  first  about  the  base 
of  the  brain,  and  spreads  upward  over  the 
surface  of  the  embryonic  cerebral  vesicles. 
Normally,  by  the  gradual  formation  of 
shunts  and  the  involution  of  other  vessels, 
the  adult  configuration  is  reached.  Abnormal 
variations  in  the  pattern  of  vascularization 
can  be  clearly  envisioned  when  the  malform- 
ation is  superficial,  but  we  know  less  about 
the  process  by  which  the  deep  structures  of 
the  brain  are  vascularized.  It  may  be  as- 
sumed, however,  that  deep  vascular  anoma- 
lies would  be  formed  in  a  manner  similar  to 
the  development  of  those  occurring  on  the 
surface  of  the  brain. 

Sumvrarii 

We  have  described  2  cases  of  internal  hy- 
drocephalus, each  caused  by  an  unusual  le- 
sion obstructing  the  aqueduct  of  Sylvius. 

In  the  first  case  the  obstruction  was  due 
to  atresia  of  the  aqueduct  in  a  12  year  old 
girl.  This  lesion  was  not  suspected,  since  it 
is  generally  believed  to  occur  only  in  young 
infants.  A  review  of  the  literature,  however, 

8.  (a)  Globus,  J.  H..  Kuhlenbeck,  H.  .ind  Weller,  D.:  Tumors 
of  ihe  Aqueduct  of  S\ivius.  J.  Neuropath,  and  Expcr. 
Neurol.  1:207-22.1  ('Anril)  1942.  (b)  Michael.  J.  C.  and 
Levin.  P.  M. ;  Multiple  Telangriectases  of  the  Brain,  Arch, 
Neurol,    and    Psychiat.    3f):.il5-,?2s    fSept,)    1936, 

9.  Levin,  P.  ^L :  Multiple  Hereditar>'  Hemangioblastomas 
of  the  NeiTous  Sv&tem,  Arch,  Neurol,  and  Psvchiat.  .36: 
3St-39I    (•Auff.1    1936. 

in.    Graf,   C. :   Angiomatous  Malformations  of  Sylvian  Aqueduct, 

with  Remarks  on  Management  of  .'\queductal  Obstruction. 

,1.  Neuropath,   and   Exper,   Neurol,   ,'i:43-.i3    Man.l    1946. 
11.    Streeter.    G.    L,:    Th»    Developmental    Alterations    in    the 

Vascular    Svstem    of    the    Brain    of    the    Human    Embr^'o. 

Caniesrie  Publ.:   Contrih.  Embrvol.   8:1-38,  1918. 


indicates  that  atresia  of  the  aqueduct  is 
found  more  commonly  after  1  year  of  age, 
and  almost  half  of  the  reported  cases  oc- 
curred in  patients  over  10  years  old. 

In  the  second  case  the  aqueduct  was  ob- 
structed by  a  cavernous  angioma  in  an  in- 
fant 17  months  old.  Cavernous  angiomas  are 
rarely  found  in  the  brain  stem,  only  2  cases 
having  been  previously  reported. 


SPINAL    SUBARACHNOID-URETERAL 

ANASTOMOSIS  FOR  COMMUNICATING 

CONGENITAL  HYDROCEPHALUS 

Barnes  Woodhall,  M.D. 
Durham 

The  neurosurgical  treatment  of  congenital 
hydrocephalus  has  been  dependent  upon 
technical  measures  designed  either  to  short- 
circuit  the  obstructed  cerebrospinal  fluid  or 
to  diminish  its  production.  These  procedures 
are  in  turn  related  to  the  several  pathologic 
features  of  this  distressing  condition  which 
allow  cases  to  be  classified  clinically  as  non- 
communicating  or  communicating  in  type. 

Differentiation   of  Comnunncating  and 
Non-Coynnumicatinq  Hydrocephahis 

The  injection  of  neutral  phenolsulfonphtha- 
lein  dye  in  the  lateral  ventricle  allows  a  clin- 
ical differentiation  between  non-communi- 
catin.o-  and  communicating  types  of  hydro- 
cephalus. If  no  dye  appears  in  the  spinal  sub- 
arachnoid space,  a  non-communicating  hy- 
drocephalus is  present.  If  dye  appears  from 
ten  to  thirty  minutes  after  in.i'ection,  a  com- 
municating type  of  hydroce))halus,  due  to  a 
defect  or  block  in  the  absorbing  mechanism 
in  the  subarachnoid  space,  is  present.  Failure 
of  the  dye  to  appear  in  the  urine  in  normal 
amounts  is  suggestive  of  such  a  lesion.  Nor- 
mal excretion  values  are  in  the  neighborhood 
of  40  per  cent  in  the  first  two  hours,  60 
per  cent  in  four  hours,  and  80  to  90  per  cent 
in  twelve  hours.  Excretion  values  in  com- 
municating hydrocephalus  are  in  the  range 
of  2-3  per  cent,  7-10  per  cent  and  20-25  per 
cent  at  these  time  periods. 

Treatment  of  Non-Communicating 
Congenital  Hydrocephalus 
In  non-communicating   congenital  hydro- 
cephalus, the  obstruction  to  the  flow  of  cere- 


From  the  Neurosurgical  Division  of  the  Duke  Hospital  and 
Medical  School,  Durham,  North  Carolina, 

Read  before  the  Section  on  Pediatrics,  Medical  Society  of 
the  State  of  North  Carolina,  Pinehurst.  May  10.  1949. 
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brospinal  fluid  occurs  in  the  aqueduct  of 
Sylvius,  in  the  fourth  ventricle,  at  the  lateral 
foramina  of  Luschka,  or  at  the  foramen  of 
Magendie.  A  variety  of  pathologic  lesions  are 
found,  including  congenital  atresia  of  the 
aqueduct  of  Sylvius,  maldevelopment  or  cica- 
tricial occlusion  of  the  subarachnoid  fora- 
mina, and,  in  rare  cases,  neoplastic  growth. 
Direct  surgical  attack  upon  these  lesions  in 
the  first  month  of  life  by  cerebellar  explora- 
tion has  been  proven  to  be  of  little  avail  by 
the  pioneering  students  of  this  subject.  Dan- 
dy subsequently  devised  third  ventriculos- 
tomy for  the  relief  of  this  type  of  hydroce- 
phalus"', providing  a  stoma  between  the  ob- 
structed ventricular  system  and  the  cisternae 
interpeduncularis  and  chiasmatis.  The  proce- 
dure has  not  been  uniformly  successful. 

In  1939,  Torkildsen'-'  reported  a  method 
for  relieving  ventricular  obstruction  in 
adults  caused  by  tumors  of  the  third  ventri- 
cle and  aqueduct  of  Sylvius.  A  rubber  cathe- 
ter was  passed  from  a  dilated  lateral  ven- 
tricle, through  a  posterior  parietal  skull  open- 
ing, beneath  the  scalp  and  through  a  sepa- 
rate operative  exposure  into  the  subarach- 
noid space  of  the  foramen  magnum.  The 
efficacy  of  this  method  in  such  cases  has 
been  fully  established. 

Improvements  in  operative  techniques  and 
supportive  methods,  and  the  introduction  of 
polyethylene  tubing  of  fine  caliber  have 
made  possible  the  use  of  this  surgical  prin- 
ciple in  the  treatment  of  non-communicating 
hydrocephalus  in  infants.  A  case  which  was 
treated  in  this  manner  is  reported  briefly  in 
order  to  demonstrate  the  general  problems 
of  congenital  hydrocephalus. 

A  white  female  infant  of  2  months  was  admitted 
to  Duke  Hospital  with  a  story  of  rapid  increase  irt 
the  size  of  the  head  over  tlie  preceding  two  weeks, 
"=-oci.-itpH  with  Q-eneral  ivritabilitv  and  poor  feeding. 
The  classical  findings  of  congenital  hydrocephalus 
were  present,  the  circumference  of  the  head  meas- 
uring 45  em.  Bilateral  subdural  taps  were  negative. 
Ventricular  fluid  was  encountered  at  a  depth  of  1.0 
cm.  on  the  left  and  2.0  cm.  on  the  right  side.  One 
cubic  centimeter  of  neutral  phenolsulfonphthalein 
dye  was  introduced,  and  no  dye  was  obtained  one 
hour  later  at  lumbar  puncture. 

Bilateral  cauterization  of  the  choroid  plexus  was 
performed  by  the  closed  method  (a  procedure  not 
yet  discussed  in  this  paper),  and  at  discharge,  one 
month  later,  the  fontanels  were  soft  and  the  cir- 
cumference of  the  head  had  not  increased.  By  the 
age  of  8  months,  however,  the  head  circumference 

1.  Dandy,  W.  E. :  An  Operative  Procedure  for  Hydrocephalus, 
Bull.   Johns  Hopkins   Hosn.    3.3:lS9-inn    (M.TV)    1022. 

2.  Torkildsen.  A.:  A  \ew  Palliative  Operation  in  Cases  of 
Inoperable  Occlusion  of  the  Sylvian  .-Vqueduct,  Acta.  chir. 
Scandinav.   S2:Iir-12.9,   193P. 


had  increased  to  57  cm.  At  that  time,  staged  bilateral 
subtemporal  craniotomies  were  performed;  the  cho- 
roid plexuses  of  the  lateral  ventricles  were  found 
to  be  destroyed,  and  a  third  ventriculostomy  was  per- 
formed. Four  months  later  the  head  circumference 
had  increased  to  60  cm.  and  the  anterior  fontanel 
was  again  tense.  A  Torkildsen  procedure  was  then 
carried  out,  the  caudal  end  of  the  polyethylene  tube 
being  placed  beneath  the  arachnoid  at  the  level  of 
the  first  cervical  segment.  The  child  has  remained 
well,  and  at  the  age  of  18  months  the  head  circum- 
ference measures  G1.5  cm.  and  the  anterior  fontanel 
is  slowly  closing. 

Treatment  of  Communicating  Hydrocephahis 
In  communicating  hydrocephalus,  the  op- 
eration of  choice  has  been  that  of  choroid 
plexectomy,  reported  by  Dandy  in  1918'^'. 
Various  techniques  have  been  used  for  this 
procedure,  which  has  been  employed  in  both 
forms  of  hydrocephalus.  It  is  open  to  the  cri- 
ticism that  the  entire  secreting  area  cannot 
be  removed,  since  plexus  tissue  is  present 
throughout  the  ventricular  system.  Heile'*' 
introduced  a  fresh  approach  to  the  therapy 
of  communicating  hydrocephalus  by  anasto- 
mosing the  ureter  to  the  spinal  subarachnoid 
space.  This  operation  was  tested  repeatedly, 
and  good  results  were  defeated  by  meningi- 
tis due  to  ascending  infection,  and  by  cicatri- 
cial stenosis  of  the  ureterosubarachnoid  an- 
astomosis. Many  attempts  have  been  made  in 
experimental  animals  and  in  human  patients 
to  provide  an  accessory  area  of  absorption  in 
other  parts  of  the  body,  including  subcuta- 
neous tissue,  thoracic  and  peritoneal  cavities, 
the  thoracic  duct,  the  intestines,  and  the  ven- 
ous system.  None  have  proved  successful. 

A  further  opportunity  to  test  the  Heile  operation 
was  afforded  fifteen  months  ago  by  the  admission 
to  Duke  Hospital  of  an  8  year  old  colored  girl  with 
post-traumatic  pyogenic  meningitis.  A  bifrontal 
craniotomy  was  necessary  to  resect  fracture  frag- 
ments of  the  frontal  sinus  and  to  repair  a  massive 
dural  defect.  The  meningitis  cleared  under  intrathe- 
cal penicillin  therapy,  and  nineteen  days  after  crani- 
otomy she  appeared  well,  .^t  this  time,  however,  the 
frontal  skull  defect  began  to  protrude.  Subsequent 
studies,  including  dye  absorption  tests  and  cerebellar 
craniotomy,  disclosed  the  presence  of  a  diffuse  oblit- 
eration of  the  subarachnoid  space,  with  a  resulting 
communicating  hydrocephalus.  Dr.  Donald  Matson, 
resident  in  neurosurgery,  suggested  the  application 
of  the  Heile  operation,  modified  by  the  use  of  a 
polyethylene  tube  as  the  anastomotic  channel  be- 
tween the  ureter  and  the  spinal  subarachnoid  space. 
Bv  means  of  this  modification.  Dr.  Matson  hoped  to 
eliminate  ascending  infection  and  any  possibility  of 
cicatrical  anastomosis.  This  child  has  remained  well 

.3.    Dandv.   TV.   E. :  Extiniation   of  the  Choroid  Plexus  of  the 

Lateral  T^entricle   in   Coninuinioatin?  Hydrocephalus,    .Ann. 

.'J'lrn-.   6S:.'ii)!)-.i70    CDec.)    lois. 
4.    HeiV:  Ueher  ni^ue  op'^rnt've  TVece  7iir  Druckenlastuns:  hei 

an?pborenem  Hydroeephalus   (Treter-Duraanastomose),  Zen- 
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for  fifteen  months,  and   the  operative  details  have 
been  published''". 

The  possibility  of  applying  this  modified 
procedure  to  infants  with  congenital  com- 
municating hydrocephalus  seemed  to  depend 
upon  the  solution  of  two  major  problems: 
(1)  that  of  supporting  an  infant  through 
a  major  operative  undertaking,  and  (2)  that 
of  meeting  relatively  unknown  postoperative 
hazards  stemming  from  a  rapid  reduction 
of  intracranial  pressure  and  from  loss  of 
electrolytes. 

On  November  1,  1948,  a  5  month  old  hydrocephalic 
male  infant  was  referred  to  Duke  Hospital  by  Dr. 
H.  B.  Grant  of  Rocky  Mount.  An  abnormal  increase 
in  the  size  of  the  head  had  been  recognized  at  the 
age  of  3  months  and  since  that  time  the  child  had 
been  fretful  and  had  had  increasing-  difficulty  in 
maintaining  normal  posture.  Upon  admission  to 
Duke  Hospital  the  head  measured  53  cm.  in  circum- 
ference and  the  fontanels  were  open  and  tense.  Bi- 
lateral subdural  puncture  was  negative.  Ventricular 
puncture  encountered  clear  fluid  at  a  depth  of  2  cm. 
Injected  dye  was  promptly  recovered  in  the  spinal 
subarachnoid  space,  and  only  33  per  cent  of  the  dye 
was  excreted  in  the  urine  during  the  next  twenty- 
four  hours — findings  compatible  with  the  diagnosis 
of  a  communicating  type  of  hydrocephalus.  Intra- 
venous urograms  were  essentially  normal,  showing 
the  left  kidney  resting  higher  than  the  right. 

To  insure  adequate  fluid  intake  and  blood  replace- 
ment during'  the  operation,  phlebotomy  was  done 
on  the  evening  before  operation  and  a  polyethylene 
cannula  was  introduced  in  an  ankle  vein'"'.  On  the 
following  day,  after  the  usual  preparation,  a  left 
nephrectomy  incision  was  made  by  Dr.  John  Dees, 
and  the  left  kidney  was  readily  mobilized.  Its  vas- 
cular supply  was  clamped  doubly,  divided,  and  su- 
tured doubly.  The  pelvis  of  the  kidney  was  then 
dissected  and  the  ureter  divided  high  in  the  pelvis, 
leaving  a  flare  of  pelvic  tissue  at  the  top  of  the 
ureter  itself. 

This  incision  was  then  packed  gently  and  pro- 
tected, and  a  midline  laminectomy  incision,  centered 
ovor  the  third  lumliar  spinous  process,  was  made.  A 
bilateral  subperiosteal  muscle  dissection  was  done, 
and  the  spinous  processes  and  laminal  arches  of  the 
second  and  third  lumbar  vertebrae  were  resected. 
A  polyethylene  tube  had  previously  be^n  fitted  into 
the  ureter,  where  it  seemed  to  fit  snugly.  This  same 
polyethylene  tube  was  then  inserted  through  a  small 
nick  in  the  dura  and  arachnoid.  Small  holes  had 
been  made  in  the  sides  of  the  tube  close  to  the  end, 
and  it  was  passed  for  a  distance  of  3  cm.  distally. 
A  small  groove  was  placed  at  the  side  of  the  tube 
aiid  it  was  fixed  through  the  dura  by  a  fine  black 
silk  suture,  the  groove  being  used  to  prevent  any 
movement  of  the  tube.  The  remaining  portion  of 
the  dura  was  closed  with  interrupted  fine  black  silk 
sutures. 

An  obturator  was  then  passed  through  the  para- 
vertebral musculature,  from  a  point  just  above  the 
transverse   process   of   the   second  lumbar   vertebia 

.i.  Maf.^on.  D.  D. :  .V  New  Operation  for  tlie  Tr>atm.>iit  nf 
Lnmmunicatini  Hydnireplialus :  Report  of  a  Ca.<e  Sefori'l- 
ary  to  Generaliried  Meningitis,  J.  Xeuiosurs  il"'3s-"(- 
(Mav)   in-19. 

n.  Alexander.  E.,  ,Tr.,  Small,  W.  and  Campbell.  .T.  B. :  \ 
Dependable  Method  for  Constant  Intravenous  Th?rmv  in 
Inf;inls  L'sins  Polyetliylene  Tubinir,  ,\nn.  Surf.  127:i2r>- 
12111    (June)    nils. 
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Fig.  1.  Operative  sketch  showing  the  poly- 
ethylene tul?e  serving  as  an  anastomosis  bet^veen 
(he  spinal  subarachnoid  space  and  the  ureter 
in  rommunicating  hydrocephalus  of  infancy. 
(iVIodified  from  Matson'"''). 

into  the  extraperitoneal  space  adjacent  to  the  divided 
ureter.  The  polyethylene  tube  was  passed  through 
this  obturator,  and  the  other  end  of  the  tube  was 
adjusted  so  that  it  could  pass  into  the  ureter  for  a 
distance  of  approximately  6  cm.  in  a  curved  fashion. 
The  fringe  of  pelvic  tissue  about  the  top  of  the 
ureter  was  sutured  to  the  fascia  of  the  paraverte- 
bral muscles.  The  tube  was  not  fixed  to  the  ureter 
by  any  other  method.  The  laminectomy  incision  was 
then  closed  with  interrupted  medium  black  silk  su- 
tures in  the  muscle  structures  and  with  fine  silk 
sutures  through  the  subcutaneous  tissue  and  skin. 
The  kidney  incision  was  closed  by  Dr.  Dees  by  his 
usual   technique. 

At  the  completion  of  this  procedure  there  was  a 
considerable  fall  in  intracranial  pressure,  as  evinced 
by  a  collapsed  fontanel.  No  complications  arose  dur- 
ing the  procedure,  which  lasted  one  hour  and  forty- 
five  minutes. 

The  child's  convalescence  was  smooth  for  twenty- 
four  hours.  At  this  time,  there  was  dramatic  evi- 
dence of  a  rapid  increase  in  intracranial  pressure. 
The  fontanel  became  taut,  respirations  became  ir- 
regular, and  bilateral  muscle  spasticity  developed. 
Following  ventricular  puncture  these  symptoms 
gradually  receded.  Because  of  the  potential  loss  of 
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electrolytes  daily  infusions  of  glucose  in  normal  sa- 
line solution  were  given,  but  no  exact  studies  were 
made.  The  child  was  discharged  on  December  17, 
1948. 

On  January  15,  1949,  the  head  circumference  meas- 
ured 50.5  cm.  and  the  anterior  fontanel  was  soft 
and  depressed.  The  child  was  hungry,  and  his  par- 
ents reported  a  steady  weight  gain.  There  were  no 
abnormal  neurologic  findings.  On  January  .30,  at 
home,  the  child  began  vomiting,  became  stuporous, 
and  died  after  a  brief  illness  of  twenty-four  hours. 
No  autopsy  studies  were  possible.  The  terminal  epi- 
sode may  have  been  related  to  an  obstruction  in  the 
distal  segment  of  the  anastomotic  tube. 

Summarij 
Two  relatively  new  modifications  of  oper- 
ations designed  to  control  hydrocephalus 
have  been  applied  to  congenital  hydrocepha- 
lus. These  modifications,  which  appear  as 
promising  additions  to  an  otherwise  unsatis- 
factory therapeutic  armamentarium,  have 
been  evolved  in  large  part  from  the  introduc- 
tion of  an  inert  plastic  tubing  (polyethyl- 
ene), of  antibiotics,  and  of  modern  methods 
of  supportive  therapy  at  the  time  of  opera- 
tion. A  careful  selection  of  patients  and  an 
intensive  study  of  the  postoperative  courses 
of  these  infants  are  necessary  for  further 
progress  in  this  technical  field. 

Author's  Note:  Since  the  presentation  of  this  pa- 
per, the  procedure  of  spinal  subarachnoid-ureteral 
anastomosis  has  been  carried  out  in  4  infants  under 
10  months  of  age.  Three  of  these  infants  have  sur- 
vived and  have  progressed  satisfactorily  in  all  re- 
spects. Sodium  depletion  appears  to  have  been  the 
cause  of  death  in  the  first  two  infants  of  this  series. 

Discussion 

Dr  Kben  .\lexander  (Winston-Salem):  This  paper 
has  been  a  thrill  to  me.  The  final  performiince 
of  this  operation  represents  the  application  of  a 
tremendous  amount  of  animal  experimentation  to 
human  patients.  Most  of  the  work  done  on  the  prob- 
lem of  hydrocephalus  has  served  to  emphasize  pro- 
cedures that  should  not  be  used.  It  is  gratifying, 
therefore,  to  see  such  a  satisfactory  result  as  is 
demonstrated  here.  Many  have  felt  that  if  the  pa- 
tient with  communicating  hydrocephalus  can  be 
carried  past  the  first  year  or  two  of  life,  the  process 
itself  may  be  arrested.  This  operation  may  carry 
such  children  through  that  period,  and  may  indeed 
succeed  in  draining  cerebrospinal  fluid  indefinitely. 


One  of  the  most  significant  recent  advances  of  the 

improved  tuberculosis  case-finding  procedure  is  the 
program  to  give  a  routine  chest  film  to  all  hospital 
admissions.  As  people  enter  hospitals  for  reasons  of 
illness,  a  higher  incidence  of  tuberculosis  than  that 
found  in  the  general  population  may  be  expected. 
The  U.  S.  Public  Health  Service  reports  this  to  be 
twice  as  much.  Approximately  10  per  cent  of  the 
general  population  are  annually  admitted  to  public 
hospitals.  This  large,  easily  accessible  group  offers 
an  ideal  opportunity  for  the  discovery  of  unsus- 
pected tuberculosis.— S.  A.  Holling,  M.D.,  Canad.  J. 
Pub.  Health,  Jan,,  1949, 


TREATMENT  OF  TUBERCULOSIS  OF 
THE  LARYNX  WITH  STREPTOMYCIN 

Edwin  James  Chapman,  M,D.* 
asheville 

Laryngeal  involvement  has  always  been 
a  dread  complication  of  pulmonary  tuber- 
culosis. In  the  last  few  years,  however,  .strep- 
tomycin has  proved  to  be  efficacious  in  heal- 
ing many  of  the  extensive  tuberculous  lesions 
of  the  larynx  which  formerly  were  classified 
as  hopeless. 

Since  November,  1946,  I  have  ti-eated  18 
cases  of  laryngeal  tuberculosis  with  strepto- 
mycin, either  in  my  private  practice  or  at 
the  Western  North  Carolina  Sanatorium.  All 
except  two  of  these  patients  had  far  ad- 
vanced pulmonary  tuberculosis,  and  their 
prognosis,  from  the  standpoint  of  the  lung 
involvement,  was  considered  as  either  poor, 
desperate,  or  hopeless.  The  other  two  cases 
were  classified  as  moderately  advanced. 

Case  Reports 
Case  1 

This  42  year  old  man  was  admitted  to  the 
sanatorium  in  November,  1946,  with  moder- 
ately advanced  bilateral  pulmonary  tubercu- 
losis. He  had  had  a  tooth  extracted  about 
six  weeks  prior  to  admission,  and  the  wound 
had  failed  to  heal.  After  three  weeks,  ulcer- 
ations spread  rapidly  over  the  hard  and  soft 
palate,  A  biopsy  from  the  dental  wound 
showed  it  to  be  infected  with  tubercle  bacilli, 
and  subsequent  chest  x-rays  and  sputum  ex- 
aminations revealed  tuberculous  involvement 
of  both  lungs. 

On  admission  the  ulcerations  already  de- 
scribed had  extended  over  the  entire  palate 
and  involved  both  tonsils.  Laryngeal  exami- 
nation showed  a  large  superficial  ulceration 
on  the  posterior  surface  of  the  epiglottis, 
together  with  marked  edema;  edema  ex- 
tended to  the  left,  involving  the  aryepiglottic 
fold  and  the  left  arytenoid  cartilage.  The  vo- 
cal cords  were  not  involved. 

Pneumoperitoneum  was  begun,  and  the 
patient  was  given  streptomycin,  3  Gm.  daily, 
administered  in  eight  equal  doses.  The  ulcer- 
ations of  the  mouth  and  throat  began  to  im- 
prove almo.st  immediately,  and  at  the  end  of 
one  month  the   only  laryngeal   abnormality 
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noted  was  some  thickening  on  the  left  margin 
of  the  epiglottis.  At  the  end  of  three  months 
the  larynx  was  normal  except  for  scar  tissue, 
which  pulled  the  epiglottis  far  to  the  left  of 
the  midline.  The  pulmonary  lesion  had 
cleared  sufficiently  to  warrant  the  discon- 
tinuation of  the  pneumoperitoneum,  and  the 
dosage  of  streptomycin  was  cut  to  V  ■}  Gm. 
a  day. 

This  man  received  a  total  of  221  Gm.  of 
streptomycin  over  a  period  of  six  months. 
He  never  presented  symptoms  of  eighth 
nerve  involvement,  and  made  a  miraculous 
recovery.  He  has  remained  well  up  to  the 
present  day,  and  his  sputum  has  been  nega- 
tive for  more  than  two  years. 

Case  2 

A  woman  of  47  was  admitted  to  a  private 
sanatorium  in  1941,  with  moderately  ad- 
vanced pulmonary  tuberculosis.  After  ap- 
proximately five  years  she  was  discharged 
as  an  arrested  case.  During  her  stay  in  the 
sanatorium  she  had  several  laryngeal  lesions 
which  responded  to  cauterization.  On  March 
24,  1947,  she  returned  with  swelling  of  the 
posterior  end  of  the  left  vocal  cord  and  an 
active  ulceration  in  the  posterior  commis- 
sure. The  sputum  was  positive,  but  the  roent- 
genograms did  not  show  any  recent  changes 
to  indicate  pulmonary  activity. 

She  was  again  hospitalized  and  given  2 
Gm.  of  streptomycin  daily  (divided  into 
eight  doses)  for  a  period  of  forty-seven  days. 
The  medication  had  to  be  stopped  at  the  end 
of  ten  days  because  of  an  acute  allergic  re- 
action, but  was  started  again  as  soon  as  the 
rash  and  fever  had  subsided.  This  woman 
had  considerable  vestibular  disturbance,  but 
no  loss  of  hearing.  Her  hemoglobin  dropped 
to  62  per  cent. 

The  laryngeal  lesion  healed  completely 
within  eight  weeks,  but  scarring  caused  a 
fixation  of  the  left  vocal  cord  in  the  midline. 
Her  sputum  has  been  negative  since  this 
time,  and  the  vestibular  disturbance  has 
largely  disappeared.  Her  hemoglobin  re- 
turned to  normal  limits  shortly  after  the 
drug  ^^■as  discontinued. 

Case  3 

This  28  year  old  woman  had  not  been  feel- 
ing well  for  a  year  or  more  when  her  physi- 
cian advised  her  to  have  a  tonsillectomy. 
Within  two  weeks  after  this  operation  was 
performed,  a  superficial  ulceration  had 
spread  from  both  tonsillar  fossae  up  onto  the 
soft  pf.late,  almost  meeting  in  the  midline. 


Four  weeks  after  tonsillectomy  her  sputum 
was  found  to  be  positive  for  tubercle  bacilli. 
Two  v.-eeks  later  she  was  sent  to  the  sana- 
torium. 

By  this  time  she  had  become  hoarse,  and 
laryngeal  examination  showed  marked  ede- 
ma of  both  aiytenoid  cartilages,  with  indura- 
tion and  thickening  of  both  vocal  cords.  The 
entire  soft  palate  was  covered  with  a  typical 
tuberculous  ulceration  which  had  also  ex- 
tended onto  the  posterior  pharyngeal  wall. 
Before  the  days  of  streptomycin  this  case 
would  have  been  considered  hopeless. 

Streptomycin  was  started  on  March  20, 
1948,  and  was  continued  for  ninety  days  in 
daily  doses  of  1  Gm.  She  was  also  put  on 
strict  voice  rest.  Within  a  month  the  only 
remaining  evidence  of  the  throat  infection 
was  some  thickening  and  edema  of  the  aryte- 
noids and  vocal  cords.  After  eight  weeks  the 
laryngeal  involvement  had  completely  dis- 
appeared. 

This  patient's  pulmonary  lesion  has  im- 
proved to  a  marked  degree,  but  she  still  has 
a  positive  sputum. 

Cose  .'/. 

This  woman,  aged  57,  was  first  seen  in 
June,  1948,  just  two  months  after  the  onset 
of  larvngeal  symptoms.  Mirror  laryngoscopy 
revealed  a  large  tuberculous  ulcer  in  the  pos- 
terior commissure,  which  extended  laterally 
far  enough  to  involve  the  posterior  ends  of 
both  vocal  cords.  The  remainder  of  both 
cords  were  thickened  and  indurated.  Both 
arytenoids  were  pale  and  edematous.  The 
upper  central  margin  of  the  epiglottis  was 
irregular  and  showed  some  loss  of  cartilagin- 
ous tissue,  but  at  this  time  it  was  covered 
with  scar  tissue,  indicating  a  healed  lesion. 

The  patient  was  put  on  strict  voice  rest 
and  given  1  Gm.  of  streptomycin  daily  for  a 
period  of  six  weeks.  At  the  end  of  four  weeks 
a  small  ulceration  was  still  present  in  the 
posterior  commissure,  both  vocal  cords  were 
thickened,  and  slight  edema  of  both  aryte- 
noids was  present.  After  eight  weeks  the 
ulcer  had  completely  disappeared  and  both 
vocal  cords  and  arytenoids  appeared  normal, 
although  there  was  still  some  induration  in 
the  posterior  commissure.  Three  months 
after  steptomycin  therapy  was  started,  the 
left  vocal  cord  began  to  show  some  limitation 
of  motion.  At  the  end  of  another  month,  the 
left  vocal  cord  was  fixed  in  the  midline  and 
the  arj-ienoid  cartilage  was  no  longer  freely 
movable.  A  definite  web  formation  extended 
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from  the  left  arytenoid  around  into  the  pos- 
terior commissure. 

At  the  present  time  this  patient  has  a 
serviceable  voice  and  continues  to  show 
steady  improvement  in  her  pulmonary  con- 
dition. Her  sputum  is  negative. 

Case  5 

A  48  year  old  man  was  admitted  to  the 
sanatorium  on  December  20,  1947,  in  des- 
perate condition.  The  first  laryngeal  exami- 
nation disclosed  an  extensive  laryngeal 
tuberculosis  involving  the  epiglottis  and  both 
arytenoids  and  aryepiglottic  folds.  Strepto- 
mycin, 1  Gm.  daily,  was  started  immediately 
after  admission  and  continued  for  ten  weeks. 
At  the  end  of  this  time  the  only  remaining 
abnormality  noted  in  the  larynx  was  a  pale 
edematous  swelling  involving  both  aryte- 
noids. One  month  later  a  small  ulceration 
appeared  in  the  posterior  commissure  and 
was  cauterized  with  the  electric  cautery.  The 
laryngeal  infection  then  cleared  up  without 
further  streptomycin  therapy. 

This  man  has  shown  marked  improvement 
in  his  pulmonary  condition,  but  still  has  a 
positive  sputum. 

Case  6 

A  woman  of  23  was  admitted  to  the  West- 
ern North  Carolina  Sanatorium  in  desperate 
condition.  She  had  begun  having  laryngeal 
symptoms  six  months  earlier  —  in  April, 
1947.  Laryngeal  examination  showed  a  large 
ulcer  on  the  posterior  and  central  surface  of 
the  epiglottis  which  extended  upward,  in- 
volving the  central  margin.  This  was  healed 
with  the  use  of  the  electric  cautery,  but  there 
resulted  considerable  loss  of  cartilaginous 
tissue.  On  February  25,  1948,  a  recurrent 
lesion  suddenly  developed  on  the  right  upper 
margin  of  the  epiglottis,  along  with  an  ex- 
tensive ulceration  in  the  posterior  commis- 
sure and  some  increased  redness  and  thick- 
ening of  the  posterior  third  of  the  left  vocal 
cord. 

Streptomycin,  1  Gm.  daily,  was  begun  on 
March  3,  1948,  and  continued  for  a  period  of 
thirteen  weeks.  This  was  given  largely  as  a 
palliative  measure  because  of  the  extensive 
and  rapid  spread  of  the  laryngeal  lesions, 
which  seriously  interfered  with  her  eating. 
Symptomatic  relief  was  obtained  within  the 
first  two  weeks  of  treatment,  and  the  laryn- 
geal complication  cleared  completely  within 
eight  weeks.  The  streptomycin  was  discon- 
tinued on  June  4. 


On  November  24  a  small  recurrent  ulcer 
developed  on  the  left  lateral  margin  of  the 
epiglottis,  along  with  a  small  ulcer  on  the 
posterior  pharyngeal  wall.  She  was  again 
given  streptomycin,  1  Gm.  daily,  for  six 
weeks.  At  the  beginning  of  this  course  of 
therapy  cultures  were  taken  and  tests  were 
made  to  determine  the  sensitivity  of  the  or- 
ganisms to  streptomycin.  The  pharyngeal 
and  epiglottic  lesions  had  completely  disap- 
peared when  she  was  re-examined  on  Janu- 
ary 28,  1949,  although  the  laboratory  re- 
ported at  this  time  that  growth  of  the  organ- 
isms occurred  in  all  dilutions  of  streptomy- 
cin up  through  250  micrograms  per  cubic 
centimeter. 

There  has  been  some  improvement  in  this 
patient's  pulmonary  condition,  but  she  is  still 
considered  an  advanced  active  case.  The  last 
laryngeal  examination  showed  redness  again 
occurring  on  the  left  lateral  margin  of  the 
epiglottis. 

Coses  7-12 

These  6  patients  all  had  far  advanced  pul- 
monary tuberculosis.  In  four  the  prognosis 
was  considered  poor,  and  two  cases  were 
classified  as  desperate.  All  6  patients  had 
extensive  and  serious  laryngeal  involvement, 
two  had  diabetes  mellitus,  and  one  of  the 
diabetic  patients  had  tuberculous  enteritis. 
All  received  1  Gm.  of  streptomycin  daily, 
divided  into  two  doses.  Four  were  treated 
for  six  Aveeks,  one  for  eight  weeks,  and  one 
for  sixteen  weeks.  The  laryngeal  lesions 
cleared  in  each  case,  but  the  time  required 
for  healing  ranged  from  six  to  twelve  weeks. 
All  patients  showed  some  pulmonary  im- 
provement, but  none  obtained  a  negative 
sputum,  and  the  prognosis  remains  poor  in 
all  6  patients. 

Ca.se  13 

An  18  year  old  girl  was  first  seen  in  June, 
1947,  with  a  far  advanced  pulmonary  lesion 
and  a  very  recent  pulmonary  spread  which 
was  miliary  in  type.  The  larynx  was  known 
to  haxe  been  involved  for  a  period  of  two 
months  before  admission  to  the  private  sana- 
torium. The  upper  half  of  the  epiglottis  was 
destroyed,  and  on  admission  the  left  aryte- 
noid was  edematous. 

This  patient  was  given  l^i!  Gm.  of  strep- 
tomycin daily  for  a  period  of  eight  months. 
After  four  months  the  laryngeal  involvement 
was  healed  and  the  pulmonary  lesions  showed 
marked  improvement.  She  was  sent  back  to 
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her  home  town  to  continue  her  bed  rest  and 
pneumcperitoneum.  She  returned  eight 
months  later  with  an  endobronchial  lesion 
which  was  producing  atelectasis  of  the  left 
upper  lobe.  Sensitivity  tests  done  at  this 
time  showed  a  growth  of  the  organisms  in 
all  dilutions  of  streptomycin  up  to  and  in- 
cluding 250  micrograms  per  cubic  centi- 
meter. Her  larynx  is  still  normal  in  spite  of 
her  other  complications. 

Case  U 

Pulmonary  tuberculosis  was  diagnosed  in 
this  19  year  old  married  woman  in  April, 
1947.  Following  a  second  stage  thoracoplasty 
she  had  a  severe  spread,  which  was  soon  fol- 
lowed by  laryngeal  involvement.  Mirror 
laryngoscopy  on  October  22,  1948,  showed 
an  ulceration  in  the  posterior  commissure, 
with  some  swelling  and  irregularity  of  the 
posterior  third  of  the  left  vocal  cord.  Strep- 
tomycin was  started  at  this  time  and  was 
given  in  doses  of  1  Gm.  daily  for  eight  weeks. 
The  laryngeal  disease  had  completely  cleared 
at  the  end  of  this  time.  Three  months  later 
she  again  showed  some  thickening  and  ir- 
regularity of  both  vocal  cords,  and  was  put 
back  on  strict  voice  rest.  She  is  doing  nicely 
at  this  time. 

Case  15 

A  34  year  old  man  was  admitted  to  the 
sanatorium  in  desperate  condition.  He  had 
an  extensive,  but  early  laryngeal  lesion  in- 
volving the  epiglottis  and  both  arytenoids. 
On  a  daily  dose  of  1  Gm.  of  streptomycin 
his  laryngeal  lesion  healed  within  a  month. 
During  this  time  tuberculous  meningitis  de- 
veloped, however,  and  in  spite  of  streptomy- 
cin, he  died  just  two  months  after  admission 
to  the  hospital. 

Case  16 

A  desperately  ill  man,  aged  78,  had  a 
laryngeal  lesion  involving  the  epiglottis.  He 
received  streptomycin  treatment,  I'-j  Gm.  a 
day,  for  two  weeks  in  New  York,  and  ob- 
tained symptomatic  relief.  When  he  was  ex- 
amined six  months  later  in  Asheville,  he  was 
found  to  have  a  destructive  lesion  of  the  epi- 
glottis, with  ulceration  and  red,  edematous 
swelling  of  both  arytenoids.  A  second  course 
of  streptomycin — 1  Gm.  daily  for  ten  weeks 
— produced  healing  of  the  larynx  in  eight 
weeks.  The  patient  gained  considerable 
weight  and  felt  much  better  generally,  al- 
though his  pulmonary  infection  showed  only 
moderate  improvement.    Ten   months    later 


ulceration  developed  on  the  left  tonsil  and 
quickly  spread  to  the  posterior  pharynx  and 
larynx.  Although  cultures  showed  that  the 
organism  had  become  resistant  to  streptomy- 
cin, another  course  of  the  drug  was  given. 
In  spite  of  this,  the  patient  became  progres- 
sively worse  and  died. 

Cases  17  and  IS 

In  these  2  patients  1  Gm.  of  streptomycin 
daily  failed  to  heal  tuberculous  laryngeal 
lesions.  Both  were  admitted  to  the  sana- 
torium with  a  hopeless  prognosis.  One  had 
to  stop  streptomycin  after  three  weeks  be- 
cause of  an  acute  allergic  reaction,  and  a 
large  granuloma  developed  in  the  region  of 
the  left  ventricular  band.  He  was  advised 
to  have  a  laryngeal  cautery,  but  refused  and 
died  shortly  afterward. 

The  other  man  received  streptomycin  for 
twelve  weeks,  but  his  pulmonary  as  well  as 
his  laryngeal  disease  continued  to  spread, 
and  he  died  within  several  months  after 
the  drug  was  discontinued. 

Summary 

Eighteen  patients  with  laryngeal  tubercu- 
losis have  been  treated  with  streptomycin. 
Sixteen  of  these  had  pulmonary  lesions 
which  were  classified  as  far  advanced,  and 
two  had  moderately  advanced  pulmonary 
tuberculosis.  In  16  of  these  patients  the 
laryngeal  involvement  was  healed  by  strep- 
tomycin therapy,  although  4  later  had  re- 
current laryngeal  lesions.  In  2  of  these  the 
recurrences  were  healed  with  voice  rest  and 
cauterization,  and  in  the  other  two  a  second 
course  of  streptomycin  produced  healing. 
One  patient  had  a  third  recurrence  and  died 
without  getting  any  relief  from  the  drug. 

Two  patients  have  had  a  negative  sputum 
for  two  years,  and  in  a  third  patient  the  spu- 
tum has  been  negative  for  three  months.  All 
three  show  marked  pulmonary  improvement. 
Three  patients  show  marked  pulmonary  im- 
provement but  still  have  a  positive  sputum. 
Eight  patients  show  only  slight  to  moderate 
improvement  in  their  pulmonary  infection, 
and  all  of  these  still  have  a  positive  sputum. 

Four  patients  have  died.  In  one  case  the 
laryngeal  lesion  healed,  but  the  patient  died 
of  tuberculous  meningitis.  In  another  case 
the  laryngeal  lesion  healed,  but  the  patient 
died  of  a  recurrence.  One  patient  was  allergic 
to  streptomycin,  and  the  drug  was  discon- 
tinued after  three  weeks.  The  other  patient 
received  no  benefit  from  twelve  weeks  of 
streptomycin  therapy. 
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The  length  of  time  required  to  heal  the 
laryngeal  lesions  varied  from  one  to  four 
months.  The  period  of  treatment  ranged 
from  three  weeks  to  eight  months.  The  daily 
dosage  in  most  cases  was  1  Gm..  but  in  on«: 
case  it  was  as  high  as  3  Gm. 

Conclusions 

1.  Streptomycin  therapy  offers  the  most 
effective  means  of  treating  laryngeal  tuber- 
culosis at  the  present  time. 

2.  Because  of  the  possibility  that  the  or- 
ganisms may  become  resistant  to  the  drug, 
it  is  suggested  that  streptomycin  be  used 
only  after  other  methods  have  proved  to  be 
ineffective  in  controlling  the  laryngeal  com- 
plications. 

Discussion 

A  member:  I  have  tried  streptomycin  in  one  case 
of  laryngeal  tuberculosis.  This  man  had  far  advanced 
bilateral  pulmonary  tuberculosis,  and  came  to  my 
office  with  involvement  of  the  lower  third  of  the 
epiglottis  and  the  right  cord.  Since  it  was  not  pos- 
sible to  have  him  admitted  to  a  sanatorium,  I  treated 
him  with  2  Gm.  of  streptomycin  daily.  That  man 
was  symptom-free  in  a  week;  in  four  weeks  you 
couldn't  find  a  trace  of  a  lesion  in  the  larynx.  He 
gained  20  pounds  in  weight,  and  his  blood  pressure 
went  from  80  to  140,  although  his  pulmonary  lesion 
did  not  improve.  He  remained  well  for  more  than 
seven  months,  then  suddenly  developed  tuberculous 
meningitis  and  died  overnight. 

Dr.  Burton:  I  believe  that  the  incidence  of  laryn- 
geal tuberculosis  is  lower  than  it  used  to  be — per- 
haps because  pulmonary  lesions  are  more  intelli- 
gently treated  now. 

It  is  my  own  impression  that  the  philosophy 
underlying  the  management  of  laryngeal  tubercu- 
losis is  much  the  same  as  it  has  been  in  the  past — 
that  is,  that  the  best  treament  of  laryngeal  tuber- 
culosis lies  in  the  treatment  of  the  pulmonary  con- 
dition. 

In  3  patients  who  had  laryngeal  tuberculosis  with 
marked  aphasia,  we  have  obtained  symptomatic 
improvement  and  have  been  able  to  get'  them  back 
on  their  diets  by  the  use  of  streptomycin  aerosol. 
So  far  that  approach  has  not  brought  about  healing 
of  the  laryngeal  tuberculosis,  but  it  has  made  it 
possible  to  feed  the  patient  and  to  improve  his  pul- 
monary condition. 

Dr.  Hart :  I  would  like  to  commend  Dr.  Chapman 
on  the  fact  that  his  series  is  made  up  of  unques- 
tioned cases  of  laryngeal  tuberculosis.  Some  reports 
have  included  doubtful  lesions,  many  of  which  would 
have  healed  without  streptomycin. 

Dr.  .lames  Harrill  (Winston-Salem):  I  would  like 
to  ask  Dr.  Chapman  if  he  has  had  any  vestibular 
complications. 

Dr.  Chapman:  Case  2  was  the  only  one  in  which 
we  had  any  vestibular  disturbance. 

Dr.  Burton  has  spoken  about  the  lower  incidence 
of  laryngeal  disease.  I  think  the  last  article  I  read 
gave  the  incidence  as  7  per  cent.  A  number  of  years 
ago  incidences  as  high  as  50  per  cent  were  reported. 
I  think  that  this  remarkable  decrease  is  undoubtedly 
due  to  earlier  recognititon  and  better  management 
of  the  pulmonary  condition.  It  certainly  is  true  that 
in  the  treatment  of  laryngeal  tuberculosis  the  first 
thing  to  be  given  consideration  is  the  pulmonary 
lesion.  Laryngeal  involvement  is  always  secondary 
to  pulmonary  involvement,  but  when  the  laryngeal 
involvement  gets  out  of  hand  I  think  it  merits  treat- 
ment with   streptomycin. 


A  member:  Dr.  Chapman,  have  you  had  any  hear- 
ing disturbance?  That  was  mentioned  when  the  drug 
first  came  out. 

Dr.  Chapman:  None  of  my  patients  have  com- 
plained of  any  hearing  loss.  With  some  of  the  newer 
forms  of  streptomycin,  which  are  supposed  to  be 
less  toxic,  some  workers  who  have  been  using  2  Gm. 
instead  of  1  Gm.  as  a  daily  dose  are  reporting  some 
hearing  losses  as  long  as  sixty  to  ninety  days  after 
treatment  is  stopped. 


FIBROSARCOMA  OF  THE 
EXTREMITIES 

A  Review  of  Thirtii-Eight  Cases 

C.  A.  Zarzecki,  M.D.* 

Warm  Springs,  Georgia 

Fibrosarcoma  may  be  defined  as  a  malig- 
nant tumor  originating  in  cells  of  connective 
tissue  and  showing  a  marked  tendency  to 
recur  after  local  excision.  Thirty-eight 
proven  cases  of  fibrosarcoma  of  the  extrem- 
ities were  treated  at  Duke  Hospital  from 
1930  to  1947. 

Clinical  Aspects 

This  series  of  38  cases  contained  twice  as 
many  males  as  females.  Thirty-five  of  the 
patients  were  over  20  years  of  age,  and  the 
highest  incidence  occurred  in  the  age  period 
from  20  to  40  years. 

The  usual  history  was  that  of  a  swelling 
which  had  been  present  for  a  period  varying 
from  one  month  to  25  years  (average,  3.8 
years),  and  which  increased  slowly  in  size. 
In  6  patients  growth  was  rapid  from  the 
onset,  and  in  4  there  was  a  growth  spurt  just 
prior  to  admission.  Pain  was  relatively  un- 
common, being  noted  by  14  patients.  Joint 
stiffness  was  reported  in  only  one  case. 

On  physical  examination  the  swelling  was 
found  to  consist  of  a  mass,  usually  larger 
than  4  by  4  cm.  This  mass  was  usually  firm 
and  mobile,  but  not  always  smooth  or  tender. 
Superficial  ulceration  was  present  in  7  cases. 
The  presence  of  regional  adenopathy  was 
noted  in  12  of  the  cases,  and  its  absence  in 
24.  The  location  of  the  lesion  was  character- 
istic'". In  25  patients  a  lower  extremity  was 
involved — 12  in  the  knee  area,  10  in  the  hip 
and  upper  thigh,  and  3  in  the  foot.  In  13 
patients  the  lesion  was  in  an  upper  extrem- 
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ity — 6  in  the  shoulder  area,  3  in  the  forearm, 
3  in  the  wrist  or  hand,  and  one  in  the  elbow. 
The  most  common  roentgenographic  find- 
ing was  a  soft  tissue  mass  (22  cases).  In  5 
cases  there  was  calcification  within  the  mass. 
Bone  changes,  consisting  of  bone  destruction, 
bone  production,  or  periostitis,  were  observed 
in  11  cases.  The  femur  was  involved  in  5 
cases  raid  the  tibia  in  2.  A  pathologic  frac- 
ture was  observed  in  one  case. 

Table  1 
Treatment  of  Nine  Surviving  Patients 


Case      Location 
No.       of  Lesion 


56 


86 


19 


Dates  of  Treatment  a»d 
FoUo20-Vp  Examinations 


Period  of 
Survival 
Yrs.    Mos. 


Shoulder 

Upper 
thigh 


Middle 
forearm 


105       Thigh 


Resection 

1939 — Scapula  resected 
5/48 — Alive  and  well 
4/30/45 — Lesion  excised 
before  admission 
10/45 — Recurrence 
2/46 — Resection  and 
1800  r. 
9/   6/47 — Dissection   of 
regional  lymph 
node  metastases 
5/48 — Alive  and  well 
2/25/38— Biopsy 
3/26/38— Resection 
4/  6/38—2100  r. 

5/48 — Alive  and  well 
Lesion  excised 
and  recurred 
twice  before 
admission 
10/19/31— Resection 

5/48 — Alive  and  well 


10       2 


16 


Upper 
calf 


Resection  and  Amputation 

9/28/39— Resection  8       8 

6/41 — Recurrence 
6/18/41 — Supracondylar 
amputation 
5/48 — Alive  and  well 
65       Shoulder     1937-38 — Lesion  excised        9       5 
and  recurred 
three  times  be- 
fore admission 
10/11/38— Shoulder  girdle 
amputation 
5/48 — Alive  and  well 


Amputation  Alone 

4/  3/46— Supracondylar       2 
amputation 
5/48 — Alive  and  well 
3/12/38— Biopsv  10 

leg  3/15/38— Mid-thigh 

amputation 
5/48 — Alive  and  well 


60       Upper 
leg 

72       Upper 


Irradiation  Alone 

88       Thigh  6/24/36— Biopsv  and  11     11 

1100  r. 
9/  9/36—2500  r. 

5/48 — Alive  and  well, 
but  \\ath  chronic 
ulcer  for  last 
six  years. 


Treatment  and  Results 

Adequate  local  excision  should  be  carried 
out  as  soon  as  the  clinical  diagnosis  has  been 
made,  provided  that  the  lesion  is  resectable 
and  that  there  are  no  regional  or  generalized 
metastases.  Careful  pathologic  examination 
then  determines  the  nature  of  the  lesion.  Re- 
gardless of  the  pathologic  diagnosis,  the  pa- 
tient should  be  followed  carefully  for  many 
years.  If  the  lesion  recurs  and  biopsy  shows 
fibrosarcoma,  the  extremity  should  be  ampu- 
tated. If  the  lesion  when  first  seen  is  too  ex- 
tensive to  excise,  if  biopsy  has  shown  fibro- 
sarcoma, and  if  metastasis  has  not  occurred, 

Table  2 
Treatment  of  Fatal  Cases 

Averaf/e 
CV/.sc      Location  Treatment   and  Period  of    Survival 

No.       of  Lesion      FoUoW'Vp  Examinations  Surt'ival       Period 

Yrs.  Mos.      (Mos.) 


Irradiation  Only 

24 

Hip 

2650  r. 

2 

2 

15.7 

31 

Knee 

3800  r. 

1 

5 

92 

Hip 

4750  r. 

4 

Amputation  Only 

45 

Foot, 
dorsum 

Died  of  a  "stroke" 

3 

6 

23.8 

59 

Upper 
arm 

7 

82 

Lower 
thigh 

3 

85 

Upper 
arm 

2100  r.   pre- 
operatively 

3 

7 

Resection   Only 

12 

Lower 
thigh 

No  recurrence 

5 

26 

21 

Upper 
leg 

Recurrence  not 
treated 

2 

9 

29 

Forearm 
distal 

,  Recurred  with  pul- 
monary metastases 

11 

37 

Hand 

Two  resections 

4 

9 

46 

Upper 
thigh 

Died   of  carcinoma 
of  the  stomach  (  ? ) 

1 

4 

61 

Wrist 

Two  resections 

3 

79 

Thigh 

No  recurrence 

2 

Resection  and  Amputation 

28 

Calf 

One  recurrence 

1 

8 

27.2 

52 

Elbow 

Rapid  recurrence 
after  resection 

1 

3 

93 

Thigh 

Two  resections 

2 

96 

Hand 

Two  resections 

3 

104 

Popliteal  X-ray  therapy  fol- 

3 

5 

fossa 

lownig  amputation 

Resection  and   Irradiation 

13 

Knee 

2000  r.  Many  resec- 
tions previous  to 
admission 

3 

43.5 

55 

Scapula 

1200  r.  Two  resections 

1 

11 

63 

Calf 

3600  r.  Two  resections 

4 

75 

Upper 
leg 

5000  r.  One 
recurrence 

6 

84 

Foot, 
plantar 

1200  r.  One 
recurrence 

2 

7 

87 

Thigh 

4000  r.  One 
recurrence 

4 

3 
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immediate  amputation  is  the  treatment  of 
choice. 

The  fact  that  this  plan  of  treatment  was 
not  always  followed  in  the  present  series  of 
cases  may  be  responsible  for  the  high  mor- 
tality rate  and  the  fact  that  22  of  the  38 
patients  had  one  to  three  recurrences  (a  to- 
tal of  31  recurrent  tumors).  The  recurrent 
lesions  appeared  one  week  to  21  months  (av- 
erage 7.4  months)  after  excision. 

Surviving  patients 

Follow-up  study,  obtained  in  34  of  the  38 
cases,  showed  that  9  patients  were  still  alive 
(table  1).  Only  7  patients  were  alive  longer 
than  five  years  following  treatment. 

Further  analysis  of  table  1  shows  that  the 
survivors  were  treated  essentially  by  the 
plan  outlined  above.  In  2  cases,  however, 
roentgen  therapy  was  also  used.  Another  ex- 
ception was  case  88 ;  this  patient  was  treated 
by  roentgen  therapy  alone.  In  this  case  the 
persistence  of  an  ulcerated  lesion  many  years 
after  irradiation  suggests  that  both  the  tu- 
mor and  the  surrounding  normal  tissue  may 
have  been  destroyed. 

Fatal  cases 

These  cases  are  presented  in  table  2.  The 
short  survival  periods  following  resection 
alone,  resection  plus  amputation,  and  ampu- 
tation alone  may  have  been  due  to  inadequate 
excision,  multiple  local  excisions,  and  failure 
to  amputate  except  in  advanced  cases. 

Summary 

According  to  current  concepts,  fibrosar- 
coma of  an  extremity  should  be  treated  by 
complete  local  excision  in  the  early  stage,  fol- 
lowed by  careful  observation  for  many  years. 
If  the  lesion  recurs,  biopsy  should  be  done ;  if 
it  proves  to  be  malignant,  amputation  is 
probably  the  treatment  of  choice. 

Analysis  of  38  cases  of  fibrosarcoma  has 
lent  support  to  this  plan  of  treatment.  Irra- 
diation of  recurrent  lesions  prior  to  amputa- 
tion may  increase  the  survival  rate. 


THUMBNAIIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


ERRATUM 

The  title  of  Dr.  Robert  .1.  Hunter,  author  of 
last  month's  "Thumbnail  Sketch,"  was  incor- 
rectly given  as  "Acting  Consulting  Otolaryn- 
gologist, Philadelphia  General  Hospital."  Dr. 
Hunter  is  active  consultant  in  otolaryngology 
to  the  Philadelphia  General  Hospital. 


SIR  WILLIAM  OSLER 

Mrs.  J.  C.  Trent,  Editor 

Durham 

IX 

OSLER  AS   CLINICIAN 

In  a  farewell  address  given  in  1905,  Sir 
William  Osier  frankly  declared  the  nature 
of  his  professional  ambitions  to  be,  first  of 
all,  "to  make  of  myself  a  good  clinical  phy- 
sician." This  was  an  ambition  he  more  than 
fulfilled,  to  the  betterment  of  all  medicine, 
to  the  enduring  inspiration  of  medical  stu- 
dents everywhere,  to  the  stimulation  of  col- 
leagues, and  to  the  soul  satisfaction  of  pa- 
tients in  their  treatment. 

Those  particular  individuals  who  were  for- 
tunate enough  to  be  students  in  his  classes 
or  otherwise  followers  of  his  bedside  teach- 
ing will  happily  recount  to  their  sons  and 
grandsons  the  incidents  that  demonstrated 
his  skill  as  a  clinician.  One  of  the  greatest 
tributes  to  this  master  clinician  and  teacher 
is  the  affectionate  pride  of  so  many  that  their 
lives  were  in  some  way  associated  with  his. 

More  than  one  factor  may  account  for  this 
devotion  to  his  leadership.  His  "singularly 
attractive  qualities  of  mind,  heart  and  char- 
acter"'" influenced  in  many  a  greater  appre- 
ciation of  his  delightful  charm  and  likable 
personality.  His  happy  nature  and  love  of 
fun  made  his  presence  an  unusual  refresh- 
ment to  many.  He  never  let  a  student  down. 
Colleagues  particularly,  whether  practitioner 
or  professor,  were  the  continual  recipients  of 
his  sympathetic  friendship  and  kindly  con- 
sideration. He  was  said  to  be  indeed  the  doc- 
tor's doctor.  These  are  qualities  of  the  man, 
William  Osier,  and  are  all  part,  of  course,  of 
the  expression  of  his  skill  as  a  clinician. 

As  a  clinical  teacher  in  the  Baltimore  pe- 
riod (1889-1905),  he  exemplified  the  medic- 
inal ideals  of  the  outstanding  leaders  of  the 
century  just  passed,  true  clinicians  in  the 
strict  sense  of  the  word.  The  Greek  origin  of 
the  word  "clinician"  means  "a  bed" ;  clinical 
medicine,  is  "that  which  is  founded  upon  ac- 
tual observation  and  treatment  of  patients  in 

1.    Welch,  W.  H. :  A   Great  Phijsician  and  Medical  Humanist, 
Saturday  Review   of   Literature,    November,    1925. 
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bed,  at  the  bedside,  as  distinguished  from 
theoretical  or  experimental,  in  the  laborator- 
ies" ;  a  clinician  is  "a  clinical  physician,  a 
bedside  physician." 

These  definitions  best  express  the  medi- 
cine of  Osier — "the  Chief,"  as  he  was  en- 
dearingly termed  in  the  Johns  Hopkins  days. 
These  were  remarkable  days,  for  medicine 
was  about  to  enter  a  new  period  of  experi- 
mental work  which  would  provide  a  new 
knowledge  of  basic  values  in  physiology  and 
biologic  chemistry.  As  Dr.  Welch  said,  "Os- 
ier's type  of  mind  thus  early  made  manifest 
on  the  scientific  side  was  distinctly  that  of 
the  descriptive  naturalist,  and  so  it  remained 
to  the  end.  even  in  his  study  of  disease — in- 
terrogating nature  by  keen,  accurate  obser- 
vation rather  than  by  experiment,  asking 
'what'  rather  than  'why'  and  'how,'  delighted 
and  contented  with  the  study  of  form  and  ob- 
vious function  without  great  concern  for  ex- 
planations, theories  and  speculations,  addic- 
ted to  the  collection  of  specimens."'" 

Imagine  yourself  a  third-year  student, 
seated  in  the  simple,  first-floor  room  under 
Ward  H  used  for  the  12  o'clock  third-year 
clinic.  Along  the  corridor  would  be  heard  Os- 
ier's fast  step,  and  in  he  would  burst  like  a 
fresh  breeze,  whistling  softly  to  himself  and 
followed  always  by  Tom  McCrae  and  the 
others  of  his  inseparable  retinue.  McCrae, 
mustached  also  and  solid  in  build,  looked  like 
anything  but  the  excellent,  dogmatic  teacher 
he  really  was.  The  young,  huge-framed,  gen- 
ial Campbell  Howard  came  last,  usually  car- 
rying the  Chief's  rubbers  and  happy  in  doing 
it.  He  was  the  son  of  Palmer  Howard,  Osier's 
former  teacher  and  professor  of  medicine  at 
McGill. 

Then  came  Osier's  question  to  someone  at 
random — it  might  be  you  this  time — "What 
German  have  you  read  this  week?"  Your 
own  self-administered  reproof  was  enough 
discipline  to  gain  from  the  disappointment 
in  his  face  if  you  failed. 

Then  with  him  we  studied  cases  which 
none  of  us,  including  the  Chief,  had  seen 
before,  looking  and  reasoning  with  him.  to 
learn  the  manifestations  of  disease  from  the 
living  patient.  It  was  fun  and  very  impres- 
sive upon  the  memory.  Lessons  from  these 
patients  were  to  be  retained  and  applied  to 
the  others  we  would  see  in  later  life. 

Voltaire's  story  of  the  keen  powers  of  ob- 


servation and  deduction  exhibited  by  Zadig 
had  to  be  read  early  each  year  as  a  golden 
theme'-'.  We  all  knew  it  well.  Accurate  notes 
of  one's  own  observations  were  a  matter  of 
course,  and  a  natural  habit  was  formed  that 
was  of  the  greatest  future  value. 

We  were  often  sent  in  search  of  literature 
for  future  reports  that  he  never  failed  to  ask 
for.  "Mr.  Brown,  what  became  of  the  case  of 
tuberculous  glands  of  the  neck  which  you 
showed  us  here  eight  weeks  ago?"  Mr.  Brown, 
knowing  from  the  experiences  of  others  the 
need  of  follow-up,  reported. 

"Have  you  been  examining  the  sputum?" 

"Yes,  sir." 

"What  have  you  found?  Any  elastic  tis- 
sue?" 

"No,  sir,  but  the  man  coughed  up  two 
small  lung  stones." 

Then  great  interest!  Mr.  Brown  must 
bring  them  to  the  clinic  and  be  ready  to  re- 
port on  what  is  known  of  lung  stones.  An 
exhaustive  search!  A  fearful  I'eport!  And 
the  whole  of  the  next  class  was  given  over  to 
the  subject.  Of  course,  indelible  impressions 
were  gained  of  chronic  pulmonary  disease ; 
the  value  of  examining  fresh  sputum  and 
finding  elastic  tissue,  Curschmann  spirals, 
fibrinous  casts ;  the  significance  of  calcifica- 
tion, of  ulceration ;  the  method  of  acquiring 
knowledge  and  retaining  it. 

Throughout  the  year,  Mr.  Brown  was  held 
up  by  the  Chief  as  the  "lung  stone  man."  He 
never  forgot.  Of  course,  that  man  still  pos- 
sesses those  small  calcium  stones,  after  forty- 
five  years,  as  milestones  marking  one  of  the 
biggest  moments  of  his  early  years. 

Ward  rounds  for  the  fourth-year  men 
sharpened  the  wits  of  those  who  thronged 
there.  He  made  them  think  for  themselves, 
to  the  extent  that  the  thinking  was  carried 
on  in  the  eating  houses  and  student  clubs  the 
rest  of  the  day.  The  large  clinic  primarily 
for  fourth-year  men  drew  a  crowd  regularly 
— practitioners,  visitors,  and  underclassmen 
already  preparing  themselves  for  the  Chief's 
searching  quizzes  of  the  following  year. 

The  first  procedure  was  again  the  haphaz- 
ard pointing  of  a  finger  at  a  student,  with 
the  query,  "What  medical  article  have  you 
read  this  week?"  Crestfallen  was  the  man 
who  could  not  name  the  article,  author,  and 
reference.  As  no  student  ever  knew  when  he 
was  to  be  on  the  spot,  everyone  formed  the 

2.    Voltairo:    Ziulis    or   Destiny.    Oriental    Story,    174S. 
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Fig.  1.  Osier  on  ward  rounds,  listening-  to  a  student's 
recitation  of  the  history. 

habit  of  following  one  or  more  of  the  current 
journals. 

Then  came  the  presentation  of  the  case,  in 
which  the  detailed  story  and  observation 
counted  so  much.  And  always  there  were  the 
clinical  specimens  to  become  familiar  with 
and  to  handle  and  see !  If  it  were  sputum  or 
stool,  noses  must  get  down  in  the  cup  real- 
istically under  his  urging.  A  typical  bron- 
chiectatic  sputum  was  passed  around  with 
the  remark,  "If  one  could  capture  the  source 
of  that,  what  a  wonderful  cheese  it  would 
make." 

Osier  was  endowed  with  an  astounding 
recording  faculty  that  enabled  him  to  draw 
from  a  pigeonhole  of  memory  details  of  cases 
seen  years  before  and  proven  by  autopsy  or 
subsequent  progress.  His  strongest  presen- 
tations were  based  on  these  experiences, 
sometimes  with  unswerving  insistence  in  the 
face  of  data  of  the  more  modern  type,  theo- 
retical or  experimental,  from  the  laboratory. 
An  example  of  this  may  be  told  here  for  the 
first  time. 

You  will  recall  that  eight  years  after  he 
left  Baltimore  for  Oxford,  he  returned  to 


Fig    2.     Osier  on  ward  rounds  observing  the  patient. 

America  to  give  the  Silliman  lectures  at  Yale 
and  to  participate  in  the  opening  of  the 
Phipps  Clinic  in  Baltimore.  It  was  in  April 
and  May,  1913,  during  one  of  his  two  visits 
to  Baltimore,  that  he  made  ward  rounds 
again,  as  he  used  to  with  the  fourth-year 
students  and  many  of  the  staff.  The  staff 
took  him  to  the  colored  wards,  where  he  was 
shown  an  aneurysm  case,  well  known  to  the 
class.  Right  hand  in  trouser  pocket  and  left 
on  his  hip,  pulling  his  coat  back  far  enough 
to  show  his  stethoscope  hanging  from  the 
earpiece  hooked  in  the  armpit  of  his  vest — a 
characteristic  pose  (fig.  1) — he  asked, 

"Whose  case  is  this?" 

"Mine,  sir,"  the  fourth  year  student  spoke 
up.^ 

"Where  does  the  aneurysm  originate?" 

"In  the  arch  of  the  aorta,  sir." 

Then,  with  his  right  foot  on  the  chair  and 
chin  on  his  hand  (fig.  2),  he  watched  the 
chest  carefully  and  said  slowly,  "This  is  an 
aneurysm  of  the  sinus  of  Valsalva.  What  is 
the  other  diagnosis  based  upon?" 

"The  x-ray,"  was  the  reply. 

"Well,  send  the  patient  down  to  Baetjer 
(Dr.  Harry  Baetjer,  the  pioneer  roentgeno- 
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logist  he  knew  so  well) ,  and  ask  him  to  look 
at  him  again." 

This  was  clone,  and  the  reply  came  back 
from  Baetjer  the  same — "Aneurysm  of  the 
arch  of  the  aorta." 

Smilingly  enjoying  the  situation.  Osier 
said,  "Send  him  down  again  and  say  I  sug- 
gest they  keep  x-raying  him  until  they  see 
it  is  an  aneurysm  of  the  sinus  of  Valsalva." 
Again  the  answer  came  back  to  Sir  Wil- 
liam Osier,  who  was  still  making  rounds  on 
the  ward,  "Aneurysm  of  the  arch  of  the 
aorta." 

"Well,"  said  Dr.  Osier,  "we  will  all  go 
down  with  the  patient  and  show  Dr.  Baetjer 
that  the  aneurysm  here  is  of  the  sinus  of 
Valsalva.  For  in  eighteen  hundred  and  nine- 
ty so-and-so  I  saw  two  cases  that  were  prov- 
en to  be  aneurysms  of  the  sinus  of  Valsalva. 
This  is  an  exact  counterpart  of  those  cases 
in  the  character  and  location  of  the  pulsation. 
I  know  it  originates  in  the  sinus  of  Val- 
salva." 

We  all  trooped  down,  and  Dr.  Osier  pro- 
ceeded to  convince  Dr.  Baetjer  that  it  was 
not  an  aneurysm  of  the  arch  of  the  aorta  but 
rather  of  the  sinus  of  Valsalva. 

It  was  a  most  impressive  demonstration 
of  the  keen  observation  and  experience  of 
the  clinician  prevailing  over  the  evidence  ob- 
tained by  the  so-called  more  refined  and  pre- 
cise methods  of  the  next  period.  Ultimately 
section  confirmed  Osier's  diagnosis,  to  the 
delight  of  all  Avho  had  participated  that 
morning. 

It  is  difficult  to  say  whether  the  more 
important  factor  in  preparing  Osier  for 
his  career  in  clinical  medicine  was  hard 
application,  love  of  his  work,  and  the  ex- 
ceptionally fine  educational  institutions  he 
attended,  or  the  influence  of  three  men  com- 
monly referred  to  as  his  godfathers — a  par- 
son. Arthur  Johnson ;  a  physician,  James  Bo- 
vell ;  and  a  professor,  Robert  Palmer  Howard. 
As  a  young  man  he  had  great  admiration 
for  these  older  men  and  formed  a  very  close 
and  intimate  relationship  with  them.  (It 
must  be  stated  incidentally  that  his  Anglican 
missionary  father  and  his  mother,  who  rug- 
gedly survived  her  hundredth  birthday,  pro- 
duced a  family  containing  more  distinguished 
men  than  any  other  contemporary  family  in 
the  Commonwealth  of  Canada.) 

A  teacher  at  Weston,  Father  Johnson,  did 
more  than  anvone  else  to  lead  Osier  to  medi- 


cine instead  of  the  ministry  for  which  he 
was  headed,  by  stimulating  his  interest  in 
nature  and  natural  science.  Osier's  premedi- 
cal  years  at  Weston,  Trinity  College,  and  the 
University  of  Toronto  were  influenced  by 
James  Bovell,  M.D.,  M.R.C.P.,  a  man  who 
had  been  one  of  Astley  Cooper's  dressers  in 
Guy's  Hospital,  had  been  intimate  with 
Bright  and  Addison  in  London,  and  had  stu- 
died under  Stokes  and  Groves  in  Dublin. 
James  Bovell  is  said  to  have  introduced  Os- 
ier to  Palmer  Howard,  professor  of  medicine 
at  McGill  University,  where  he  went  for  his 
clinical  years  of  medical  school.  From  these 
men  whom  he  loved  and  admired,  the  teach- 
ing of  the  men  of  the  London,  Edinburgh, 
and  Dublin  schools  at  their  top  brilliance 
was  brought  to  William  Osier. 

Many  have  thought  that  Osier's  two  great- 
est contributions  to  medicine  were  the  medi- 
cal clinic  at  Johns  Hopkins  and  the  ])ubli- 
cation  of  his  textbook  of  medicine  in  1892, 
"presenting  with  rare  literary  skill  and  un- 
exampled success  the  Principles  and  Prac- 
tice of  Medicine  adequately  and  completely 
for  the  first  time  in  English  after  the  great 
revolutionary  changes  brought  about  by  mod- 
ern bacteriology."'" 

The  clinic  he  established  was  on  the  Ger- 
man model,  but  in  it  he  instituted  the  Eng- 
lish system  of  clinical  clerkships.  Cushing's 
dedication  of  the  life  OF  SIR  william  osler 
crystallizes  this  contribution  to  the  teaching 
of  clinical  medicine: 

TO  MEDICAL  STUDENTS 
in  the  hope  that  something  of  Osier's  spirit 
may  be  conveyed  to  those  of  a  generation 
that  has  not  l<nown  him;  and  particularly  to 
those  in   America,  lest  it  be  forgotten  who 
it  was  that  made  it  possible  for  them  to 
work  at  the  bedside  in  the  wards. '••' 

In  closing,  the  thought  arises :  Should  not 
the  medicine  of  today,  with  its  theoretical 
and  experimental  background,  be  built  upon 
the  clinical  emphasis  on  observation  and  un- 
derstanding that  Osier  exemplified  to  the 
highest?  Perhaps  the  greatest  tribute  to  Os- 
ier is  that  study  of  the  patient  with  eyes, 
hands,  and  ears  still  distinguishes  the  out- 
standing teacher  of  medicine  and  lingers  as 
a  hunger  in  the  hearts  and  minds  of  his  many 
disciples. 

Frank  J.  Sladen,  M.D., 
Henry  Ford  Hospital,  Detroit,  Michigan 

3.    Cushin?,  H.:  Life  of  Sir  WilUam  Osier,  Oxford,  The  Clar- 
endon  Press,  1925,   V.   1,  Dedication. 
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THE  ANNUAL  CONFERENCE  OF 
SECRETARIES  AND  EDITORS 

The  annual  conference  of  Secretaries  and 
Editors  of  State  Medical  Associations  was 
held  in  Chicago  on  Thursday  and  Friday, 
November  3  and  4.  Except  for  the  dinner 
on  Thursday  evening  at  the  Bismarck  Hotel, 
all  the  sessions  were  held  in  the  assembly 
room  on  the  ninth  floor  of  the  A.M. A.  Build- 
ing. North  Carolina  was  represented  by  Dr. 
Millard  Hill,  Mr.  James  T.  Barnes,  Miss 
Charlotte  Rickman,  and  Dr.  Wingate  John- 
son. Miss  Rickman  appeared  on  the  pro- 
gram, speaking  on  "North  Carolina's  Health 
Council  Demonstration  Program,"  and  made 
a  most  favorable  impression.  Another  fea- 
ture of  especial  interest  was  a  report  from 
Harvey  Sethman,  executive  secretary  of  the 
Colorado   State   Medical   Society,    on    "The 


'Medical  Grand  Jury'  Plan  of  Investigating 
Patients'  Dissatisfactions."  This  plan  was 
made  a  feature  article  in  the  Reader's  Digest 
for  November,  and  has  much  to  commend  it. 

Mr.  George  W.  Bachman,  of  the  Brook- 
ings Institution,  presented  a  very  thought- 
ful address  on  "Availability  and  Utilization 
of  Medical  Care  in  America."  Mr.  Bachman 
stated  that  much  has  been  said  on  the  sub- 
ject by  both  sides,  but  that  little  has  been 
done  to  find  just  what  the  facts  are.  The 
Brookings  Institution  is  planning  such  a 
survey,  but  it  will  be  a  year  or  more  before 
it  can  gather  and  analyze  all  the  facts. 

The  after-dinner  program  on  Thursday 
night  was  presided  over  by  Dr.  Harold 
Camp,  secretary  of  the  Illinois  State  Medical 
Society  and  editor  of  its  journal.  Dr.  Walter 
Vest,  editor  of  the  West  Virginia  Medical 
Journal,  spoke  on  the  subject,  "What's 
Wrong  with  Medical  Society  Secretaries?"; 
Dr.  Walter  Anderton.  secretary  of  the  New 
York  State  Medical  Society,  on  "What's 
Wrong  with  Medical  Editors?";  and  Dr. 
Joseph  McCarthy,  of  Omaha,  on  "Now  That 
the  Shooting  Is  Over!"  What  was  expected 
to  be  a  shooting  match  proved  to  be  a  love 
feast.  There  was  no  controversy  whatever, 
and  the  program  was,  literally,  short  and 
sweet. 

On  Friday  morning  Dr.  Stanley  Weld  and 
Mr.  Alfred  Jackson  reported  for  the  Coop- 
erative Medical  Advertising  Bureau  that  the 
prospects  for  advertising  in  1950  were  rea- 
sonably good,  although  it  was  not  probable 
that  there  would  be  any  increase  over  1949. 

One  of  the  high  lights  of  the  meeting  was 
the  address  by  Mr.  John  McPherrin,  editor 
of  The  American  Druggist,  on  his  own  ob- 
servations and  impressions  of  the  British 
National  Health  Service  during  five  weeks 
spent  in  Great  Britain.  He  took  with  him  a 
recording  machine,  and  his  audience  were 
allowed  to  hear  actual  interviews  with  Brit- 
ish officials,  physicians,  and  patients. 

As  always,  the  A.M. A.  official  family 
proved  to  be  ideal  hosts  at  the  conference. 
This  conference  does  much  to  promote  cor- 
dial relations  between  the  parent  organiza- 
tion in  Chicago  and  its  constituent  state 
associations. 
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THE  ROTTENNESS  OF  POLITICS 

The  daily  papers  for  November  12  carried 
stories  by  two  columnists  that  illustrate  the 
total  depravity  of  politics.  Jay  Franklin — a 
columnist  who  has  been  quite  friendly  to 
the  Administration — said  that  on  the  eve  of 
the  recent  elections  in  New  York  the  Brook- 
lyn Navy  Yard  was  ready  to  dismiss  6,000 
civilian  employees  because  there  was  no 
work  for  them.  A  frantic  call  from  the  city 
Democratic  machine  to  the  Democratic  Na- 
tional Committee  resulted  in  orders  from 
the  White  House  to  keep  those  men  at  work 
iMitil  after  the  election.  In  order  to  provide 
employment  for  them,  ships  scheduled  to  be 
repaired  at  Norfolk  and  other  yards  were 
sent  to  Brooklyn. 

Mr.  Franklin  reminds  his  readers  that  at 
the  same  time,  although  the  country  was 
facing  the  serious  consequences  of  the  coal 
and  steel  strikes,  the  President  refused  to 
use  the  provisions  of  the  Taft-Hartley  law 
to  bring  relief.  Consequently  he  "felt  rea- 
sonably assured  of  so-called  Big  Labor's 
political  support." 

A  loyal  Democrat,  who  voted  for  Roose- 
velt four  times,  and  for  Truman  last  No- 
vember, said  of  Mr.  Truman  that  he  brought 
to  the  White  House  the  politics  of  the  county 
courthouse.  It  must  be  admitted  that  the 
political  plane  of  the  White  House  was  not 
too  high  before  Mr.  Truman  became  its  oc- 
cupant, but  it  is  certain  that  he  has  not  in- 
creased the  prestige  of  his  office. 

Another  columnist,  David  Lawrence, 
quotes  from  a  recent  biography  of  John  L. 
Lewis  written  by  Saul  Alinsky,  who  is  one 
of  Mr.  Lewis'  admirers.  Mr.  Lewis  is  quoted 
as  saying: 

"The  United  Mine  Workers  and  the  CIO  have  paid 
cash  on  the  barrel  for  every  piece  of  legislation 
that  we  have  gotten.  We  have  the  Wagner  Act.  The 
Wagner  Act  cost  us  many  dollars  in  contributions 
which  the  United  Mine  Workers  have  made  to  the 
Roosevelt  Administration  with  the  explicit  under- 
standing of  a  quid  pro  quo  for  laboi-.  These  con- 
tributions far  exceed  the  notions  held  by  the  gen- 
eral public  or  the  press.  Is  anyone  fool  enough  to 
believe  for  one  instant  that  we  gave  this  money  to 
Roosevelt  because  we  were  spellbound  by  his  voice  ? 

"It  is  common  knowledge  that  we  spent  approxi- 
mately three  quarters  of  a  million  dollars  in  the 
1936  campaign.  And  you  might  be  interested  to 
know  that  the  $500,000  direct  contribution  wasn't 
my  price  but  was  the  figure  named  by  the  White 
House,  and  I  was  given  approximately  48  hours  to 
get  that  money.  Certainly  there  was  a  quid  pro  quo 
— the  right  for  labor  to  organize. 


".  .  .  Radio  time  purchased,  billboards,  handbills, 
literature,  and  all  the  other  paraphernalia  that  are 
part  and  parcel  of  the  process  of  being  elected 
President  of  the  United  States  did  not  come  gratis." 

Mr.  Lawrence  comments  that 

"The  foregoing  is  but  a  small  part  of  the  revela- 
tions of  Lewis  of  how  the  CIO  operated  in  his  day. 
The  CIO  now  is  as  active,  if  not  more  so,  inside  the 
Democratic  Party.  It  helped  in  New  York  State  and 
in  the   New  York   mayoralty   election,  too." 

"Besides  the  financial  help  of  the  labor  unions, 
the  party  in  power  today  spends  $46  billions  a  year 
of  Federal  money.  This  means  a  huge  Federal  pay- 
loll  and  contracts  running  into  billions. 

"The  party  in  power  should  naturally  win  more 
and  more  elections — until  the  unorganized  majority 
really  departs  from  party  lines  and  aligns  itself  in 
a  non-partisan  drive  against  such  a  dangerous  trend 
iri  our  democracy." 

Let  us  hope  that  the  "unorganized  ma- 
jority" will,  before  it  is  too  late,  rise  in  its 
might  and  protest  effectively  against  the 
rottenness  of  politics. 


HOSPITALS  AND   DOCTORS 

One  of  the  problems  of  medical  care  which 
most  urgently  needs  solution  is  that  of  the 
relationship  between  hospitals  and  doctors. 
Any  discussion  of  the  question  as  to  how 
far  hospitals  should  go  in  the  practice  of 
medicine  is  apt  to  generate  more  heat  than 
light.  One  of  the  most  sensible  contributions 
to  this  problem  was  made  by  Dr.  C.  Rufus 
Rorem,  executive  secretary  of  the  Hospital 
Council  of  Philadelphia,  in  a  paper  read  re- 
cently at  the  Annual  Conference  of  Secre- 
taries and  Editors  in  Chicago. 

Among  the  points  made  by  Dr.  Rorem 
were  that  medical  service  is  professional, 
not  economic ;  that  hospitals  can  not  prac- 
tice medicine ;  that  medical  practice  must  be 
done  by  physicians;  and  that  it  is  difficult 
to  separate  charges  for  hospital,  nursing 
and  medical  care.  There  has  been  a  marked 
increase  in  the  use  of  hospital  services  in 
medical  practice,  in  reliance  on  laboratory 
facilities,  and  in  group  practice.  Unneces- 
sary diagnostic  procedures  reduce  the  pa- 
tient's ability  to  pay  his  medical  fee. 

Dr.  Rorem  stated  that  the  increased  in- 
terest of  the  patient  in  medical  procedures 
is  both  dangerous  and  hopeful — dangerous, 
because  it  tends  to  make  him  more  critical 
and  also  more  neurotic;  hopeful,  because  it 
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tends  to  make  him  cooperate  more  intelli- 
gently in  the  management  of  his  own  case, 
and  also  helps  him  to  appreciate  the  value 
of  modern  medical  and  hospital  care. 

Physicians  and  hospitals,  said  Dr.  Rorem, 
are  natural  allies  in  the  war  on  disease,  and 
should  plan  to  work  together.  He  suggested 
that  a  joint  committee  of  hospital  and  med- 
ical associations  should  be  formed,  and 
named  five  objectives  for  which  such  a  com- 
mittee might  work: 

1.  Adequate  insurance  against  the  cost 
of  medical  care. 

2.  Greater  use  of  hospital  facilities  for 
private  ambulatory  patients. 

3.  Development  of  more  specific  stand- 
ards for  staff  privileges,  including  a  satis- 
factory definition  of  active  and  courtesy 
members.  In  a  community  hospital,  Dr.  Ro- 
rem said,  every  qualified  physician  should 
have  some  privilege  commensurate  with  his 
ability. 

4.  A  careful  study  of  public  health  needs 
in  relation  to  hospitals. 

5.  A  truce  in  the  "cold  war"  between  doc- 
tors and  hospitals. 

Certainly  Dr.  Rorem  was  right  in  saying 
that  doctors  and  hospitals  are  natural  allies, 
not  enemies,  and  it  is  unfortunate  that  one 
must  think  of  the  danger  of  a  "cold  war" 
between  them.  Such  clear  and  candid  dis- 
cussions as  Dr.  Rorem's  will  do  much  to 
bring  about  a  lasting  truce  which  should 
lead  to  better  and  cheaper  medical  care. 

DR.  McKAY,  A  WISE  LEADER 

The  following  editorial  from  the  Charlotte 
Observer  expresses  so  well  the  sentiments 
of  the  North  Carolina  medical  profession 
that  it  is  reprinted  in  full : 

The  recognition  that  has  been  accorded  Dr. 
Hamilton  W.  McKay  of  Charlotte  in  his 
election  and  installation  as  president  of  the 
Southern  Medical  Association  is  a  matter 
of  keen  satisfaction  to  a  host  of  friends  of 
the  distinguished  surgeon  both  within  and 
outside  the  medical  profession,  particularly 
in  North  Carolina,  the  state  of  his  adoption, 
and  South  Carolina,  his  native  state. 

For  many  years  Dr.  McKay  has  been 
recognized  as  among  the  civic  leaders  of 
Charlotte,  a  loyal  layman  of  the  Presby- 
terian  church,   and   a   stalwart   among  the 


alumni  of  Davidson  College,  as  well  as  a 
leader  in  the  urological  branch  of  medical 
practice,  having  served  last  year  as  chair- 
man of  the  American  Medical  Association's 
section  on  urology.  He  is  a  veteran  member 
and  former  president  of  the  Charlotte 
Rotary  Club  and  a  former  president  of  the 
Mecklenburg  Medical  Society. 

In  the  medical  field  Dr.  McKay  is  ortho- 
dox and  sound  but  also  he  is  what  the  lay- 
man would  term  a  progressive,  as  is  indi- 
cated by  his  advocacy  of  a  change  in  the 
Southern  Medical  Association's  law  that  con- 
fines it  to  the  purely  scientific  field  and  pro- 
hibits it  taking  part  in  any  economic,  or 
political  activities. 

His  progressiveness  is  apparent  in  his 
expressed  belief  that  the  medical  organiza- 
tions and  all  their  members  should  actively 
support  a  "good  ethical  common  sense"  pub- 
lic relations  program  which  would  work  for 
a  better  understanding  between  the  medical 
profession  and  laymen ;  or  the  creation  of  a 
commission  to  study  medical  education  and 
work  with  the  board  of  Southern  regional 
education;  for  Negro  medical  education  with 
the  purpose  of  providing  more  and  better 
trained  Negro  doctors  and  other  medical  and 
hospital  personnel;  and  for  selling  voluntary 
health  and  hospital  insurance  to  the  people, 
particularly  in  rural  and  isolated  areas  of 
the  country. 

Under  Dr.  McKay's  progressive  leader- 
ship, the  Southern  Medical  Association  may 
be  expected  to  take  some  advance  steps  along 
the  lines  he  advocates. 


DR.  COOPER  HONORED 

The  many  friends  of  Dr.  George  M. 
Cooper  have  long  appreciated  his  medical 
statesmanship.  It  is  good  to  know  that  his 
worth  is  recognized  abroad  as  well  as  at 
home.  At  the  recent  meeting  of  the  Ameri- 
can Public  Health  Association,  held  in  New 
York,  the  Lasker  Award  for  outstanding 
achievement  in  planned  parfenthood  was  be- 
stowed upon  Dr.  Cooper,  in  recognition  of 
his  having  made  North  Carolina  the  first 
state  in  the  Union  to  have  birth  control 
clinics  under  the  auspices  of  the  State  Board 
of  Health.  Congratulations  to  those  who 
showed  such  good  judgment  in  selecting  the 
recipient  of  the  Lasker  Award. 
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NORTH  CAROLINA  TUBERCULOSIS 
ASSOCIATION 

Tuberculosis  Mortality  in  the 
United  States,  1947* 

In  1947,  there  were  48,064  deaths  from 
tuberculosis  in  the  United  States.  The  death 
rate  was  33.5  per  100,000  population,  which 
was  8  per  cent  below  the  rate  for  1946. 

This  decrease  in  the  tuberculosis  death 
rate  continued  the  downward  trend  which 
has  prevailed  with  few  interruptions  since 
1910.  Of  the  total  deaths  from  tuberculosis 
in  1947,  more  than  ninety  per  cent  were  at- 
tributed to  respiratory  tuberculosis.  For 
both  respiratory  and  nonrespiratory  infec- 
tions, mortality  was  much  greater  for  non- 
whites  than  for  whites  and  greater  for  males 
than  for  females. 

Death  rates  for  tuberculosis  in  the  white 
population  and  for  nonwhite  males  were 
lower  in  the  young  adult  years  than  in  the 
older  age  groups,  while  for  nonwhite  fe- 
males the  highest  rates  occurred  in  the 
young  adult  group.  Among  all  young  adults, 
the  rates  were  higher  for  females  than  for 
males;  among  older  persons,  the  rates  were 
much  higher  for  males.  The  rates  for  non- 
whites  were  far  above  those  for  whites  in 
all  age  groups  except  75  years  and  over. 

Death  rates  for  tuberculosis  were  lower 
in  1947  than  in  1939-41  for  almost  all  popu- 
lation groups.  In  general,  greater  gains  were 
made  by  females  than  by  males,  and  by 
younger  than  by  older  persons.  The  only 
increases  in  rates  were  for  males  in  the  age 
groups  over  55  years  and  for  nonwhite  fe- 
males 65-74  years  of  age.  Tuberculosis  death 
rates  in  1947  by  State  of  residence  ranged 
from  11.8  for  Iowa  to  100.0  for  Arizona. 


♦Abstract  of  an  article  bv  Sara  A.  Lewis  (Tuberculosis 
Mortality  in  the  Uniteil  States.  1047.  Public  Health  Reports. 
April  1,  104!!),  issued  by  the  National  Tuberculosis  Association 


Tuberculosis  Mortality  in  Older 
Age  Groups** 
Mortality  statistics  compiled  for  1947 
show  that  tuberculosis  death  rates  have 
again  declined  in  the  United  States.  In  1947 
the  rate  was  33.5  per  100,000,  as  compared 
to  36.4  in  1946.  These  gratifying  figures 
show  progress   is   still  being  made  toward 


**  Abstract  of  an  article  bv  Roljcrt  ,T.  Anderson.  M.D. 
CTuberculosis  Mortality  in  Older  Asre  Groups.  Public  Health 
Reports,  April  1,  104!)').  issued  by  the  National  Tuberculosis 
.Association. 


the  goal — the  disappearance  of  tuberculosis 
from  the  United  States. 

An  analysis  of  the  1947  mortality  data 
brings  out  a  fact  which  is  very  significant. 
The  proportion  of  deaths  from  tuberculosis 
among  people  over  45  years  of  age  is  stead- 
ily increasing. 

For  many  years  tuberculosis  was  a  dis- 
ease primarily  of  young  adults  between  the 
ages  of  15  and  44 — people  in  the  prime  of 
life,  wage  earners,  parents  of  small  chil- 
dren, young  people  just  starting  their  life 
work.  In  1900,  for  example,  almost  two  out 
of  three  of  all  the  reported  tuberculosis 
deaths  were  in  this  age  group.  Only  one  out 
of  four  of  those  who  died  was  45  or  over.  By 
1940,  over  half  of  the  tuberculosis  deaths 
reported  still  took  place  among  people  be- 
tween the  ages  of  15  and  44,  but  deaths  of 
those  45  and  older  had  risen  to  42  per  cent 
of  the  total. 

An  important  factor  in  this  shift  has  been 
the  fact  that  mortality  rates  have  declined 
more  slowly  in  the  older  age  groups  than  in 
the  younger  and  the  greater  number  of  older 
people  in  the  country's  population  further 
accentuates  the  degree  of  change. 

The  shift  toward  older  ages  at  death  has 
great  significance  for  tuberculosis  case- 
finding  activities.  A  study  of  a  recent  mass 
x-ray  survey  made  in  a  Georgia  county  con- 
tains one  of  the  few  available  tabulations 
of  older  people  who  took  part  in  that  sur- 
vey. Although  62  per  cent  of  the  population 
of  the  county  in  the  age  group  45-54  were 
x-rayed,  the  percentage  fell  rapidly  in  older 
age  groups ;  only  17  per  cent  of  those  75  and 
over  participated. 

Obviously  there  are  many  reasons  why 
people  do  not  take  part  in  mass  surveys. 
Many  of  the  very  old  people  could  not  par- 
ticipate becau.se  of  illness  or  incapacity. 
Many  others  not  so  old,  however,  failed  to 
be  examined  because  they  think  tuberculosis 
is  a  disease  they  have  "outgrown."  They 
must  be  cautioned  that  those  over  45  are 
subject  to  tuberculosis  just  as  younger 
people  are. 

Control  workers  should  be  reminded  that 
older  people  form  a  major  source  of  infec- 
tion in  the  population.  Special  efforts  are 
needed  to  discover  the  disease  among  those 
over  45  for  the  protection  both  of  individ- 
uals and  of  the  community.  All  men  and 
women,  young  and  old,  should  be  urged  to 
have  periodic  x-ray  examinations  either  in 
mass   surveys   or   as   part   of   their   annual 
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physical  examination  by  private  physicians. 
Only  by  special  emphasis  and  special  efforts 
can  all  cases  of  tuberculosis  be  discovered, 
isolated,  and  brought  under  treatment. 


Is  Tuberculosis  Under  Control  from  the 
Public  Health  Viem^point?* 

L.  M.  Graves,  M.D.,  Director, 

Memphis-Shelby  County  Health  Department 

Memphis,  Tennessee 

According  to  a  definition  by  Dr.  C.  E.  A. 
Winslow,  "Public  Health  is  the  science  and 
the  art  of  preventing  disease,  prolonging  life 
and  promoting  physical  health  and  effici- 
ency through  organized  community  effort." 

The  public  health  viewpoint  therefore 
looks  beyond  the  individual  case  and  the 
physician-patient  relationship  to  the  aggre- 
gate of  morbidity  and  mortality  which  a 
disease  produces,  and  the  degree  of  control 
is  measured  by  the  results  of  the  combined 
efforts  of  all  community  forces. 

Since  tuberculosis,  unlike  most  communi- 
cable diseases,  knows  no  geographic,  sea- 
sonal, economic,  racial  or  age  limitations, 
its  impact  on  public  health  has  been  stag- 
gering. 

Until  recent  years  tuberculosis  led  all 
other  causes  in  producing  chronic  morbidity 
and  mortality.  As  late  as  1900  the  death 
rate  was  almost  200  per  100,000  population 
in  the  United  States.  When  Koch  discovered 
the  tubercle  bacillus  in  1882,  the  death  rate 
in  Memphis  was  484  per  100,000  population. 

Marked  reductions  in  the  incidence  and 
death  rate  from  other  communicable  dis- 
eases have  come  as  a  result  of  some  marked 
sanitary  improvements  or  the  discovery  and 
use  of  a  specific  immunizing  or  chemother- 
apeutic  agent. 

Remarkable  progress  has  been  made  in 
the  battle  against  tuberculosis,  particularly 
in  the  last  half-century.  This  accomplish- 
ment is  the  more  phenomenal  in  view  of  the 
fact  that  no  specific  preventive  or  curative 
agent  against  this  scourge  has  been  devel- 
oped. Factors  involved  in  the  progress  have 
been : 

(a)  Education 

(b)  Economic  improvement 

(c)  Improvement    in    general    sanitation 
and  housing 


(d)  Control  of  bovine  tuberculosis 

(e)  Better  medical  care  and  public  health 
service,  including  early  case  finding 
and  the  breaking  up  of  channels  of 
infection  between  the  infected  and 
the  susceptible  individual. 

Although  tuberculosis  has  dropped  from 
first  to  seventh  place  as  an  important  cause 
of  death,  and  morbidity  and  mortality  rates 
have  been  reduced  to  a  small  fraction  of 
their  former  figures,  it  remains  a  top-flight 
public  health  problem.  It  continues  to  take 
about  54,000  lives  per  year  in  this  country. 
There  are  no  statistics  that  reveal  the  total 
amount  of  chronic  morbidity,  inefficiency, 
poverty,  and  broken  home  circles  with  re- 
sultant dependent  orphans  and  widows, 
chargeable  to  tuberculosis. 

If  such  spectacular  and  dreaded  diseases 
as  poliomyelitis,  rabies  and  meningitis, 
which  demand  so  much  public  health  effort, 
could  be  completely  eradicated,  the  reduc- 
tion in  mortality,  chronic  morbidity  and 
invalidism,  if  not  in  public  anxiety,  would 
be  insignificant  when  compared  to  the  rav- 
ages of  tuberculosis  even  at  our  present 
advanced  stage  in  the  fight  against  the 
scourge. 

In  1948  in  IMemphis,  there  were  reported 
810  cases  and  151  deaths  from  tuberculosis, 
while  during  the  same  year  27  cases  and 
one  death  were  reported  from  poliomyelitis. 
We  are  experiencing  the  highest  incidence 
of  poliomyelitis  this  year  in  the  history  of 
the  city ;  yet  only  82  cases  and  5  deaths  have 
occurred.  These  figures  do  not  minimize  the 
importance  of  poliomyelitis,  but  do  empha- 
size by  comparison  the  public  health  signi- 
ficance of  tuberculosis. 

The  progress  of  the  past  lends  optimism 
in  the  task  ahead,  but  there  are  many  handi- 
caps to  overcome.  Public  complacency,  as- 
sumption that  the  battle  has  been  won,  re- 
laxation, and  so  forth  are  to  be  overcome. 
It  should  be  remembered  that  if  every  spu- 
tum-positive case  in  the  United  States  could 
suddenly  be  permanently  rendered  non-in- 
fectious, thousands  of  cases  would  continue 
to  occur  for  many  years  as  a  result  of  pre- 
vious exposure  followed  by  prolonged  incu- 
bation periods. 

Tuberculosis  cannot  be  considered  under 
control  until  its  impact  on  the  public  health 
has  been  reduced  far  below  its  present  level. 


*  Abstract   of   paper   presented  before   Tbe    Southern    Tulier- 
culosis   Conference,    Memphis,    Tennessee,    September    15,    1949. 
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North  Carolina  Tuberculosis  Meetings 

Agenda  of  the  mid-year  meeting  of  the 
Board  of  Directors  of  the  North  Carolina 
Tuberculosis  Association  and  program  of 
the  mid-year  session  of  the  North  Carolina 
Trudeau  Society,  meeting  jointly  at  McCain, 
November  9,  1949. 


CORRESPONDENCE 


11:00- 
11:30- 


1:00- 

\ 

2:30  p 
3:10  p. 


3:50-1 
4:00  p. 

4:40  p. 

5:20  p, 
6:30  p. 


Board   of  Directors 

-Business  meeting 

-Discussion  of  following  topics  pertaining  to 
current  problems  and  future  program: 

1.  Federated   fund-raising 

2.  Wiser   expenditure   of   seal    sale   funds — 
authorized  forms 

3.  Routine  x-raying  in  general  hospitals 
-Lunch 

Topics  to  be  discussed  at  luncheon  meeting: 

1.  Additional  beds  for  the  tuberculous 

2.  Case-finding 

3.  1949  seal  sale 

North  Carolina  Trudeau  Society 

,m. — Present  Day  Status  of  Drug  Therapy  in 

Tuberculosis 

— H.  S.  Willis,  M.D.,  McCain 
,ni. — Pulmonary  Segmentation  from  the  X-Ray 

Standpoint 

— George  J.   Baylin,   M.D.,   Durham 
:lt0  p.m. — Intermission 
,ni. — Comments  on  Bronchoscopy 

—James  D.  Moody,  M.D.,  Durham 
.m. — Pulmonary   Physiology 

—John   B.  Hickam,  M.D.,  Durham 
.m. — General   discussion 
.m. — Dinner  session 

Speaker:  Dr.  David  T.  Smith 


Programs  for  the  control  of  tuberculosis  among 
college  students  are  now  being  conducted  at  several 
hundred  institutions.  The  incidence  of  tuberculous 
infection  among  entering  students  has  shown  a  very 
significant  decrease  during  the  past  fifteen  years. 
In  most  sections  of  the  United  States  less  than  30 
per  cent  of  undergraduate  students  react  to  tuber- 
culin and  in  manv  areas,  less  than  20  per  cent. — 
H    D    Lees.  M.D.,  Diseases  of  the  Chest,  May,  1949. 


That  older  persons  now  constitute  the  major  focus 
of  tuberculous  infection  is  emphasized  by  recent 
autopsy  studies  which  show  that  a  relatively  large 
number  of  persons  supposedly  succumbing  to  dis- 
eases other  than  tuberculosis  were  found  to  have 
this  disease  in  active  form.  It  is  recognized  that  the 
disease  in  older  persons  is  frequently  mild^  and  that 
the  symptoms  may  be  overlooked. — Statistical  Bull., 
Metropolitan   Insurance   Co.,   Nov.,   1948. 


DOCTOR,  when  you  peruse  the  advertising  pages 
in  our  journal,  remember  this:  All  ads  are  carefully 
screened — the  items,  services,  and  messages  pre- 
sented are  committee-accepted.  Our  standards  are  of 
the  highest.  The  advertisers  like  our  journal;  that's 
why  they  selected  it  for  use  in  their  promotional 
program.  They  seek  your  patronage,  and  your  re- 
sponse encourages  continued  use  of  our  publication. 
In  turn,  the  advertisers'  patronage  helps  us  to  pro- 
duce a  creditable  journal.  When  you  send  inquiries, 
tell  them  that  you  read  their  advertisement  in  the 
NORTH  CAROLINA  MEDICAL  JOURNAL. 


The  Miller  Report  on  Nursing 
Education 

Chapel  Hill 
November  12,  1949 
To  the  Editor: 

I  have  read  with  interest  and  some  con- 
cern your  editorial  in  the  October  Journal, 
"A  Crisis  in  Nursing  Education."  My  con- 
cern arises  not  from  any  diagreement  with 
your  thesis  that  a  fundamental  need  in  nurs- 
ing is  the  preparation  of  general  practi- 
tioners of  nursing  to  care  for  the  sick,  but 
from  the  possibility  of  misunderstanding 
with  reference  to  the  status  of  the  report 
made  by  Miss  Julia  Miller  to  the  North  Car- 
olina Committee  to  Survey  Nursing  and 
Nursing  Education. 

Miss  Miller  was  employed  as  a  special  con- 
sultant to  carry  out  a  study  of  the  schools 
of  nursing  in  the  state,  and  her  report  was 
made  to  the  Committee  for  its  considera- 
tion. It  is  being  studied  at  the  present  time, 
and  while  it  will  doubtless  make  significant 
contributions  to  the  Committee's  under- 
standing of  our  nursing  problems  and  needs, 
the  program  outlined  in  her  recommenda- 
tions has  not  been  adopted  or  endorsed  by 
the  Committee,  but  is  simply  being  studied 
by  it  along  with  much  other  material  in  an 
effort  to  arrive  at  a  thoroughly  sound  pro- 
gram for  North  Carolina,  based  on  our  own 
needs,  and  our  own  resources  and  facilities. 

Your  readers  will  be  interested  to  know 
that  our  Committee,  which  was  appointed  by 
the  University  of  North  Carolina  at  the  re- 
quest of  the  Medical  Care  Commission,  is 
composed  of  representatives  of  the  State 
Medical  Society,  State  Nurses'  Association, 
our  medical  schools,  hospitals,  State  Depart- 
ment of  Public  Instruction,  practical  nurses' 
association,  and  representatives  of  various 
groups  of  the  public,  the  consumers  of  nurs- 
ing service,  and  that  it  is  going  about  its 
work  in  the  careful,  deliberate,  and  thorough 
way  which  has  generally  characterized 
North  Carolina  study  committees  and  com- 
missions in  the  past. 

Sincerely  yours, 
William  P.  Richardson,  M.D.,  M.P.H. 
Executive  Secretary,  North  Carolina 
Committee  to  Survey  Nursing  and 
Nursing  Education 
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The  Cost  of  Treating  Poliomyelitis 
November  4,   1949 
To  the  Editor: 

There  have  been  many  inquiries  recently 
regarding  the  arrangements  for  covering 
the  cost  of  care  for  poliomyelitis  patients. 
There  are  a  number  of  factors  which  will  be 
of  interest  to  your  readers. 

During  1949  a  poliomyelitis  incidence  of 
unprecedented  size  (more  than  37,000 
stricken  since  January  1)  has  put  serious 
financial  strain  upon  the  National  Founda- 
tion for  Infantile  Paralysis.  For  the  first 
time  in  its  eleven  year  history  it  was  neces- 
sary to  conduct  a  Polio  Epidemic  Emergency 
Drive  which  although  very  helpful  did  not 
entirely  meet  current  needs. 

In  its  avowed  purpose  to  lead,  direct  and 
unify  the  national  fight  against  infantile 
paralysis  the  National  Foundation  under- 
took support  of  research  and  education,  for 
in  these  areas  lies  the  ultimate  hope  for  erad- 
ication of  poliomyelitis.  These  programs  are 
not  to  be  compromised  in  any  way. 

The  greatest  cost  to  the  National  Founda- 
tion, however,  is  payment  for  medical  care 
to  patients.  It  is  urgent  for  all  physicians 
to  assist  in  the  institution  of  measures  which 
will  reduce  costs  without  prejudice  to  pa- 
tients. The  chief  costs  are  for  hospitaliza- 
tion. Many  poliomyelitis  patients  are  hos- 
pitalized when  they  can  be  cared  for  at  home 
at  a  reduced  cost. 

Our  experience  in  this  year's  epidemic 
which  has  spared  virtually  no  part  of  the 
country  suggests  the  following: 

1.  Abortive,  nonparalytic  and  mildly 
paralytic  poliomyelitis  patients  are  being- 
hospitalized  in  the  mistaken  idea  that  the 
stated  period  of  isolation  must  be  spent  in 
the  hospital. 

2.  Overly  prolonged  hospitalization  is 
frequent.  This  is  particularly  true  of  the 
paralytic  patient  who  has  achieved  maxi- 
mum improvement  from  daily  physical 
therapy.  Home  care  with  periodic  office  or 
clinic  visits  is  then  in  order. 

3.  There  still  exists  in  some  places  a 
general  attitude  that  poliomyelitis  is  a 
bizarre  disease  which  only  a  few  physicians 
can  manage.  This  is  not  so.  It  is  disturbing, 
for  example,  to  find  physicians  leaning  so 
heavily  upon  the  guidance  of  physical  ther- 
apists and  nurses.  The  physician's  assess- 
ment of  the  total  patient  is  the  best  index 
in  determining  when  a  patient  shall  leave 


hospital   to   receive   home,    office   or   clinic 
care. 

4.  Patients  hospitalized  on  general  ward 
services  are  not  charged  medical  fees  ordi- 
narily. When  patients  are  hospitalized  on 
isolation  wards  for  poliomyelitis,  however, 
bills  for  medical  fees  are  at  times  submitted. 
Payment  is  frequently  made  by  the  local 
chapters  of  the  National  Foundation  whose 
treasuries  are  now  generally  depleted. 

It  is  hoped  that  your  readers  will  under- 
stand  clearly  how  urgent  is   our  need   for 
cooperation  from  all  practicing   physicians 
in  the  matters  mentioned  above. 
Sincerely  yours. 
Hart  E.  Van  Riper,  M.D. 
Medical   Director,   The   National 
Foundation   for   Infantile 
Paralvsis 


Aralen  Rated  First  in  Treating  Malaria 

Most  recent  survey  of  antimalarial  drugs  by  the 
United  States  Public  Health  Service  rates  Aralen 
(Chloroauine)  as  "superior"  and  the  "drug  of 
choice"  for  treatment  of  acute  attacks  of  malaria. 

The  same  compound,  developed  bv  the  Sterling- 
Winthrrjp  Research  Institute,  Rensselaer.  N.  Y..  and 
now  being  marketed  throughout  the  world  bv  Win- 
throp-Stearns  Inc.,  is  described  as  a  "satisfactory 
suppressant"  when  taken  in  weekly  doses.  One  of 
the  advantages  of  chloroquine  cited  by  the  author  is 
its  relative  freedom  from  undesiralsle  side  effects. 
It  is  also  pointed  out  that  Aralen  does  not  discolor 
the  skin. 


New   Aureomycin  Injectable   Announced   by   Lederle 

For  emergency  use  where  it  is  desired  to  achieve 
a  high  therapeutic  blood  level  of  aureomycin  quick- 
ly. Lederle  Laboratories  has  brought  out  Aureor.iy- 
cin   Hydrochloride   Intravenous. 

The'  package  of  this  new  Lederle  product  contains 
one  vial  of  100  mg.  of  aureomycin  hvdrochloride 
powder  and  one  10  cc.  vial  of  leucine  diluent  to  make 
a  solution  containing  10  mg.  of  aureomycin  hydro- 
chloride per  cubic  centimeter.  Because  the  oral 
forms  of  aureomycin  are  preferable,  Aureomycin 
Intravenous  is  designed  for  use  in  cases  of  emer- 
gency or  where  patients  are  unable  to  take  oral 
medication. 


Sobering    Discovers    New    Most    Potent 
Antihistamine  Drug 

A  new,  most  potent  of  all  safe  antimistaminics 
now  known,  Chlor-Trimeton  maleate,  has  been  de- 
veloned  by  the  chemical  and  clinical  research  groups 
of  Schering  Corporation,  pharmaceutical  manufac- 
turers of  Bloomfield,  New  Jersey.  The  drug,  which 
has  just  been  released  for  the  use  of  the  medical 
profession,  is  about  twenty  times  as  potent  as  the 
other  currently  available  drugs  with  similar  activi- 
ties. 

Because  of  its  high  activity,  Chloi--Trimeton  can 
be  used  in  minute  doses  (only  2  to  4  milligrams). 
Because  of  the  minute  quantity  taken,  its  action  is 
usually  free  of  the  undesirable  side  effects  (sleepi- 
ness, nausea,  dizziness)  so  common  with  the  pre- 
vious drugs. 
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PRESIDENT'S  MESSAGE 

The  Association  of  American  Physicians 
AND  Surgeons 

History  will  record  the  years  immediately 
following  1934  as  the  period  of  disintegra- 
tion of  representative  government  in  the 
United  States.  Only  the  most  naive  can 
doubt  that  our  RULERS  are  not  elected 
officials  but  are  bureaucrats  who  have  been 
appointed  by  the  Executive  in  response  to 
personal  whim  or  to  pressure  from  minority 
groups. 

The  time  is  not  far  distant,  if  indeed  it  is 
not  already  here,  when  public  expressions 
such  as  this  may  be  expected  to  bring  imme- 
diate reprisals  from  government.  The  pres- 
ent series  of  investigations  of  medical  so- 
cieties all  over  the  nation,  which  is  a  frank 
campaign  of  intimidation  and  persecution 
against  those  who  have  dared  to  oppose  the 
compulsory  health  tax,  shows  the  lengths  to 
which  the  Administration  will  go  to  achieve 
its  own  ends.  So  far  one  constitutional  privi- 
lege remains — the  right  to  decline  to  woi'k 
under  given  circumstances. 

The  determination  by  the  Administration 
to  enact  a  compulsory  health  tax  law  is  even 
greater  now  than  during  the  past  two  years. 

The  pressure  is  steadily  mounting.  The 
"Committee  for  the  Nation's  Health"  is 
flooding  the  country.  North  Carolina  in- 
cluded, with  misinformation.  Its  releases 
hold  out  the  enticing  bait  of  something  for 
nothing  and  urge  people  to  address  their 
congressmen  in  favor  of  federal  medicine. 
Groups  of  men  of  unknown  origin  are  driv- 
ing through  the  industrial  settlements  of 
East  Tennessee,  begging  the  people  to  sign 
petitions  in  favor  of  a  compulsory  health 
tax.  They  are  using  the  same  bait  of  "some- 
thing for  nothing." 

In  all  this  turmoil  and  uncertainty  one 
group  of  physicians  stands  fast.  With  dig- 
nity, with  sincerity,  with  entire  good  taste, 
but  with  great  determination,  the  Associa- 
tion of  American  Physicians  and  Surgeons 
has  pledged  itself  to  "non-participation."  Its 
members  will  continue  to  treat  the  sick  in  a 
private  capacity  under  all  conditions,  but 
they  will  not  practice  under  compulsory 
health  insurance  or  any  other  system  of 
governmental  medicine. 

This  attitude  and  pledge  is  the  exercise 
of  the  constitutional  privilege.  If  a  majority 


of  the  physicians  in  the  United  States  follow 
this  course  to  the  end,  the  compulsory  health 
tax  will  be  defeated  and  our  very  civilization 
may  well  be  saved  thereby. 

The  Executive  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina  has, 
by  unanimous  vote,  endorsed  the  principles 
and  ob.jectives  of  the  Association  of  Ameri- 
can Physicians  and  Surgeons.  A  majority  of 
the  physicians  of  North  Carolina  should  be- 
long to  this  Association,  and  thus  insure  the 
freedom  of  medicine  in  this  state  for  so  long 
as  there  is  any  Constitution. 

Dr.  Monroe  Gilmour  of  Charlotte  is  the 
North  Carolina  representative  of  AAPS. 
Mr.  Harry  E.  Northam,  360  North  Michigan 
Avenue,  Chicago  1,  Illinois,  is  its  executive 
secretary.  Membership  now  numbers  sev- 
eral thousand.  Many  more  thousands  are 
needed. 

G.  W.  Murphy,  M.D. 


State  Board  of  Medical  Examiners 

The  State  Board  of  Medical  Examiners,  in  reg- 
ular se.^ision  in  Asheville  on  October  17,  elected  Dr. 
James  B.  Bullitt,  former  professor  of  pathology  at 
the  LTniversity  of  North  Carolina,  as  a  member  to 
fill  the  unexpired  term  of  the  late  Dr.  Thomas 
Leslie  Lee. 

The  next  meeting  of  the  North  Carolina  State 
Board  of  Medical  Examiners  will  be  held  at  the  Sir 
Walter  Hotel  in  Raleigh  on  .January  2.S,  at  which 
time  applicants  will  be  interviewed  for  licensure  by 
endorsement  of  ci'edentials. 


North  Carolina  Health  Council 

A  two-dav  conference  of  North  Carolina's  profes- 
sional and  lav  health  and  welfare  leaders,  held  in 
Raleigh  on  September  29  and  30,  resulted  in  the 
creation  of  a  permanent  North  Carolina  Health 
Council.  The  purpose  of  the  council  is  to  coordinate 
the  work  of  state,  county,  and  voluntarv  health  and 
welfare  agencies  in  order  to  imnrove  health  condi- 
tion=  in  North  Carolina.  Dr.  William  P.  Richardson 
of  Chanel  Hill  was  elected  president,  and  Dr.  J.  W. 
R.  Norton  and  Mrs.  Paul  P.  McCain  are  among  the 
members  of  the  executive  committee. 


North  Carolina  Neuropsychiatric 
Association 

Dr.  Robert  H.  Felix,  director  of  the  National  In- 
stitute of  ^Tental  Health,  Washington,  D.  C.  was 
guest  speaker  for  the  annual  meeting  of  thp  North 
Carolina  Neuropsychiatric  Association,  held  in  Win- 
ston-Salem at  the  Bowman  Gray  School  of  Medi- 
cinp  on   October  28. 

The  nrofessional  program  consisted  of  a  sum- 
mary of  work  being  done  at  mental  health  clinics 
throug'hout  the  state,  with  the  following  sneakers 
narticinatins':  Dr.  Vpi'non  Kinross-Wright  of  Chav- 
lotte,  Drs.  Maurice  H.  Greenhill  and  Leslie  Hohman 
of  Durham,  Drs.  Richard  L.  Masl^nd  and  Lloyd  .1. 
Thompson  of  Winston-Saleni,  and  Dr.  Fel'x,  who 
discussed  the  "National  Blental  Health  Act." 

Dr.  Thompson  is  president  of  the  association. 
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North  Carolina  Public  Health 
Association 

Dr.  S.  B.  McPheeters  of  Goldsboro  was  installed 
as  president  of  the  North  Carolina  Public  Health 
Association  at  the  end  of  its  thirty-eighth  annual 
meeting,  held  in  Greensboro,  September  15-17.  Th^ 
Reynolds  Award  for  outstanding  worlc  in  public 
health  went  to  Dr.  W.  B.  Hunter  of  Lillington. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Dr.  H.  L.  Seay  of  Huntersville  was  elected  vice 
president  of  the  Southern  Trudeau  Society  at  its 
recent  meeting  in  Memphis.  Dr.  Stuart  Willis  of 
McCain  was  named  a  director  of  the  Southern  Tu- 
berculosis Conference  and  Mr.  Frank  W.  Webster 
of  Raleigh  was  elected  secretary-treasurer. 


Raleigh  Academy  of  Medicine  Symposium 

a  Medical  and  Surgical  Symposium  on  Gastro- 
enterology, sponsored  by  the  Raleigh  Academy  of 
Medicine,  was  held  in  Raleigh  on  November  18.  Dr. 
A.  C.  Bulla,  president  of  the  Academy,  gave  the 
welcome.  Dr.  William  Vaughan  served  as  moderator 
for  a  round  tal">le  discussion  on  "Newer  Concepts  of 
Peptic  Ulcer  Therapy,"  and  Dr.  Hubert  Haywood 
presided  over  the  afternoon  and  evening  sessions. 
Speakers  included  Dr.  Louis  A.  M.  Krause  of  Balti- 
more, Dr.  Thomas  T.  Mackie  of  Winston-Salem,  Dr. 
Robert  P.  Barden  of  Philadelphia.  Dr.  Richard  B. 
Cattell  of  Boston,  and  Dr.  Henry  W.  Cave  of  New 
York. 


News  Notes  from  the  State  Board 
OF  Health 

Within  the  past  few  months.  Governor  Scott  has 
designated  the  State  Board  of  Health  as  the  state 
agency  in  North  Carolina  which  will  administer 
federal  funds  made  available  in  carrying  on  our 
mental  health  program,  together  with  state  funds 
available  for  that  purpose.  While  the  oi-ganization 
of  a  Mental  Hygiene  program  has  not  been  per- 
fected, the  groundwork  is  being  laid  for  an  attack 
to  be  waged  against  mental  illness  as  one  of  the 
present   and  future  public  health   problems. 

Accordin,g  to  a  recent  fact  sheet,  there  are  now 
9,550  persons  hospitalized  in  this  state  for  mental 
defects,  or  illness. 

It  is  heartening  to  note  that  preventive  work  now 
is  being  done  through  one  school  social  worker  and 
eight  mental  health  clinics  partially  supported  by 
state  and  federal  funds.  These  are  located  in  two 
medical  schools — two  at  Duke  and  one  at  Bowman 
Gray — and  in  Asheville,  Charlotte,  Durham,  Wil- 
mington, and  Raleigh.  Assistance  in  financing 
mental  health  programs  has  been  given  by  the 
National  Mental  Health  Act.  On  a  matching  basis. 
North  Carolina  receives  $100. 000  of  federal  funds 
for  training'  professional  workers,  and  for  educa- 
tional and  clinical  work.  During  the  past  six  months, 
1.171  patients  have  received  help  through  the  clinics 
above  referred  to.  In  manv  instances  each  patient 
represents  two,  three,  or  four  others,  who,  as  Ba- 
rents, teachers  and  employers,  gained  a  better 
understanding  of  themselves  and  of  other  children 
and  adults,  as  the  clinic  helped  them  deal  with  the 
problems  and  needs  of  this  one  patient. 

Prevention  is  said  to  be  comparativelv  not  ex- 
pensive. If  two-thirds  of  those  admitted  to  Statp 
hospitals  in  Februai-y,  alone,  remain  in  hospital 
care  one  year — as  a  conservative  estimate  of  time 
—it  will  "cost  North  Carolina  $70,080.  This  sum 
would  meet  the  cost  of  two  almost  ideal,  full-time 
mental  health   clinics. 

Dr.  J.  W.  R.  Norton,  State  Health  Officer,  has 
been  elected  president  of  the  Alumni  Association  of 
the  Harvard  School  of  Public  Health. 


News  Notes  from  the  Duke  University 
School  of  Medicine 

Dr.  Grant  Taylor,  assistant  dean  of  the  Duke 
University  Medical  School,  has  been  named  deputy 
director  of  the  Atomic  Bomb  Casualty  Commission 
in  Japan.  Dr.  Taylor,  who  is  associate  professor  of 
pediatrics  and  laacteriology  at  Duke,  has  been 
granted  a  two-year  leave  of  absence  for  the  special 
assignment. 

Notice  of  Dr.  Taylor's  appointment  followed  re- 
cent appointment  of  two  other  Duke  physicians  to 
the  special  unit  in  Japan.  Dr.  Robert  F.  Poole,  Jr., 
of  Raleigh,  and  Dr.  Paul  G.  Fillmore,  of  Prove, 
Utah,  were  named  to  the  laboratory  staff  in  early 
July. 

Dr.  Taylor  served  in  Japan  last  summer  as  con- 
sultant to  the  U.  S.  Army  Commission  on  Neuro- 
tropic Virus  Disease  when  Japan's  worst  encepha- 
litis epidemic  broke  out. 


News  Notes  from  the  University  of 
North  Carolina 

School  of  Medicine 

On  October  8  the  North  Carolina  Society  of  Bac- 
teriologists held  its  semi-annual  meeting  at  the 
Medical  School  in  Chapel  Hill.  Papers  were  pre- 
sented by  Dr.  D.  S.  Martin  of  Duke  Universitv,  Dr. 
J.  L.  Etchells  of  State  College,  Drs.  H.  L.  Magnu- 
son  and  Fred  Thompson  of  the  School  of  Public 
Health,  and  Miss  Annie  Beasley  of  the  Department 
of  Bacteriology  at  the  University. 

The  Tracer  Group,  an  association  of  University 
of  North  Carolina  scientists  who  are  utilizing 
isotone  techniques  in  their  research,  recently  namecl 
Dr.  C.  D.  Van  Cleave,  associate  nrofessor  of  anat- 
omy, as  chairman  of  the  group.  Dr.  Van  Cleave  is 
also  the  University  of  North  Carolina  representa- 
tive on  the  Oak  Ridge  Institute  of  Nuclear  Studies 
Council. 


School   of   Public    Health 

The  following  members  of  the  School  of  Public 
Health  attended  the  American  Public  Health  Asso- 
ciation's annual  meeting,  held  in  New  York  Citv, 
October  24-28:  Dr.  H.  G.  Baity,  Mr.  William  G. 
Gibson,  Mr.  Bernard  G.  Greenberg,  Miss  Ruth  W. 
Hay,  Dr.  E.  G.  McGavran,  Miss  Frances  MacKinnon, 
Mr.  Emil  Chanlett,  Miss  Lucy  F.  Morgan,  Dr.  Wil- 
liam P.  Richardson.  Dr.  Cecil  G.  Sheps,  Miss  Eunice 
Tyler,  Dr.  John  J.  Wright. 


Miss  Margaret  Blee  and  Miss  Evelyn  Johnson, 
also  members  of  the  School  of  Public  Health,  at- 
tended the  annual  meeting  of  the  North  Carolina 
State  Nurses  Association,  held  in  High  Point,  North 
Carolina,  October  24-27. 
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News  Notes  from  the  Bowman  Gray 

School  of  Medicine  oe  Wake 

Forest  College 

Dr.  James  F.  Donnelly,  assistant  professor  of  ob- 
stetrics and  gynecology,  spoke  to  members  of  the 
Spartanburg  County  Medical  Society  at  their  Oc- 
tober meeting.  His  subject  was  "Conservative  Sur- 
gery in  Gynecology."  On  the  same  day  he  and  Dr. 
Jesse  Caldwell,  resident,  and  Dr.  Richard  Burt,  as- 
sistant resident,  conducted  a  symposium  on  cancer 
of  the  cervix  for  members  of  the  South  Carolina 
State   Obstetric   and   Gynecologic    Society. 


Dr.  Harold  D.  Green,  professor  of  physiology  and 
rharmacology,  and  Dr.  Lucile  Hutaff,  instructor  in 
internal  medicine,  lectured  at  the  VA  Center  at 
Mountain  Home,  Tennessee,  on  November  2.5.  Dr. 
Green  spoke  on  "Heart  Failure,"  and  Dr.  Hutaff 
on  "The  Physiology  of  Various  Henatic  Function 
Tests  and  the  Modern  Diagnosis  of  Liver  Disease." 


Dr.  Wingate  M.  Johnson,  director  of  the  Private 
DiagnosticClinic,  will  discuss  "The  Emotional  Fac- 
tor in  the  Practice  of  Medicine"  at  the  meeting  of 
the  Rhode  Island  Medical  Society  in  Newport  on 
December  14. 

Dr.  Richard  L.  Masland,  associate  professor  '  of 
neuropsychiatry  and  head  of  the  Eastern  Associa- 
tion of  Electroencephalographers,  presided  at  the 
meeting-  of  the  association  held  in  Baltimore  in 
October. 


Dr.  Lloyd  J.  Thompson,  head  of  the  department 
of  neuronsychiatry,  spoke  to  the  South  Carolina 
Mental  Hygiene  Society  in  Columbia  on  November 
10  on  "Mental  Hygiene — Past,  Present  and  Future." 
On  November  14,  he  attended  a  meeting  of  civilian 
consultants  to  the  Surgeon  General  in  Washington, 
D.  C. 


CARTERET    COUNTY    MEDICAL   SOCIETY 

On  October  1  the  Carteret  County  Medical  So- 
ciety held  its  regular  monthly  meeting  at  the  More- 
head  City  Hospital.  This  was  a  dinner  meeting'  with 
the  hospital  acting  as  host.  The  scientific  prog-ram 
consisted  of  surgical  case  reports  bv  Drs.  John  Way 
of  Beaufort  and  J.  W.  Morris  of  Morehead  City. 

The  health  officer.  Dr.  N.  Thomas  Ennett,  dis- 
cussed the  new  school  health  program,  and  the  so- 
ciety gave  its  approval  to  any  fee  schedule  ae-reed 
ripon  between  the  surgeons  and  the  health   officer. 

Dr.  S.  W.  Hatcher,  secretary,  brought  up  the 
question  of  assessments  in  connection  ^^^th  the  nro- 
posed  employment  of  a  full  time  public  relations 
officer  for  the  State  Societv.  The  question  was  dis- 
cussed, chieflv  by  Dr.  B.  F.  Royal,  member  of  tho 
House  of  Delegates.  No  action  was  tal-:en  by  the 
society  on  the  question. 

Reported  by  N.  Thomas  Ennett, 
corresponding    secretary 


Wake  County  Medical  Society 

The  Wake  County  Medical  Society  met  in  Raleigh 
on  October  31,  1949.  The  guest  speaker  was  Dr. 
Howard  F.  Root  of  the  Joslin  Clinic  in  Boston, 
who  gave  an  address  on  "The  Control  of  Diabetes." 
This  presentation  was  followed  by  a  brief  business 
session. 

At  the  next  meeting  of  the  society,  to  be  held  on 
December  22,  Dr.  George  F.  Lull,  secretary  of  the 
American  Medical  Association,  will  be  guest 
speaker. 


News  Notes 

Drs.  Hamilton  W.  McKay  and  Robert  W.  McKay 
of  Charlotte  have  announced  the  association  of  Dr. 
Harry  Haynes  Baird  in  the  practice  of  urology.  The 
partnership  will  be  kno^\Tl  as  Drs.  McKay,  McKay, 
and   Baird. 

*  *  :!: 

Dr.  W.  D.  Farmer  of  Greensboro  has  announced 
the  association  of  Dr.  Wardell  H.  Mills  in  the  prac- 
tice   of   otolarjTigology   and    ophthalmology. 


Forsyth  County  Medical  Society 

A  dinner  meeting  of  the  Forsyth  Countv  Medical 
Society  was  held  in  Winston-Salem  on  November 
8.  Dr.  Parker  Beamer  of  the  Bowman  Gray  School 
of  Medicine  was  the  speaker. 


American  College  of  Surgeons 

Nine  hundred  and  twenty-one  initiates  were  re- 
ceived into  fellowship  and  eight  honorarv  fellow- 
ships were  conferred  by  the  American  College  of 
Surgeons  during  the  thirty-fifth  annual  Clinical 
Congress  in  Chicago.  Among  the  initiates  were  the 
following  North   Carolina   surgeons: 

-Tohn   B.   Anderson   Asheville 

H.    Haynes    Baird    Charlotte 

Marion    H.    Bertling   Greensboro 

Landis    G.    BroT\Ti    Sonthport 

Duncan   G,   Calder,  Jr Concord 

Philip   B.   Davis Hip-h   Point 

.Tohn    S.    Gordon    Charlotte 

Tsiflnc   E.    Harris,   Jr Dmham 

Fp]da    High  tower Winston-Salem 

Frank    R.    T,ock    Winston-Salom 

Lewis    S.    Rathbun    Asheville 

.Tames   -T.    Richardson   Laurinlmrq;' 

.Tohn    N    Rnbprtson    Favptteville 

R^ndolnh  T.   Shields-  -Tr Black  Mountain 

William    E.   Woodruff    Asheboro 

*  *  * 
A  two-da v  sectional  meeting  of  the  American 
Gnlleee  of  Sura'enn«  is  to  be  hold  at  +he  B°llp^'ie"'- 
Riltmnve  Hotel.  Belleair,  Florida,  on  Januarv  9  and 
10.  The  section  is  made  un  of  the  states  of  Vb-o-jnia, 
North  Garolina,  South  CaroH'm,  Genrq-ja.  Missis- 
sinoi.  Alabama,  and  Florida.  This  meeting  will  con- 
sist of  all  dav  and  evening  conferen<'es  on  timely 
onrp-ical  subjects  and  senarpte  m°etines  for  hos- 
nital  personnel  where  hospital  pi-nblems  will  bp  con- 
siVlpred   at   panels   and  round  table  discussions. 

The  surgical  program  will  include  some  new  sur- 
g-ical  motion  pictu)'e  films,  papers,  and  panels  on 
=nch  subjects  .■'  =  :  Arterial  Lesion=  of  the  Extrpmi- 
t'os.  Hormone  Therapy  in  Breast  Lesions.  Intpstbial 
•Obstruction.  Gastric  and  Intestinal  Intubation. 
Tiea+mpn*-  of  Head  Injuries.  Snrgerv  of  thp  H»nd, 
^nrffical  Lesions  of  the  Stomach.  C^sarpan  Section. 
Management  of  LTterine  Prolapse,  the  Manpp-ement 
"f  Traumatic  Conditions,  and  a  Symposium  on 
Cancer. 

Members  of  the  North  Carolina  Med'cal  '. s^ocia- 
tion  and  personnel  of  North  Carolina  hospitals  are 
invited  to  attend  this  meeting.  The  Fellows  of  the 
College  in  Florida  wish  to  assure  all  visitors  that 
adeauate  hotel  accommodations  will  be  available 
and  that  they  will  be  made  most  welcome  at  all  of 
the  sessions. 
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Southeastern  Allergy  Association 

The  fifth  annual  meeting  of  the  Southeastern 
Allergy  Association  will  be  held  at  the  Columbia 
Hotel,  Columbia,  S.  C,  on  Saturday  and  Sunday, 
February  11  and  12,  1950. 

Guest  spealvers  will  be  Dr.  Jonathan  Forman, 
president  of  the  American  College  of  Allergists 
and  Dr.  Theodore  Squire,  president-elect  of  the 
American  Academy  of  Allergy. 

Hotel  reservations  should  be  made  directly  with 
the  Columbia  Hotel,   Columbia,   S.   C. 


News  Notes  from  the  American  Medical 
Association 

Public  Relations  Conference 

Dr.  Donald  B.  Koonce  of  Wilmington  participated 
in  a  panel  discussion  on  the  organization  of  public 
relations  at  the  second  annual  Medical  Public  Rela- 
tions Conference,  sponsored  by  the  public  relations 
department  of  the  American  Medical  Association 
and  held  in  Chicago,  November  5  and  6. 

1949   Clinical  Session 

The  1949  Clinical  Session — the  third  annual  mid- 
year meeting  of  the  A.M. A. — will  be  held  in  Wash- 
ington, December  6-9. 

The  Clinical  Session  will  provide  a  full-scale 
scientific  program  specifically  designed  for  the  gen- 
eral practitioner.  Outstanding  physicians  will  dis- 
cuss such  subjects  as  diabetes,  pediatrics,  laboratory 
diagnosis,  physical  medicine  and  rehabilitation,  ar- 
thritis, dermatology,  x-ray  diagnosis,  cancer,  and 
poliomyelitis. 

The  clinical  sessions  and  the  exhibits  will  be  hold 
in  the  National  Guard  Armory,  Capitol  Avenue  and 
East  19th  Street.  The  exhibit  hall  will  be  open 
throughout  the  meeting,  8:30  a.m.  to  6  p.m.,  giving 
ample  opportunity  to  study  the  latest  additions  to 
modern  medical  practice. 

Televised  surgical  and  clinical  procedures,  similar 
to  those  showm  in  color  at  the  A.M. A.  annual  session 
in  Atlantic  City  last  June,  will  be  presented  at  the 
Washington  meeting.  The  demonstrations  will  orig- 
inate in  the  Johns  Hopkins  Hospital  and  will  be 
shown  on  screens  in  the  armory.  The  television 
schedule  will  be  spread  over  four  days. 

The  House  of  Delegates  will  meet  at  the  Hotel 
Statler  during  this  session.  One  of  the  first  orders 
of  business  will  be  the  annual  selection  of  the  gen- 
eral practitioner  who  has  made  an  exceptional 
service  contribution  to  his  community.  A  gold  medal 
will   go   with  the   honor. 

Grass   Roots    Conference 

The  Sixth  National  Conference  of  County  Medical 
Society  Officers  will  be  held  in  Washington,  D.  C, 
during-  the  Clinical  Session  of  the  A.M. A.  The  meet- 
ing is  scheduled  for  December  8  at  8:00  p.m.  in  the 
Hotel  Statler.  All  doctors  and  their  wives  are  in- 
vited to  attend. 

Program 
Community    Health    Leadership 
Outstanding  Local  Achievements 

The  Miracle  of  Flint— A.  L.  Tuuri,  M.D.,  Medical 
Director,  Mott  Children's  Center,  Flint,  Mich- 
igan 
Erie  County  Rings  the  Bell— Roy  L.  Scott,  M.D., 
President    Medical    Society,    Countv    of    Erie, 
Buffalo,  New  York 
National  Program  Depends  on  Local  Achievements 
The  American  Legion's   Community  Development 
Program — George    N.    Craig,    National    Com- 
mander,  The  American   Legion,   Brazil,   Indi- 
ana 


The  Program  of  the  United  Mine  Workers — War- 
ren F.   Draper,   M.D.,   Executive   Medical   Of- 
ficer, Welfare  and  Retirement  Fund,  U.M.W. 
of  America,  Washington,  D.  C. 
The   Doctor's    Prognosis — Joseph    Wall,    M.D.,    Past 
President,   Medical    Society,   District   of  Colum- 
bia, Washington,  D.  C. 
The   program   should    be   of   interest   not   only   to 
every    medical    society    officer    but    also    to    every 
member.    Community    Health    Leadership — the    co- 
operation of  doctors  and  laymen  where  it  is  needed 
most  and  can  accomplish  the  most — is  the  theme. 


Corrections  for  the  Directory 

The  following  additional  corrections  have  been  re- 
ceived for  the  directory  of  members  of  the  Medical 
Society,  published  in  the  supplement  to  the  August 
issue  of  the  Journal: 

Dr.     Albert     A.     Kossove,     Charlotte  —  Specialty 
should  be  internal  medicine  rather  than  psych- 
iatry and  neurology. 
Dr.    Irene    Levy    Kossove,     Charlotte  —  Specialty 
should  be  internal  medicine  rather  than  obstet- 
rics  and   gynecology. 
Dr.    Edwin    A.    Rasberry,    Jr.,    Wilson — Specialty 
should  be  internal  medicine  rather  than  general 
practice. 
Dr.   Ernest   G.   Richardson,   Jr.,   New   Bern — Spe- 
cialty should  be  obstetrics  rather  than  general 
practice. 
Any  additional  corrections  should  be  sent  at  once 
to    Mr.    J.    T.    Banies,    203    Capital    Club    Building, 
Raleigh,   N.    C.   The   December   issue   is   the  last   in 
which  corrections  will  be  published. 

(BULLETIN-   BOARD   COXTIXUED    ON   PAGE    62-1) 
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PHYSICIAN   WANTED   FOR 
GENERAL  PRACTICE 

The  .services  of  a  physician  are  desired  in  Mt. 
Olive.  North  Carolina.  Town  of  4,000  popula- 
tion and  thriving  surrounding  farm  area  offer 
fine  opportunity  for  location.  Office  facilities 
in  heart  of  business  district  always  occupied 
by  physicians  will  he  offered  rent  free  until 
physician  establishes  himself.  Interested 
parties  should  get  in  touch  with  Mr.  W.  K. 
Lewis,  Mt.  Olive,  N.  C. 


PHYSICIAN   WANTED   FOR   EYE,   EAR, 
NOSE.   AND   THROAT   WORK 

Associate  wanted  in  an  established  eye,  ear. 
nose  and  throat  practice  of  long  standing  in 
excellent  eastern  North  Carolina  city.  Direct 
replies  to  P.  O.  Box  1606,  Raleigh,  North 
Carolina. 


PHYSICIAN   WANTED   FOR   EYE.   EAR, 
NOSE,  AND  THROAT  WORK 

Wanted:  Ophthalmologist  and  otolaryngo- 
logist to  work  with  small  group  in  Virginia. 
Excellent    opportunity. 

Write  P.  O.  Box  1606 
Raleigh,  N.  C. 
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The  sympathy  of  the  Auxiliary  is 
extended  to  Mrs.  Thomas  Leslie  Lee, 
our  state  president,  and  to  her  family 
on  the  death  of  her  husband,  Dr.  Lee, 
on  October  9,  1949. 


PUBLIC  RELATIONS 

Public  relations  is  literally  the  relation- 
ship of  our  organization  with  the  public,  as 
individuals  and  in  our  organized  groups. 
Each  auxiliary  has  developed  its  own  pat- 
tern of  public  relations,  approved  by  its 
medical  society,  suited  to  local  needs.  The 
State  Medical  Society  feels  that  we  can  ac- 
complish more  through  the  county  organiza- 
tions. 

The  most  urgent  job  is  to  build  a  chal- 
lenging and  appealing  personal  education 
plan  telling  medicine's  story  to  the  public. 

Let  us  have  as  an  organization  these  ob- 
jectives for  1949-50: 

(1)  To  carry  on  cooperative  projects  with 
lay  organizations  which  will  help  to  inter- 
pret to  the  public  the  health  needs  and  prob- 
lems of  modern  life,  and  thus  stimulate  in- 
terest in  working  for  their  solution. 

(2)  To  make  the  medical  society  and  its 
auxiliary  known  within  the  local  community 
as  groups  which  have  health  as  a  major  con- 
cern, thus  adding  to  the  prestige  of  both,  and 
indirectly  making  our  Auxiliary  progran". 
seem  more  important  to  our  members. 

Mrs.  C.  D.  Thomas,  Black  Mountain 
Chairman, 
Public  Relations  Committee 


President's    office    $    100.00 

(including  corresponding   secretary) 

Printing,   mimeographing   and   typing 300.00 

(including  1500  membership  cards) 

Auditing   treasurer's   records   50.00 

Envelopes  and  postage  for 

mailing   memlsership   cards   50.00 

Safety   bank   box — rent   one   year 6.00 

Chairman  of  past  presidents 10.00 

President-Elect     10.00 

First  vice  president  and   councilors 100.00 

Second  vice   president  and 

activities    chairmen 25.00 

Recording    secretary    15.00 

Treasurer    , 35.00 

Chairmen  of  standing  committees 

Public    Relations    10.00 

Program     10.00 

Legislative    10.00 

Press   and   Publicity 15.00 

Hvgeia    10.00 

Bulletin 5.00 

Scrapbook    5.00 

Memorial    5.00 

Historian    5.00 

Research 5.00 

Revisions    10.00 

Miscellaneous 25.00 

Sanatoria  Beds  700.00 

Dues,  A.M. A.  Auxiliary   (1500  members)....  1,500.00 

TOTAL $3,016.00 


BUDGET,   1949-1950 

We,  the  Finance  Committee  of  the  Auxil- 
iary to  the  Medical  Society  of  the  State  of 
North  Carolina,  submit  the  following  bud- 
get for  1949-1950,  based  on  collecting  dues 
of  $2.00  from  1500  members. 

(Signed)     Mrs.  Harry  L.  Johnson, 
President-Elect 
Mrs.  Raymond  Thompson, 

First  Vice  President 
Mrs.  E.  C.  Judd,  Treasurer 


Doctors'   Expenses 

Total  professional  expenses  of  the  average  inde- 
pendent doctor  in  1947  were  40  per  cent  greater  than 
in  1943,  according  to  Medical  Economics,  national 
business  magazine  for  physicians. 

Biggest  percentage  rise,  54  per  cent,  was  in  the 
amount  spent  for  medical  instruments  and  equip- 
ment. Office  salaries  for  medical  assistants,  techni- 
cians and  secretarial  help  accounted  for  the  second 
largest  percentage  hike,  45  per  cent.  The  avei'age 
physician  paid  out  $2,357  in  salaries  in  1947.  This 
amounted  to  one-third  of  each  dollar  he  spent,  ex- 
ceeding by  far  any  other  single  item  of  office  ex- 
pense. 
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BOOK  REVIEWS 


Operations  of  General  Surgery.  By  Thomas 
G.  Orr,  M.D.,  Professor  of  Surgery,  Uni- 
versity of  Kansas  School  of  Medicine,  Kan- 
sas City,  Kansas.  Ed.  2.  870  pages  with 
1700  step-by-step  illustrations  on  721  fig- 
ures. Price,  $13.50.  Philadelphia  and  Lon- 
don:  W.   B.   Saunders   Company,   1949. 

In  this  comprehensive  volume,  Dr.  Orr  brings  his 
information  on  general  surgical  operations  up  to 
date.  He  presents  the  operative  procedures  in  a 
concise,  yet  thorough  manner,  with  excellent  illus- 
trations, so  that  one  unfamiliar  with  a  particular 
technique  would  have  no  difficulty  in  following  it. 
The  volume  is  of  especial  value  for  surgical  train- 
ing, since  the  proper  names  of  so  many  operative 
procedures  and  their  variations  are  given  and  illus- 
ti-ated.  The  surgical  dangers  and  safeguards  are 
briefly  discussed  with  each  operation.  The  present 
day  viewpoints  are  given  and  different  opinions  are 
briefly  discussed.  In  presenting  these  procedures 
Dr.  Orr  has  drawn  freely  from  the  recent  surgical 
literature,  and  an  excellent  bibliography  follows 
each  chapter. 

This  volume  should  be  of  interest  to  all  general 
surgeons,  and  especially  to  those  in  surgical  train- 
ing and  those  preparing  for  board  examinations  in 
surgery. 


A  Textbook  of  Surgery  by  American 
Authors.  Edited  by  Frederick  Christopher, 
M.D.,  F.  A.  C.  S.,  Professor  of  Surgery, 
Northwestern  University  Medical  School; 
Chief  Surgeon,  Evanston  (Illinois)  Hos- 
pital. Ed.  5.  1.550  pages  with  1465  illustra- 
tions on  742  figures.  Price,  $13.00.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany, 1949. 

This  fifth  edition  of  "Christopher's  Surgery" 
contains  much  new  mateiial  in  more  than  thirty 
completely  re\\n'itten  sections,  and  in  up-to-date  re- 
visions of  most  of  the  other  sections.  Among  the 
notable  new  contributions  are  those  on  the  esopha- 
gus, by  Richard  L.  Sweet;  on  gastric  ulcer,  by 
Arthur  W.  .Mien  and  Claude  E.  Welch;  on  the  pan- 
creas, by  Alexander  Brunschwig;  and  on  hernia,  by 
Bradley  L.  Coley.  In  the  revised  material,  the  cur- 
rent opinions  on  chemotherapy  in  surgical  infec- 
tions and  on  the  surgical  treatment  of  hypertension 
are  adequately  covered. 

The  editor  has  rearranged  and  consolidated  the 
chapters  for  better  continuity,  and  has  guarded 
against  unnecessary  repetition  in  related  articles. 
The  authors  have  stressed  the  fundamentals  of 
diagnosis  and  management  and  have  mentioned  op- 
erative techniques  and  controversial  opinions  mainly 
for  clarification  and  emphasis  of  the  problems  in- 
volved. 

This  edition  follows  the  new  two-column  format 
of  the  fourth  edition,  but  reading  has  been  made 
easier  by  a  better  selection  of  type  and  paper. 

The  content  is  detailed  enough  to  give  the  reader 
a  complete  grasp  of  each  subject,  and  the  book 
should  therefore  be  an  excellent  reference  not  only 
for  the  student  and  young  surgeon,  but  also  for  the 
internist  who  desires  authoritative  information  on 
any  diseases  amenable  to  surgical  treatment. 


The   Diagnosis   of   Pancreatic   Disease.    By 

Louis  Bauman,  M.D.,  Formerly  Assistant 
Professor  of  Clinical  Medicine,  Columbia 
LTniversity,  and  Assistant  Visiting  Physi- 
cian to  the  Presbyterian  Hospital,  New 
York.  74  pages.  Price,  $5.00.  Philadelphia: 
J.  B.  Lippincott  Company,  1949. 

Even  in  these  days  of  inflated  values,  five  dollars 
is  a  high  price  to  pay  for  a  booklet  of  74  pages — 
including  a  bibliography,  an  index,  and  two  blank 
pages.  The  literature  on  pancreatic  disease,  par- 
ticularly pancreatitis,  has  been  so  voluminous  with- 
in the  past  few  years  that  the  title,  "The  Diagnosis 
of  Pancreatic  Disease,"  would  lead  one  to  expect  a 
much  fuller  and  richer  discussion  than  he  finds  in 
Dr.  Bauman's  booklet — which  is  really  just  another 
article  between  expensive  covers. 

Little  is  said  about  the  clinical  symptoms  of  pan- 
creatic disease.  Most  of  the  book  is  devoted  to  a 
discussion  of  laboratory  methods,  especially  the  re- 
sults obtained  after  stimulation  of  the  pancreas  by 
mecholyl  in  non-pancreatic  and  pancreatic  diseases. 
The  discussion  is  too  technical  for  the  average 
practitioner. 


A  Textbook  of  Neuropathology — With  Clin- 
ical, Anatomical  and  Technical  Supple- 
merits.  By  Ben  W.  Lichtenstein,  M.D.,  Asso- 
ciate Professor  of  Neurology,  the  Univers- 
ity of  Illinois  College  of  Medicine;  State 
Neuropathologist,  Illinois  Neuropsychiatric 
Institute.  474  pages  with  282  figures.  Price, 
$9.50.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1949. 

This  book  has  been  written  with  the  avowed  pur- 
pose of  making  available,  in  understandable  form, 
information  about  the  pathology  of  the  nervous  sys- 
tem to  those  who  are  interested  in  the  field  but  are 
not  specialists  in  neuropathology.  This  group  in- 
cludes medical  students,  neurologists,  and  genera! 
pathologists  as  well  as  psychiatrists  and  neurologic 
surgeons.  An  effort  has  been  made  to  avoid  highly 
technical  and  specialized  words.  The  book  is  concise 
in  its  description,  and  although  there  are  some  in- 
stances of  duplication,  such  as  the  discussion  of 
hydrocephalus,  it  is  readable  and  understandable 
throughout. 

The  fact  that  the  book  is  written  by  a  neuro- 
pathologist with  a  very  extensive  clinical  neuro- 
logic background  makes  it  particularly  valuable  to 
the  medical  student  who  is  interested  in  correlating 
neurology  with  neuropathology.  The  book  has  a 
good  deal  more  references  to  neurologic  manifesta- 
tions than  is  usual  in  a  text  concerned  primarily  with 
neuropathology.  The  approach  to  the  subject  is  re- 
freshing, and  in  many  ways  unique. 

In  certain  instances,  the  efforts  to  simplify  some 
aspect  of  the  problem  of  neuropathology  come  into 
direct  conflict  with  established  classifications.  These, 
though  often  in  need  of  alteration,  cannot  be  entirely 
discarded  or  altered  without  sometimes  leading  to 
more  confusion  than  clarification.  This  is  particu- 
larly i;rue  in  the  discussion  of  intracranial  tumors, 
although  the  author  is  careful  to  refer  to  other 
methods  of  classification  and  terminology. 

The  book  is  singularly  free  from  typographical 
errors,  the  binding  and  printing  are  of  excellent 
caliber,  and  it  is  well  illustrated  throughout  by  clear 
and  well  chosen  photographs  and  photomicrographs, 
which  are  in  all  instances  applicable  to  the  desci'ip- 
tions  in  the  text.  There  are  helpful  sections  on  the 
methods  of  performing  autopsies  so  that  neuro- 
pathologic  material  will  be  well  preserved  and  suit- 
able for  study,  on  staining  techniques,  and  on  the 
rationale  for  the  use  of  various  stains.  A  good  bibli- 
ography and  index  are  provided. 
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3n  iKpmonam 


JAMES  JARVIS  PARKER,  JR.,  M.D. 

Whereas,  Dr.  Jim  Parker  has  joined  the  estimable 
group  of  our  fellow  members  who  have  gone  on 
ahead  to  richer  fields  of  service,  and 

Whereas,  this   Society  is   deeply   conscious   of   its 
loss  of  a  worthy  colleagaie  and  amiable  friend,  and 
Whereas,  his  excellence  of  spirit,  and  high  stand- 
ard of  medical  service  continue  to  serve  as  a  stim- 
ulus to  us  all, 

Be  it  resolved:  That  this  First  District  Medical 
Society  of  North  Carolina  record  its  feeling  of  high 
tribute  to  him  as  physician,  conferee  and  friend,  and 
Be  it  further  resolved:  That  a  copy  of  these  reso- 
lutions be  included  in  the  permanent  records  of  this 
Society,  and  a  copy  sent  to  the  family  and  to  the 
North  Carolina  Medical  Journal. 

Signed:  Joseph  A.  Gill,  M.D. 

Chairman,    Obituary   Committee 
Z.  D.  Owens,  M.D." 
Wm.  H.  Davis,  I\I.D. 


BULLETIN  BOARD 

(COXTIXUED   FROM   P.\C.E   021) 


Congress  on  Industrial  Health 

The  Council  on  Industrial  Health  will  hold  its 
Tenth  Annual  Congress  on  Industrial  Health  at  the 
Roosevelt  Hotel  in  New  York  City,  February  20 
and  21. 


National  Conference  on  Cardiovascular 
Diseases 

A  National  Conference  on  Cardiovascular  Dis- 
eases will  be  held  in  Washington,  D.  C,  January  18- 
20,  1950,  under  the  joint  sponsorship  of  the  Ameri- 
can Heart  Association  and  the  National  Heart  In- 
stitute of  the  U.  S.  Public  Health  Service.  This  will 
be  the  first  national  conference  bringing  together 
physicians,  scientists,  community  service  leaders, 
and  members  of  allied  professions  to  formulate  a 
comprehensive  program  to  combat  the  nation's  lead- 
ing cause  of  death. 


The  Radiological  Society  of  North 
America 

Malignant  tumors,  their  diagnosis  and  treatment, 
will  be  the  theme  of  the  thirty-fifth  annual  meeting 
of  the  Radiological  Society  of  North  America,  to  be 
held  in  Cleveland,  Ohio,  December  4  to  9. 

The  meeting,  with  eleven  major  symposia,  thirty- 
seven  refresher  courses,  a  tumor  conference  and 
several  special  sessions,  will  be  a  "postgraduate 
course"  in  cancer.  It  will  be  held  in  Cleveland's 
Public  Auditorium.  A  total  of  70  scientific  and  tech- 
nical papers  are  to  be  presented. 

Convention  headquarters  for  the  Society  will  be 
the  Hotel   Statler. 

The  convention  unofficially  opens  Sunday,  De- 
cember 3,  with  the  presenting  of  the  first  two 
Refresher  Courses,  one  in  Therapy  Information  at 
3  p.m.;  the  other,  a  film-reading  session  at  7  p.m. 
Seven  refresher  courses  daily  will  be  offered  there- 
after. 

Information  concerning  the  convention  can  bo  ob- 
tained from  Dr.  Donald  S.  Childs,  secretary-treas- 
urer, 713  East  Genesee  Street,  Syracuse  2,  New 
York. 


American  Nurses'  Association 

Information  on  important  developments  in  nurs- 
ing, contained  in  "Facts  About  Nursing,  1949"  will 
be  released  by  the  American  Nurses'  Association 
early  in  November. 

An  important  feature  of  the  new  Facts  is  the 
data  on  the  inventory  of  professional  registered 
nurses  conducted  by  the  American  Nurses'  Associa- 
tion in  1949.  The  population  per  active  professional 
registered  nurse  is  shown  by  a  shaded  map,  which 
reveals  that  in  1949  five  states  had  only  1  nurse  for 
995-1997  population,  while  five  states  had  1  nurse 
for  every  270-324  residents. 

The  new  edition  of  Facts  contains  a  wealth  of  in- 
formation on  distribution,  counseling  and  placement, 
and  employment  conditions  of  nurses  which  has  been 
collected  from  the  American  Hospital  Association, 
the  American  Medical  Association,  the  United 
States  Public  Health  Service,  the  American  Red 
Cross  and  various  governmental  agencies.  Addi- 
tional material  was  provided  by  the  statistical  dp- 
partments  of  the  national  nursing  organizations 
which  cooperated  in  compiling  this  book. 


Federal  Security  Agency 

The  prospect  for  new  hospitals  and  for  important 
research  leading  to  imijroved  services  in  existing 
hospitals  have  been  materially  enhanced  by  amend- 
ments to  the  Hospital  Survey  and  Construction 
Act.  The  amendments,  doubling  the  amount  of  fed- 
eral funds  which  will  be  made  available  to  the- 
states  and  liberalizing  the  amount  of  the  federal 
contributions,  became  effective  October  25  when 
they  were  signed  by  President  Truman. 

Under  the  terms  of  the  new  legislation,  the 
amount  of  federal  grants  to  the  states  is  increased 
from  $75  to  .$150  millions  annually,  and  the  period 
during  which  allotments  can  be  made  is  extended 
from  June  30,  1950  to  June  30,  1955.  In  addition,  a 
new  formula  has  been  developed  which  permits  a 
federal  contribution  ranging  up  to  66.6  per  cent  of 
the  total  construction  costs  for  new  hospitals  as 
against  a  contribution  of  33.3  per  cent  under  the 
original  law. 

The  new  legislation  provides  also  for  federal 
gi'ants  totaling  $1,200,000  a  year  for  five  years  for 
research  program  looking  toward  coordination  and 
improvement  of  hospital  services. 
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SYMPOSIUM  ON  TOXEMIA  OF  PREGNANCY 


PRENATAL  CARE   IN  A  RURAL  AREA 
Fleming  Fuller,  M.D. 

KiNSTON 

Of  the  100  counties  in  North  Carolina, 
twenty-seven  have  no  hospital  beds  and  for- 
ty-thi-ee  have  no  facilities  for  hospitalizing 
colored  patients.  In  1947,  72,137  out  of  111,- 
282  live  births  took  place  in  hospitals,  and 
39,145  in  the  home;  13,716  deliveries  were 
performed  by  midwives.  These  figures'"  in- 
dicate that  a  large  part  of  our  state  must  be 
classified  as  rural. 

Factors  Responsible  for  the  High  Incidence 
of  Toxemia  in  North  Carolina 
According  to  the  Medical  Society's  Com- 
mittee on  Maternal  Welfare,  "The  hyperten- 
sive complications  of  pregnancy  continue  to 
be  one  of  the  leading  causes  of  mateimal 
death  in  this  state."'-'  The  committee  has 
reviewed  643  maternal  deaths  from  August, 
1946,  to  April,  1949''^'.  Of  this  number,  197 
were  due  wholly  or  in  part  to  toxemia  of 
pregnancy.  One  hundred  and  sixty-three  of 
the  197  cases  of  toxemia  have  been  complete- 
ly analyzed ;  in  40  of  these  toxemia  was  an 
important  contributing  factor,  and  in  123  it 
was  the  primary  cause  of  death.  Of  these  123 
analyzed  cases 

16  received  adequate  prenatal  care,  and 

107   received  inadequate   or  no   prenatal  care. 

Of  those  patients  receiving  adequate  pre- 
natal care 

13  lived  in  urban  areas,  and 
3  in  rural  sections. 

Further  analysis  of  the  123  deaths  defi- 


Presented  before  the  Section  on  Gynecolof^y  and  Oi^stetrics. 
Medical  Societv  of  the  State  of  Xortli  Carolina,  Pinehurst, 
May  11.  194!).  Tlie  article  by  Dr.  Ledyard  DeCamp  on  ■■The 
Diagrnosis  and  Management  of  Mild  and  Severe  Pre-Eclanip- 
sia,"'  which  appeared  in  the  October  issue,  was  read  before 
the  Second  General  Session,  but  should  have  Ijeen  a  part  of 
this  synipos'iuni. 

1.  Figures   furnished   hv   the   North   Carolina    State   Board  of 
Health. 

2.  Lock.  F.  R.:  Report  of  Progress  of  the  Maternal  'Welfare 
Committee,   North  Carolina  M.  J.  9:2(11-267    (May)    1948. 

3.  Lock,    F.    R.:    Personal   communication. 


nitely  due  to  toxemia  shows  that 

Adequate  consultation  was  obtained  in  26  cases. 
Inadequate  consultation  was  obtained  in  51  cases, 

and 

No    consultation   whatsoever   was   obtained  in   46 

cases. 

Poor  diet  and  environment 

Ross'-"  has  stated  that  "the  problem  of  the 
'ill  fed,'  'ill  clothed'  and  'ill  housed'  is  not 
new  in  the  South,  nor  is  the  menace  of  tox- 
emia of  pregnancy."  That  these  apparently 
diverse  statements  are  related  is  not  diffi- 
cult to  demonstrate.  Malnutrition,  anemia, 
infection,  tendency  to  cardiovascular  disease, 
and  poor  environment  are  pertinent  factors 
in  toxemia  of  pregnancy. 

Ross  recognized  three  dietary  groups  of 
patients   in  North   Carolina: 

"(1)   The  intelligent,  economically  capable 

"(2)  The  fairly  cooperative,  adequately  nourished, 
and 

"(3)  The  uninformed,  impropei-ly  nourished,  medi- 
cally   inarticulate    group. 

"Toxemia  is  rarely  found  in  the  first  two  groups 
but  it  is  the  prime  factor  in  maternal  mortality  in 
the  last." 

Ross  and  his  co-workers  felt  that  improper 
dietary  habits,  usually  lack  of  certain  vita- 
mins (particularly  A,  C,  and  D),  minerals 
and  proteins  prepared  the  soil  for  toxemia  of 
pregnancy. 

Inadequate  prenatal  care 

Another  causative  factor  in  toxemia  of 
pregnancy  is  the  delay  of  many  patients  in 
presenting  themselves  for  their  initial  pre- 
natal visit.  Hamilton  reviewed  1,396  ma- 
ternal deaths  in  North  Carolina  and  found 
that  82.4  per  cent  of  the  patients  had  some 
complication  of  pregnancy  or  some  concur- 
rent disease  when  they  first  saw  their  phy- 
sician, and  that  only  17.6  per  cent  reported 
for  examination  when  they  were  presumably 
well.  If  we  assume  that  adequate  prenatal 
care  must  begin  before  the  end  of  the  fourth 

1.  Ross",  R.  .\. :  Late  Toxemia  of  Pregnancy;  Number  1  Ob- 
stetrical Problem  of  the  South,  Am.  J.  Obst.  &  Gynec. 
5-1:723-730    (Nov.)    1947. 
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month,  then  only  5.2  per  cent  gave  their 
physician  a  fair  chance  to  provide  them  with 
prenatal  protection. 

In  considering  the  quality  of  prenatal 
care,  the  Maternal  Welfare  Committee  noted 
"that  many  patients  failed  to  return  for  prenatal 
examinations  according  to  instructions.  In  these 
instances  poor  prenatal  care  resulted  from  indiffer- 
ence upon  the  part  of  the  patient  and  her  family. 
Unfortunately,  however,  there  is  a  tendency  upon 
the  part  of  the  physician  to  consider  hypertension 
during  pregnancy  in  the  same  category  as  hyper- 
tension in  ordinary  medical  patients.  Blood  pressure 
levels  of  140  systolic,  90  diastolic,  are  an  indication 
of  beginning  toxemia.  Any  slight  increase  repre- 
sents a  potential  hazard  to  the  patient,  and  hospital- 
ization IS  indicated  for  eveiy  patient  with  a  blood 
pressure  of  160  systolic,  100  diastolic,  or  above. 
Non-convulsive  toxemia  leading  to  coma  and  a  pro- 
gressive downhill  course  is  responsible  for  nearly  as 
many  maternal  deaths  as  is  eclampsia."'-' 

It  is  not  surprising  that  the  problem  of 
inadequate  prenatal  care  is  greater  in  the 
rural  areas  than  in  the  large  towns.  Among 
the  responsible  factors  are  the  poor  economic 
status  of  many  rural  residents ;  transporta- 
tion difficulties;  the  subjugation  of  all  other 
matters  to  the  importance  of  pressing  farm 
labor,  especially  during  the  planting  and  har- 
vesting seasons ;  the  old  grandmother's  con- 
stant reminder  that  she  "birthed  12  children 
without  no  doctor" ;  and  last,  but  not  least, 
lack  of  time  on  the  part  of  harassed,  over- 
worked general  practitioners  in  the  rural 
areas. 

Minimum  Basic  Fundamoitals  of  Prenatal 
Care  in  a  Riiral  Area 

At  the  patient's  first  visit  the  physician 
should  obtain  a  short,  concise  past  history, 
with  emphasis  on  the  following  points : 

a.  Occurrence  of  familial  diseases  and  malig- 
nancy 

b.  Scarlet  fever  and  diphtheria  (because  of  their 
possible  cardiac  and  renal  sequelae) 

c.  Complete  menstrual  history 

d.  Operations 

e.  History  of  previous  pregnancies;  illnesses  dur- 
ing; nature  and  length  of  labor;  and  nature  of  puer- 
perium. 

The  physical  examination  should  include 
the  following  details : 

a.  Throat  (tonsils)  and  teeth.  Have  all  cavities 
filled  at  once. 

b.  Thyroid  and  associated  signs  of  thyroid  dis- 
ease. 

c.  Heart   and   lungs 

d.  Breasts — inverted  or  erect  nipples  and  condi- 
tion of  tissues 

e.  Abdomen: 

Tone  of  wall 
Height   of  uterus 
Presence  of  hernia 
Rashes 


f.  Pelvis: 

Size,  shape  and  contour  of  uterus 
Size    of   pelvic   outlet 
Lacerations 

g.  Miscellaneous 

Measurement  of  pelvis  with  pelvimeter  and 
roentgen  pelvimetry  if  indicated 

Blood  pressure 

Urinalysis 

Blood  Wassermann 

Hemoglobin  determination  and  complete 
blood  count  if  indicated;  test  for  Rh  fac- 
tor, if  this  is  desired  and  if  facilities  are 
available. 

The  above  procedure  may  be  shortened  to 
some  extent  if  the  patient  is  a  multipara,  and 
especially  if  the  doctor  has  cared  for  her 
during  her  previous  pregnancies. 

A  few  moments  should  be  taken  to  discuss 
the  subjects  of  diet,  weight  gain,  exercise, 
and  personal  habits.  Pertinent  danger  sig- 
nals should  be  pointed  out,  and  the  patient 
should  be  instructed  to  report  at  once  upon 
the  appearance  of  any  of  these.  She  should 
be  told  to  report  for  regular  prenatal  visits 
every  three  or  four  weeks  during  the  first 
seven  months,  every  two  weeks  during  the 
eighth  month,  and  weekly  during  the  last 
month. 

At  the  time  of  subsequent  visits  the  pa- 
tient's weight,  blood  pressure,  and  urinaly- 
sis report  should  be  recorded.  She  should  be 
questioned  as  to  her  general  well-being,  head- 
aches, edema,  effective  sleep,  and  so  forth. 
A  rising  blood  pressure  should  cause  one  to 
suspect  early  to.xemia.  If  the  blood  pressure 
reaches  140  systolic,  90  diastolic,  and  if  as- 
sociated signs  of  edema  and  albuminuria  are 
present,  this  suspicion  should  become  a  defi- 
nite conviction.  The  patient  should  then  be 
specifically  instructed  as  to  rest,  diet  (high 
in  protein,  low  in  salt  and  pork) ,  and  ade- 
quate elimination.  Weekly  visits  are  impera- 
tive during  this  time,  and  efforts  should  be 
made  to  determine  the  type  of  toxemia. 
Should  the  signs  and  symptoms  increase,  hos- 
pitalization is  mandatory. 

Adherence  to  these  few  basic  rules  will 
pay  rich  dividends  as  the  patient  approaches 
labor  in  a  well  nourished,  healthy  condition. 

Summai'D  and  Conclusion 
In  North  Carolina,  which  is  largely  a  rural 
state,  approximately  one  third  of  the  ma- 
ternal deaths  are  due  to  toxemia  of  preg- 
nancy. Dietary  deficiencies  and  inadequate 
prenatal  care — which  may  be  the  fault  of 
the  patient  and  her  family  or  of  the  physi- 
cian—  are  the  prime  factors  in  the  genesis 
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of  toxemia.  The  Maternal  Welfare  Commit- 
tee feels  that  the  brevity  of  prenatal  examin- 
ations and  the  tendency  of  some  physicians 
to  disregard  early  signs  of  impending  tox- 
emia are  partially  responsible  for  the  high 
death  rate  from  toxemia.  For  this  reason  a 
brief  outline  of  the  essentials  of  prenatal 
care  has  been  presented. 

A  broad  educational  program,  particularly 
directed  to  the  people  of  the  rural  areas,  is 
urgently  needed.  Definite  plans  for  such  a 
program  are  now  being  worked  out  by  the 
Maternal  Welfare  Committee. 

THE  MANAGEMENT  OF 

HYPERTENSIVE  CARDIOVASCULAR 

AND  RENAL  DISEASE  IN  PREGNANCY 

Mary  I.  Griffith,  M.D. 
Winston-Salem 

To  a  physician  faced  with  the  care  of  a 
pregnant  patient  who  is  already  acutely  ill 
with  hypertensive  cardiovascular  or  renal 
disease,  it  may  be  annoying  to  be  told  that 
the  most  important  and  most  successful  part 
of  treatment  is  prevention ;  yet  a  discussion 
of  this  subject  would  not  be  complete  unless 
it  emphasized  the  importance  of  prophylaxis. 
Our  Maternal  Welfare  Committee  has  shown 
that  toxemia  is  the  leading  cause  of  maternal 
deaths  in  North  Carolina'",  that  about  75  per 
cent  of  the  deaths  from  toxemia  occur  in  in- 
dividuals with  pre-existing  hypertensive  or 
renal  disease,  and  that  these  mothers  could 
be  saved  by  adequate  prophylactic  meas- 
ures'-'. In  many  instances,  ideal  prophylactic 
care  would  consist  in  preventing  the  occur- 
rence of  pregnancy.  In  other  cases,  it  would 
consist  in  careful  prenatal  and  postpartum 
supervision.  Much  unnecessary  risk  can  often 
be  avoided  if  an  immediate  study  and  dif- 
ferential diagnosis  are  made  when  a  history 
of  previous  hypertensive  disease,  previous 
toxemia  of  pregnancy,  or  previous  renal  dis- 
ease is  obtained  on  the  first  prenatal  visit'-" ; 
or  if  the  blood  pressure,  urinary  findings,  or 
eyegrounds  are  in  any  way  abnormal. 


From  the  Department  of  Obstetrics  and  Gynecologj-,  Bow- 
man Gray  Scliool  of  Medicine  of  Wake  Forest  College,  Win- 
ston-Salem,  N.   C. 

1.  The  Hypertensive  Complications  of  Pregnancy,  Maternal 
Welfare  Section.  North  Carolina  M.  J.  7:667-669  (Dec.) 
1946. 

2.  Lock,  F.  R.:  Maternal  Mortality  in  the  South,  Southern 
M.    J.    41:228-237    (March)    1948. 

3.  Williams,  T.  J.,  Nix,  H.  G.  and  Mauzy,  C.  H. ;  The  In- 
cidence of  HM3ertension  after  the  Toxemias  of  Pregnancy, 
Am.  J.  Obst.  &  Gynec.  42:98-103    (July)    1941. 


Hiipertensive  Cardiovascidar  Disease 
The  management  of  hypertensive  cardio- 
vascular disease  is  chiefly  directed  towai'd 
prevention  of  heart  failure  or  cerebral  hem- 
orrhage. This  condition  is  to  be  distinguished 
from  hypertensive  renal  disease,  which,  when 
aggravated  by  pregnancy,  usually  progresses 
to  kidney  failure.  Usually  one  can  assume 
that  there  is  no  basic  renal  lesion  if  the  urine 
concentration  is  good ;  if  there  is  no  albu- 
minuria ;  if  the  urinary  sediment  shows  no 
red  blood  cells  or  casts ;  and  if  the  blood  non- 
protein nitrogen  is  normal,  a  urea  clearance 
test  is  normal,  the  urinary  output  is  adequate, 
and  the  eyegrounds  show  no  hemorrhages  or 
exudates.  However,  these  negative  findings 
do  not  rule  out  the  presence  of  insidious  ar- 
terio-  and  arteriolo-sclerosis  in  the  kidneys, 
and  the  patient  with  even  mild  hypertension 
must  be  watched  for  signs  and  symptoms  of 
inadequate  kidney  function  which  cannot  be 
demonstrated  early  in  a  pregnancy  or  be- 
tween pregnancies. 

If  no  renal  involvement  can  be  demon- 
strated in  the  hypertensive  pregnant  patient, 
a  tentative  diagnosis  of  hypertensive  cardio- 
vascular disease  is  made  and  treatment  is 
primarily  determined  by  the  severity  of  the 
hypertension  and  the  degree  of  cardiac  re- 
serve. A  conservative  attitude  is  usually  jus- 
tifiable if  the  degree  of  cardiac  enlargement 
is  minimal,  if  the  blood  pressure  is  not  above 
170  systolic  or  100  diastolic,  if  no  signs  of 
heart  failure  or  impending  heart  failure  are 
present,  and  if  no  fresh  hemorrhages  are 
found  in  the  eyegrounds*^'. 

Conservative  management 

If  conservative  management  is  chosen,  the 
cardiac  reserve  should  be  protected  in  every 
way  possible''^'.  A  sedative  such  as  phenobar- 
bital  should  be  used  to  allay  emotional  ex- 
citement and  cause  moderate  but  not  acute 
depression  of  the  blood  pressure.  Respiratory 
infections  should  be  avoided,  since  they  are 
often  a  precipitating  factor  in  heart  failure, 
and  exertion  should  be  kept  within  the  limits 
dictated  by  the  cardiac  reserve.  Prophylactic 
use  of  digitalis  in  the  absence  of  any  signs 
of  heart  failure  is  probably  contraindicated. 

The  diet  should  be  well  balanced,  but 
should  be  carefully  planned  to  contain  1  Gm. 
or  less  of  sodium  chloride  per  day.  This  goal 
can  be  accomplished  only  by  careful  cooper- 

4.    Mensert.  W.  F. :  Postgraduate  Obstetrics.   New  York,  Paul 

B.    Hoeber,   Inc..    1947.    pp.    33-34, 
3.    Fishberir.     A.     M.:     Hypertension     and     Nephritis,     ed.     4, 

Philadelphia,    Lea   and    Febiger,    1940,   pp.    696-730. 
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ation  on  the  part  of  the  patient.  She  should 
be  warned  not  only  against  foods  which  taste 
salty,  but  also  against  bicarbonate  of  soda, 
baking  powder,  drugs  containing  sodium,  and 

Table  1 
Foods  to  Be  Limited  in  the  Diet  of  Toxemic  Patients 

(0.1  to  0.5  Gm.  of  salt  in  an  average  serving) 
Dairy  Products 

Cream 

Sweet  milk 

Buttermilk 

Cheese 

Ice  cream 
Eggs 

Lean  meals 
Grain  products 

Bread 

Ready-prepared  cereals 
Dried  fruits 

Raisins 

Currants 

Prunes 

Peaches 

Pigs 

Dates 
Miscellaneous 

Dried  beans 

Beets 

Bananas 

Sweet  potatoes 

Green  leafy  vegetables 

Molasses 

Chocolate 

Cocoa 

Table  2 
Foods  to  Be  Forbidden  to  the  Toxemic  Patient 
(1  to  10  Gm.  of  salt  in  an  average  serving) 
Processed   American   cheese 
Commercial  cottage  cheese 
Salted   butter   or   margarine 
Commercially    canned   foods 

Soups 

Vegetables 

Meats 

Tuna,  salmon,  and  other  canned  fish 

Sai'dines 
Sea  food 

Oysters 

Clams 

Shrimp 

Crab 

Sea  trout,  etc. 
Ready-prepared  bread  and  cake  mixes 
Table  salt,  baking  powder,  baking  soda 
Salted  foods 

Popcorn  , 

Pretzels 

Potato  chips 

Soda  crackers 

Salted  nuts 
Miscellaneous 

Prepared  mustard 

Catsup 

Meat  sauces 

Meat  extracts 

Candy  bars 

Bouillon  cubes 

Salad  dressings  and  mayonnaise 

Pickles 

Olives 

Celery  salt 


foods  with  a  high  content  of  natural  salt"". 
Tables  1-3  show  the  foods  to  be  avoided  be- 
cause of  their  high  salt  content. 

Table  3 

Portions  of   Food  Containing  Total   Daily   Quota   of 

1  Gm.  of  Salt 

4  salted   crackers 

4  glasses   cow's    milk 

8  glasses  goat's  milk 
V2  cup  cottage  cheese 

4  inch  square  of  American  cheese 

1  teaspoon  salted  butter  or  margarine 

1  lb.  lean  meat  or  fresh  fish  (cooked  without 
salt) 

1  oz.   shrimp 

1  small    sweet    pickle 

10-15  salted  peanuts 
V4  teaspoon  table  salt 
V2  teaspoon  baking  soda  or  baking  powder 

Extreme  vigilance  must  be  maintained, 
and,  if  it  is  at  all  possible,  the  patient  should 
report  to  the  office  each  week  throughout 
the  entire  pregnancy  as  long  as  her  course 
is  benign.  She  should  be  hospitalized  if  she 
grows  worse.  The  more  frequent  complica- 
tions of  hypertensive  cardiovascular  disease 
and  the  symptoms  and  signs  which  may  be 
danger  signals  are  shown  in  table  4. 

Managemoit  of  complications 

Each  of  the  complications  listed  in  table 
4  constitutes  an  indication  for  terminating 
pregnancy,  but  not  until  all  possible  im- 
provement has  been  made  in  the  patient's 
condition  by  rigorovs  palliative  measures. 
Cardiac  failure  should  be  treated  with  digi- 
talis, diuretics,  and  special  measures  as  in- 
dicated. When  the  heart  failure  has  been 
relieved,  pregnancy  should  be  interrupted  by 
the  method  which  will  entail  the  least  risk 
of  shock,  or  infection.  If  it  is  at  all  possible, 
cesarean  section  should  be  avoided. 

The  complications  associated  with  acute 
vasospasm  and  acute  rise  in  blood  pressure 
should  be  treated  with  heavy  sedation  by  such 
drugs  as  Sodium  Amytal  given  orally,  rec- 
tally,  or  intravenously.  The  use  of  morphine 
has  been  criticized  because  of  its  tendency  to 
cause  cerebral  edema.  Magnesium  sulfate 
may  be  used  to  help  prevent  or  control  con- 
vulsions. Accidents  from  overdosage  occur 
when  the  intravenous  or  rectal  route  is  used, 
but  intramuscular  administration  is  relative- 
ly safe.  A  satisfactory  schedule  is  to  give  an 
initial  dose  of  20  cc.  of  a  50  per  cent  solution 

(3.  (a)  Stern,  F. .  Applied  Dietetics,  ed.  2.  Baltimore.  Wil- 
liams and  Wilkins,  1943,  p.  Ml.  (b)  Bills,  C.  E.  and  others: 
Sodium  and  Potassium  in  Foods  and  Waters.  J.  Am. 
Dietetic  Assoc.  2.t:30J-311  (April)  19 W.  (c)  Turner,  D.  F. : 
Handbook  of  Diet  Therapy,  Chicago,  University  ot  Chi- 
cago Press,   1916,   pp.   81-83. 
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Table  4 

Frequent  Complications  of  Hypertensive 

Cardiovascular  Disease  in  Pregnancy 

AVarning   or  Associated 
Complications  Symptoms  and   Signs 

1.  Lowered  cardiac  Dependent    edema,   tachy- 
reserve  cardia,    orthopnea,    dysp- 
nea,   rales    in    the    lungs, 
enlarged  liver,  or  anginal 
pain. 

2.  Hypertensive  ence-         Acute  rise  in  blood  pres- 
phalopathy  or  tlireat-     sure,  severe  headache,  and 
ened  cerebral  papilledema, 
hemorrhage 

3.  Vasospastic  crisis  Acute  rise  in  blood  pres- 

sure, vasospasm  of  retinal 
vessels,  retinal  edema, 
hemorrhage  or  exudates  in 
the  retina,  oliguria  or  an- 
uria, albuminuria,  hema- 
turia, cylindruria,  elevated 
nonprotein  niti'ogen. 

4.  Superimposed  Acute  rise  in  blood  pres- 
pre-eclampsia  sure,  albuminuria,  irri- 
table reflexes,  vasospasm 
of  retinal  vessels,  marked 
weight  gain,  edema  (often 
first  noted  in  face  and 
fingers),  elevated  blood 
uric  acid. 

.5.  Premature  separation    Uterine   pain   and   tetany, 
of  placenta  vaginal   bleeding,   marked 

decrease  in  blood  pressure 
with  questionable  or  defi- 
nite shock,  albuminuria 
■which  usually  increases 
rapidly  in  amount,  and 
oliguria   or  anuria. 

of  magnesium  sulfate  intramuscularly,  then 
10  cc.  every  four  hours  for  two  or  three  days. 
Ten  minutes  after  the  first  injection  the  re- 
flexes are  diminished  ;  after  several  doses  the 
blood  pressure  is  lowered,  and  there  is  dull- 
ing of  the  sensorium  and  of  the  reaction  to 
pain.  The  use  of  this  drug  to  replace  in  part 
other  sedation  may  help  to  prevent  metabolic 
derangements  which  might  be  caused  by  ex- 
cessive amounts  of  barbiturates  or  analgesic 
agents. 

Urinary  suppression  in  its  early  stages 
should  be  treated  with  ammonium  chloride, 
intravenous  administration  of  a  20  per  cent 
solution  of  glucose,  and  digitalization.  If  the 
oliguria  persists  or  grows  worse,  the  uterus 
should  be  emptied'"*.  The  circulation  should 
not  be  overloaded  by  large  amounts  of  fluid 
■  if  the  kidneys  are  unable  to  respond  to  diure- 
tic measures.  In  the  presence  of  anuria,  the 
recommended  fluid  intake  is  1,500  cc.  daily. 

When  it  becomes  necessary  to  empty  the 
uterus  in  the  first  trimester,  dilatation  and 


7.  Mauzy,  C.  H.  .ind  Donnelly,  J.  F. : 
in  Toxemias  of  Prefrnnncy,  Am.  .7. 
42I-(37    (March)    1919. 


01ip:xiria  and   Anuria 
Obst.    &    Gynec.    57: 


curettage  is  usually  the  procedure  of  choice. 
In  the  second  trimester,  the  uterus  must  usu- 
ally be  emptied  by  hysterotomy.  In  the  third 
trimester,  vaginal  delivery  can  often  be  ac- 
complished. When  the  cervix  is  unfavorable 
for  rupture  of  the  membranes,  small  amounts 
of  Pitocin  (1-2  to  1  minim)  injected  intra- 
muscularly on  several  consecutive  days  will 
often  induce  labor.  In  the  presence  of  anuria, 
marked  oliguria  or  other  fulminating  signs, 
however,  this  delay  would  be  contraindicated 
and  cesarean  section  may  be  the  best  means 
of  delivery.  Sterilization  is  usually  indicated 
if  interruption  of  pregnancy  is  justified,  but 
the  decision  to  do  a  cesarean  section  should 
not  be  based  on  the  fact  that  a  tubal  ligation 
is  to  be  done. 

Operative  deliveries  are  best  withstood  un- 
der local  anesthesia.  Supplementary  Sodium 
Pentothal  given  intravenously  to  induce  very 
light  anesthesia  is  usually  tolerated  well.  Al- 
though ether  given  by  the  drop  method  is 
the  time-honored  anesthesia  of  choice  for  any 
critically  ill  patient,  it  has  serious  disadvan- 
tages in  a  toxemic  patient,  since  it  aggra- 
vates pulmonary  edema,  bleeding,  and  shock. 
Spinal  anesthesia  should  not  be  used  in  pa- 
tients with  severe  or  moderately  severe  tox- 
emia of  pregnancy,  since  it  may  result  in 
sudden  death  or  may  cause  an  acute  rise  in 
blood  pressure. 

Following  delivery,  the  patient  with  hyper- 
tensive cardiovascular  disease,  either  mild  or 
severe,  should  be  watched  carefully  for  signs 
of  impending  shock,  heart  failure,  or  convul- 
sions. The  danger  of  sudden  pulmonary 
edema  is  greatest  about  thirty-six  to  forty- 
eight  hours  post  partum,  when  edema  fluid 
has  been  mobilized  but  diuresis  has  not  oc- 
curred. If  tubal  ligation  is  to  be  carried  out 
in  the  puerperium,  it  should  be  postponed 
until  the  blood  pressure  has  become  stabilized 
and  kidney  function  and  cardiac  reserve  are 
satisfactory.  In  patients  over  the  age  of  40, 
sterilization  by  roentgen  rays  is  sometimes 
the  method  of  choice. 

Hypertensive  Renal  Disease 
The  patient  with  basic  renal  disease  and 
associated  hypertension  is  seldom,  if  ever,  a 
fair  risk  for  pregnancy'^'.  Her  chance  of 
bearing  a  viable  infant  is  poor,  and  she  usu- 
ally suffers  further  kidney  damage  or  dies 
as  the  result  of  her  pregnancy.  If  the  fetus 
does  not  die  in  iitero,  signs  and  symptoms  of 

s.    Dieckmann,  W.  J.:  The  Toxemias  of  Pregnancy,  St.  Louis, 
C.  V.  Moshy,   1911,  pp.    Ul-US. 
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inadequate  kidney  function  usually  become 
severe  during  the  second  or  third  trimester 
of  pregnancy,  and  there  is  little  or  no  re- 
sponse to  conservative  treatment.  Because  of 
the  poor  prognosis  for  the  mother,  it  is  usu- 
ally advisable  to  interrupt  pregnancy  when 
a  diagnosis  is  made  of  chronic  nephritis  or 
of  any  other  renal  lesion  characterized  by 
reduction  in  kidney  function. 

A  more  conservative  vievv^  may  be  taken 
when  the  diagnosis  is  not  clear-cut  and  the 
patient  is  anxious  to  undertake  pregnancy  in 
spite  of  the  increased  risk.  The  conservative 
management  of  these  individuals  is  in  gen- 
eral similar  to  the  conservative  management 
of  those  with  hypertensive  cardiovascular 
disease.  Adherence  to  a  salt-poor  diet  should 
be  rigid.  Proteins  should  be  taken  in  moder- 
ation. No  debilitating  reducing  regimen 
should  be  undertaken,  but  fats  and  carbohy- 
drates should  be  restricted. 

Stilbestrol  has  recently  been  recommended 
for  patients  of  this  type''".  It  is  seemingly 
beneficial  in  preventing  superimposed  pre- 
eclampsia, and  possibly  in  controlling  the 
original  syndrome.  It  is  recommended  that 
stilbestrol  be  begun  in  the  sixth  week  of  preg- 
nancy with  a  daily  oral  dose  of  5  mg.  This 
dose  is  increased  by  5  mg.  every  two  weeks 
until  the  fifteenth  week,  when  the  daily 
dose  is  2.5  mg.  From  the  fifteenth  to  the 
thirty-sixth  week,  the  daily  dose  is  increased 
by  5  mg.  each  week.  After  the  thirty-sixth 
week  the  drug  is  discontinued  altogether. 

Summanj 

1.  In  the  pregnant  woman  with  pre-exist- 
ing hypertension,  a  guarded  diagnosis  of  hy- 
pertensive cardiovascular  disease  without 
renal  disease  is  made  if  the  eyegrounds,  urin- 
alysis, kidney  function  tests,  and  blood  chem- 
istry studies  are  not  suggestive  of  a  renal 
lesion. 

2.  A  differential  diagnosis  between  hyper- 
tensive cardiovascular  disease  and  hyperten- 
sive renal  disease  can  sometimes  be  made 
only  by  the  test  of  pregnancy  itself. 

3.  Every  pregnant  woman  with  hyperten- 
sive disease  should  be  followed  closely,  and 
if  there  is  an  exacerbation  of  signs  or  symp- 
toms she  should  be  hospitalized. 

4.  The  conservative  treatment  of  hyper- 
tensive disease  in  pregnancy  consists  of  rest, 
sedation,  and  a  salt-poor  diet. 

0.  Smith,  O.  W.:  Diethylstilbestrol  in  tlie  Prevention  and 
Treatment  of  Complications  of  Presnancy,  Am.  .1.  Olist. 
&   Gynec.    50:821-834    (Nov.)    19+8. 


5.  Interruption  of  pregnancy  is  indicated 
if  signs  and  symptoms  of  acute  vasospasm  or 
of  kidney  failure  develop.  This  should  not 
be  carried  out  until  maximum  benefit  has 
been  obtained  from  supportive  treatment. 

6.  Patients  with  known  impairment  of  kid- 
ney function  should  not  become  pregnant.  If 
they  do  become  pregnant,  the  pregnancy 
should  be  interrupted. 

I'fi  :■:  ^:  ;■: 

MANAGEMENT  OF  ECLAMPSIA 

John  C.  Burwell,  Jr.,  M.D. 

Greensboro 

DeLee'"  has  defined  eclampsia  as  an 
acute  toxemia  in  pi'egnant,  parturient,  or 
puerperal  women  accompanied  by  tonic  and 
clonic  convulsions  and  'or  coma.  Observation 
and  experimentation  by  a  host  of  investiga- 
tors since  the  recognition  of  eclampsia  as  a 
clinical  entity  still  leave  us  in  the  dark  as  to 
its  etiology.  Among  the  conditions  which 
have  been  postulated  as  etiologic  factors  are : 
(1)  renal  disturbance  (ui'emia),  (2)  hepatic 
disturbance,  (3)  bacterial  infection,  (4) 
auto-intoxication,  (5)  fetal  toxins,  (6)  endo- 
crine disturbances,  (7)  physiochemical  dis- 
turbances, and  (8)  biochemical  or  metabolic 
disturbances. 

Incidence  and  Mortality 
Despite  the  years  of  study  devoted  to  its 
prevention  and  treatment,  and  despite  the 
progress  made  in  past  years,  eclampsia  re- 
mains one  of  the  leading  causes  of  both  ma- 
ternal and  fetal  deaths.  The  painstaking 
work  of  our  Society's  Maternal  Welfare 
Committee  has  demonstrated  this  fact  in  re- 
gard to  our  own  state'-'. 

Dieckmann''',  in  1946,  reported  the  overall 
incidence  of  eclampsia  in  the  United  States 
to  be  0.66  per  cent,  and  Chesley  in  1948  re- 
ported a  figure  of  0.3  per  cent  as  the  inci- 
dence of  eclampsia  in  the  Margaret  Hague 
Hospital  for  the  entire  period  of  its  opera- 
tion. The  incidence  at  Duke  Hospital  has 
been  reported  as  2.7  per  cent ;  their  obstetric 
service,  like  that  of  the  North  Carolina  Bap- 
tist Hospital,  has  for  years  been  used  as  a 
wastebasket  for  obstetric  complications  from 
a  goodly  portion  of  our  state.  Variations  in 
figures  reported  from  different  sections  of 

1.  DeLee,    J.    B. :    Principles    and    Practice   of    Obstetrics,    ed. 
s,  Pliiladelphia.  "W.   B.   Saunders  &  Co.,    1933,  p.   30n. 

2.  Lock,   F.  R.:  Report  of  Progress  of  the  Maternal  Welfare 
Committee,   Xorth  Carolina  M.   J.   9:20-1-207    (May)    1948. 

3.  DeLee,  J.   B.  (1),  p.   302. 
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the  country  tend  to  reflect  the  adequacy  of 
prenatal  care,  rather  than  any  climatic  or 
geographic  predisposition. 

Primiparas  are  affected  two  to  three  times 
as  often  as  multiparas,  and  the  incidence  of 
the  disease  is  higher  in  colored  patients  than 
in  the  white  race.  It  is  more  common  in 
young  women,  and  some  observers  have  re- 
ported the  incidence  to  be  as  high  as  50  per 
cent  in  patients  between  the  ages  of  15  and 
20.  Bernstine'^',  in  Philadelphia,  has  given 
the  following  figures  for  the  seasonal  inci- 
dence of  cases:  34  per  cent  in  summer,  26 
per  cent  in  winter,  22  per  cent  in  autumn, 
and  18  per  cent  in  spring.  The  majority  of 
cases  (72  per  cent)  occur  in  the  prenatal 
period,  17  per  cent  during  labor,  and  9  per 
cent  after  delivery. 

The  maternal  mortality  varies  from  3  per 
cent  to  20  per  cent,  and  the  fetal  mortality 
may  be  as  high  as  30-40  per  cent.  In  approxi- 
mately 35  per  cent  of  the  patients  who  have 
eclampsia  toxemia  will  develop  with  future 
pregnancies,  and  the  remote  annual  death 
rate  for  women  who  survive  eclampsia  is 
two  and  one-fourth  times  the  expected  rate. 

Types  of  Therapy 
The  most  logical,  the  most  important,  and 
the  most  effective  therapy  remains  prophy- 
lactic. Some  authorities  go  so  far  as  to  main- 
tain that  proper  prophylaxis  during  the  pre- 
natal period  would  completely  eradicate  the 
disease.  Because  the  prevention  of  eclampsia 
has  already  been  so  well  covered,  I  will  not 
elaborate  on  it  further.  I  do  wish,  however, 
to  re-emphasize  the  fact  that  it  must  rank 
first  in  any  discussion  of  therapy. 

Syi)>ptomatic 

Once  actual  eclampsia  has  developed — once 
the  epigastric  pain,  severe  headache,  vomit- 
ing, blurred  or  absent  vision,  mental  confu- 
sion and  dullness,  twitching,  exaggerated  re- 
flexes, and  so  forth  have  replaced  the  more 
moderate  signs  of  pre-eclampsia — ^treatment 
must  of  necessity  become  more  heroic.  The 
time-tried  symptomatic  treatment  of  the  dis- 
ease must  still  claim  our  attention,  particu- 
larly since  it  can  be  instituted  by  the  nurse 
when  the  physician  is  not  immediately  avail- 
able. The  measures  listed  below  are  not  con- 
troversial, and  in  many  places  are  posted  as 
hospital  routine: 

First  and  foremost,  provide  constant 

4.    Bernstine.   J.   B..   and  Price.   L.   N,:   Analytical   Survey   of 
Eclampsia,  Ani.  J.  Obst.  &  Gynec.  53:1)72-979    (June)    1947, 


and  unremitting  nursing  care  to  prevent 
injuries. 

Remove  bridgework  and  dentures. 

Insert  tongue  blades  or  a  rubber  air- 
way to  prevent  tongue  biting  and  pro- 
vide ventilation  during  seizures. 

Keep  the  patient's  head  lowered  and 
turned  to  the  side  to  facilitate  postural 
drainage  of  secretions. 

Put  the  patient  in  a  darkened,  quiet 
room  to  reduce  external  stimuli. 

Use  sedation  in  the  form  of  morphine 
or  chloral  hydrate. 

Radical 

The  old  arguments  concerning  the  merits 
of  conservative  versus  radical  treatment 
have  practically  disappeared.  Today  in  every 
large  clinic  in  the  country  radical  treatment 
is  frowned  upon  as  being  both  dangerous  and 
outmoded.  We  no  longer  bend  every  effort 
to  effect  delivery,  but  employ  it  as  a  sec- 
ondary measure  only  after  the  eclampsia  it- 
self has  been  brought  under  control. 

The  surgeon  or  obstetrician  Avho  lists 
eclampsia  as  an  indication  for  cesarean  sec- 
tion leaves  himself  open  for  justifiable  crit- 
icism. The  cardinal  indications  for  this  op- 
eration, such  as  cephalopelvic  disproportion, 
placenta  praevia  or  abruptio  placentae,  and 
previous  section,  apply  to  the  eclamptic  pa- 
tient, but  the  eclampsia  itself  cannot  be  con- 
strued as  warranting  such  interference.  De- 
Lee'"  states  quite  emphatically  that  from  the 
maternal  standpoint,  cesarean  section  should 
be  considered  o)ihj  when  the  convulsions  are 
coming  at  rapidly  lessening  intervals  or  have 
ceased  entirely — and  then  only  for  the  oc- 
casional primipara  late  in  pregnancy  or  at 
the  beginning  of  labor  who  has  rigid  soft 
parts,  a  long  closed  cervix,  and  the  fetal  head 
high  in  the  pelvis.  He  does  condone  cesarean 
section  for  the  sake  of  the  baby  when  treat- 
ment has  failed  and  the  patient  has  fallen 
into  a  deep  toxemic  coma  without  convul- 
sions with  an  apparently  fatal  outlook  from 
the  maternal  viewpoint. 

Conservative 

Fortunately  there  are  several  routines  of 
conservative  therapy  which  may  be  em- 
ployed, depending  on  the  doctor's  skill  and 
experience,  and  on  the  condition  of  the  pa- 
tient. The  physician's  skill  is  a  matter  of 
individual  training  and  need  not  be  dis- 
cussed here.  Factors  in  the  patient's  condi- 

3.    DeLee,  J.  B.  (1),  p.  373. 
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tion  which  determine  our  choice  of  therapy 
are: 

1.  Stage  of  gestation 

2.  Presence  of  complications 
Contracted  pelvis  or  unusually  large 

baby 
Placentia  praevia  or  abruptio  pla- 
centae 

3.  Progress  of  labor 

4.  Sevei'ity  of   the   eclampsia,  as   de- 

termined by  the  frequency  and 
violence  of  convulsions,  the  de- 
gree of  coma  and  cyanosis,  the 
blood  pressure,  pulse  rate,  and  so 
forth. 

5.  Environment  (adequacy  of  hospital 

facilities) 
Among  the  time-tested  and  generally  ac- 
cepted conservative  routines  used  in  the 
treatment  of  eclampsia,  the  method  of  Strog- 
anoff  and  the  treatment  with  Veratrum  vi- 
ride  are  probably  the  best  known.  Stroga- 
noff's  treatment  maintains  its  position  of 
high  popularity  because  of  its  simplicity  and 
its  efficacy.  In  a  series  of  1,400  eclamptic 
patients  treated  by  this  method,  the  mortal- 
ity was  reported  as  6  per  cent.  It  is  probably 
better  adapted  for  use  under  adverse  cir- 
cumstances than  any  of  the  other  methods  at 
our  disposal,  and  can  be  used  to  advantage 
even  in  the  home.  In  essence,  the  method  is 
as  follows: 

Immediate  treatment — morphine,  Vi  grain,  hypo- 
dermically. 

After  the  first  hour — 20-40  grains  of  chloral  hy- 
drate  per  rectum. 

After  the  third  hour — li  grain  of  morphine  hypo- 
dermically. 

After  the  seventh  hour — 30  grains  of  chloral  hy- 
drate per  rectum. 

After  the  thirteenth  hour — 15-30  grains  of  chloral 
hydrate  per  rectum. 

After  the  twentieth  hour — 20  grains  of  chloral 
hydrate   per  rectum. 

Chloroform  is  administered  each  time  a 
convulsion  is  threatened.  Labor  is  to  be  in- 
duced, where  possible,  with  rupture  of  the 
membranes  or  the  introduction  of  a  bag.  Ven- 
esections may  be  employed  as  a  last  resort 
when  these  measures  prove  ineffective. 

The  many  modifications  of  the  regime  al- 
low us  considerable  leeway  in  this  particular 
method  of  therapy.  Depending  upon  the  pref- 
erence of  the  obstetrician  and  the  equipment 
at  his  disposal,  an  almost  unlimited  number 
of  variations  are  possible.  This  fact  has 
doubtless  been  a  great  factor  in  the  continu- 
ing popularity  of  Stroganoff  s  therapy. 


The  treatment  with  Veratrum  viride,  as 
repopularized  by  Irving  and  his  associates''" 
in  Boston,  has  apparently  not  yet  gained 
widespread  acceptance.  Nevertheless,  the 
convincing  figures  reported  from  the  clinic 
of  the  Boston  Lying-in  Hospital  warrant 
the  inclusion  of  this  regimen  for  our  con- 
sideration. Over  a  six  year  period,  their  ma- 
ternal mortality  in  cases  of  eclampsia  has 
been  only  6.2  per  cent. 

In  the  main,  the  treatment  follows  the  rou- 
tine of  Bryant  and  Fleming'"'.  The  patient  is 
placed  in  a  quiet,  darkened  room  with  a 
nurse  in  constant  attendance.  Morphine  (14 
grain),  Demerol  (100  mg.  subcutaneously) , 
or  paraldehyde  (3  drachms  in  2  ounces  of 
mineral  oil  given  rectally)  is  used  to  control 
restlessness,  but  these  drugs  are  not  em- 
ployed routinely.  Five  minims  of  Veratrone 
is  given  hypodermically  on  admission.  Vera- 
trone in  doses  of  5  to  10  minims  is  repeated 
at  tw'enty  minute  intervals  as  long  as  the 
systolic  blood  pressure  is  above  150  and  the 
pulse  above  80,  or  as  long  as  the  patient  is 
having  convulsions. 

Every  four  to  si.x  hours  10  to  20  cc.  of  a 
50  per  cent  solution  of  magnesium  sulfate 
is  given  intramuscularly  into  the  buttocks. 
Magnesium  sulfate  depresses  the  central  ner- 
vous system  and  the  peripheral  neuromus- 
cular apparatus,  so  that  the  excitation  of  vol- 
untary muscle  by  nerve  impulses  is  pre- 
vented, the  reflexes  are  lost,  and  there  is  a 
continuous  fall  in  blood  pressure.  Magnesium 
also  affects  the  heart  muscle  and  produces 
bradycardia. 

Two  hundred  and  fifty  cubic  centimeters 
of  a  25  per  cent  solution  of  glucose  in 
buffered  sterile  water  is  given  slowly  by 
vein  every  four  hours  if  the  patient  is  un- 
conscious. If  she  is  conscious,  it  is  given 
every  six  hours.  The  purpose  of  this  meas- 
ure is  to  encourage  urinary  excretion.  This 
amount  of  parenteral  fluid  is  sufficient 
to  prevent  dehydration  and  not  enough  to 
cause  edema.  If  the  patient  is  conscious, 
she  is  given  in  addition  2,000-2.500  cc.  of 
water  by  mouth  every  twenty-four  hours. 

Pregnancy  is  terminated  only  after  the 
convulsions  have  ceased  and  an  interval  of 
twenty-four  to  seventy-two  hours  has 
elapsed.  If  the  cervix  is  partially  effaced  and 
admits  one  or  more  fingers,  the  membranes 

r..    In  ins,    F.    C:    Personal   comraunication. 

7.    Irvini:,  F.  C. :  Treatment  of  Eclampsia  and  Pre-Eclampsia 
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are  ruptured ;  if  not,  a  bag  is  introduced. 
Cesarean  section  is  performed  only  for  strict- 
ly obstetric  indications. 

Recent  Developments  in  Pfophiilaxis  unci 

Therapy 
Pivphiila.vis 

In  recent  years,  two  divergent  yet  prom- 
ising principles  of  treatment  have  appeared 
to  offer  promise  for  the  prevention  and 
treatment  of  eclampsia.  The  Smiths'^',  work- 
mg  in  Boston,  have  blazed  a  new  endocrine 
trail  with  their  use  of  massive  doses  of  stil- 
bestrol  in  the  prevention  of  the  complica- 
tions of  pregnancy.  Though  this  method  is 
of  no  apparent  value  in  the  treatment  of 
actual  eclampsia,  its  efficacy  in  preventing 
early  and  late  toxemias  of  pregnancy  seems 
definitely  established. 

In  a  personal  communication.  Dr.  George 
Van  S.  Smith  stated  that  stilbestrol  signifi- 
cantly reduces  the  incidence  of  the  late  com- 
plications of  pregnancy,  and  that  articles 
supporting  this  statement  would  appear  soon. 
We  shall  have  to  be  patient  until  further  stu- 
dies have  shown  us  more  clearly  what  we 
may  expect  from  this  form  of  therapy.  Un- 
questionably we  have  learned  that  the  gra- 
vid patient's  tolerance  for  the  drug  far  ex- 
ceeds that  of  the  non-gravid  individual,  and 
tremendous  dosages  have  been  employed 
without  apparent  harmful  effects. 

Thei'apy 

Hingson'^',  with  his  new  concepts  of  con- 
tinuous spinal  analgesia,  has  opened  up  new 
fields  of  hope  for  reducing  blood  pressure 
and  increasing  urinary  excretion.  Continu- 
ous caudal  or  spinal  analgesia  has  been 
employed  clinically  for  several  years  in  the 
treatment  of  eclampsia,  and  in  the  hands 
of  an  operator  skilled  in  this  technique  it  af- 
fords an  important  addition  to  our  therapeu- 
tic armamentarium.  Hingson'^'"  lists  the  fol- 
lowing beneficial  effects  which  may  be  ex- 
pected : 

1.  A  maximum  vasodilatation  of  the 
lower  extremities  which  increases 
the  capacity  of  the  vascular  bed  far 
moi'e  than  does  Veratrum  viride. 

2.  A  lowered  blood  pressure  which 
can  be  maintained  constantly  for 
many  hours. 

S,  Smith,  0.  W..  and  Smitli,  G.  V. :  Late  Pregnancy  Tox- 
emia; Clinical  Trials  Based  upon  Experimental  Findings, 
West  J.  Surg.   55:.313-321    (June)    1947. 

9.    Hingson    and    others':    Newborn    Mortality    and    Morbidity 
with    Continuous    Caudal    -Analgesia,    J. A.M. A.    136:221-229 
(Jan.  24)   1948. 
10.    Hingson,   R.  A.:   Personal  communication. 


3.  A  block  of  the  vasoconstricting  ele- 
ments of  the  kidney,  so  that  the 
flow  of  urine  in  these  potentially 
anuric  patients  is  increased. 

4.  A  temporary  denervation  of  the  su- 
prarenal gland,  with  a  correspond- 
ing diminution  in  the  manufacture 
of  the  endocrine  vasospastic  sub- 
stance. 

Interestingly  enough,  he  also  lists  the  fol- 
lowing anesthetics  as  contraindicated  in  pa- 
tients with  eclampsia: 

1.  Ether,  since  it  diminishes  markedly  the 
excretion  of  urine  through  the  kidney  after 
ten  minutes  of  anesthesia. 

2.  Chloroform,  which  may  accentuate  the 
underlying  pathologic  lesion  in  the  liver. 

3.  Avertin,  which  has  a  toxic  effect  on 
both  liver  and  kidney. 

The  dramatic  clinical  improvement  pro- 
duced by  continuous  caudal  analgesia  in  the 
eclamptic  patient  provides  an  experience 
which  the  observer  cloes  not  soon  forget.  The 
comatose  patient  may  regain  consciousness 
for  the  first  time  in  hours,  and  the  convul- 
sive patient  may  be  relieved  of  her  seizures 
in  a  matter  of  minutes.  Labor  is  usually 
easier  and  more  rapid,  and  fetal  distress  is 
less  frequent. 

The  technique  of  administering  this  type 
of  anesthetic  is  too  involved  for  this  discus- 
sion, but  it  is  important  to  remember  that 
caution  must  be  used  to  avoid  a  too  rapid 
or  a  too  marked  decrease  in  blood  pressure. 
The  analgesic  agent  should  be  given  slowly 
and  with  great  care  in  order  to  establish  the 
proper  level  of  anesthesia. 

As  with  other  forms  of  treatment,  no  at- 
tempt at  delivery  is  made  until  the  convul- 
sions have  been  controlled  and  circumstances 
are  propitious  for  the  induction  of  labor. 
Maintenance  of  the  fluid  balance  and  other 
supportive  measures  are  accepted  as  a  mat- 
ter of  routine. 

The  increasingly  widespread  employment 
of  this  form  of  therapy  gives  evidence  of  its 
effectiveness.  As  the  number  of  those  profi- 
cient in  its  technique  increases,  and  as  the 
drugs  employed  are  made  safer,  it  is  logical 
to  assume  that  this  approach  to  the  pi'oblem 
of  eclampsia  will  result  in  a  decreased  ma- 
ternal and  fetal  mortality. 

Sumriiary 
The    main    procedures    employed    in    the 
treatment  of  eclampsia  have  been  listed. 
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Conservative  therapy  is  the  method  of 
choice. 

Control  of  the  eclampsia  rather  than  im- 
mediate delivery  is  the  chief  aim  of  treat- 
ment. 

Prophylactic  treatment  remains,  and  will 
remain,  the  most  logical  and  the  most  effec- 
tive form  of  therapy. 


DRUG  THERAPY  FOR  ASTHMATIC 
CHILDREN 

Susan  c'  Dees,  M.D. 

Durham 

While  a  suitable  program  of  drug  therapy 
is  an  indispensable  part  of  the  treatment  of 
most  asthmatic  children,  the  perfect  anti- 
asthmatic drug  has  not  yet  been  discovered. 
Such  a  drug  should  rapidly  and  simultane- 
ously counteract  bronchospasm,  stop  exces- 
sive secretion  of  mucus,  decrease  mucosal 
edema,  and  exert  a  sedative  effect  on  the 
central  nervous  system.  Theoretically  it 
should  also  neutralize  the  histamine-like  sub- 
stance thought  to  be  liberated  at  the  site  of 
the  allergic  reaction.  In  .addition  to  possess- 
ing these  pharmacologic  properties,  the  drug 
should  be  inexpensive,  easy  to  administer, 
and  productive  of  few  side  effects.  It  should 
not  be  habit  forming,  and  should  not  cause 
tolerance  or  sensitivity  to  develop  after  pro- 
longed use.  Because  these  requirements  are 
difficult  to  satisfy,  the  search  for  an  asthma 
"cure"  continues,  with  doctors  and  patients 
enthusiastically  trying  new  drugs,  and  pe- 
riodically reviving  old  remedies. 

Drugs  Eniploijed  for  Sedation 

Successful  drug  therapy  for  asthma  de- 
pends on  an  accurate  evaluation  of  the  rela- 
tive importance  of  the  component  parts  of 
the  syndrome  for  each  individual  patient. 
The  anxious,  apprehensive  child  frequently 
responds  to  sedation  and  reassurance  alone. 
Barbiturates  are  excellent  for  most  children, 
but  they  have  a  slight  tendency  to  depress 
the  respiratory  center  and  the  cough  reflex, 
and  should  not  be  used  in  large  doses.  Sen- 
sitivity to  these  drugs  is  common.  Sensitivity 
reactions,  often  in  the  form  of  asthma,  usu- 
ally do  not  develop  for  several  hours  after 
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administration  of  a  barbiturate,  and  are 
often  mistaken  as  an  indication  for  further 
sedation.  When  sensitivity  to  the  barbitu- 
rates develops,  one  should  use  a  different  type 
of  sedative  such  as  bromides,  equal  parts  of 
ether  and  oil  per  rectum,  paraldehyde,  or 
chloral  hydrate. 

Demerol'"  and  Methadone  have  been  rec- 
ommended for  asthmatic  children,  but  as  both 
drugs  are  habit  forming  their  repeated  use 
is  to  be  discouraged.  Overwhelming  evidence 
has  accumulated  to  show  that  morphine,  be- 
cause of  its  depressing  effect  on  the  respira- 
tory center,  should  never  be  given  in  severe 
attacks  of  asthma'-'.  A  study  of  fatal  cases 
of  asthma  has  revealed  that  morphine  was 
given  in  most  instances  just  before  the  pa- 
tient expired.  Codeine  in  the  small  doses  ordi- 
narily ordered  in  cough  mixtures  is  well  tol- 
erated by  children. 

D)-ugs  Employed  for  Bronchospasm 
Bronchospasm  is  the  feature  of  asthmatic 
attacks  which  demands  prompt  and  vigorous 
treatment.  The  amount  of  bronchospasm  pre- 
sent can  be  gauged  roughly  by  determining 
how  rapidly  the  attack  developed.  If  dyspnea 
comes  on  within  the  space  of  a  few  seconds, 
minutes  or  hours,  with  much  apprehension, 
cyanosis,  retraction  of  the  soft  tissues  of  the 
thorax,  and  decreased  aeration  of  the  lungs, 
it  is  probable  that  bronchospasm  is  the  pre- 
dominant abnormality.  In  such  cases  a 
1:1000  .solution  of  epinephrine  hydrochlo- 
ride, given  hypodermically  in  doses  of  0.1 
cc.  every  fifteen  minutes  for  four  to  six 
doses,  will  often  give  relief.  Even  children 
under  1  year  of  age  can  take  the  drug  in  this 
way  without  showing  signs  of  overstimula- 
tion of  the  sympathetic  nervous  system.  If 
relief  is  not  complete,  this  series  may  be  re- 
peated in  two  hours,  or  it  may  be  followed 
hy  the  intramuscular  administration  of 
epinephrine  in  oil  or  gelatin.  The  usual  doses 
for  children  are  0.3  to  0.5  cc.  Because  of  its 
unpredictable  rate  of  absorption,  epine- 
phrine in  this  form  is  not  often  satisfactory 
as  an  initial  medication ;  if  relief  is  not  ob- 
tained at  once,  it  is  difficult  to  know  how 
much  aqueous  epinephrine  or  other  medica- 
tion may  then  be  given  safely. 

The   same   considerations   hold   for   nebu- 
lized   epinephrine    (1:100)    or    proprietary 

1.  Meperidiiie. 
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compounds  of  this  type  such  as  Inhalant  A 
and  Vaponefrin.  The  effective  dose  is  so  dif- 
ficult to  gauge  in  young  children  that  the 
administration  of  epinephrine  by  inhalation 
is  not  satisfactory  in  spite  of  its  general  pop- 
ular appeal.  Careful  studies  by  Benson  and 
Perlman  have  shown  that  nebulized  epine- 
phrine and  similar  compounds  are  extremely 
irritating,  often  causing  necrosis  of  the  bron- 
chi'-'"'.  They  paralyze  the  bronchial  ciliary  re- 
flex. When  they  are  absorbed  effectively,  the 
rapidity  of  absorption  equals  that  of  intra- 
venous epinephrine.  When  parents  attempt 
to  spray  a  young  child's  throat  with  a  nebu- 
lizer, they  either  use  it  ineffectively  because 
of  failure  to  time  it  properly  with  inspira- 
tion, or  give  the  child  an  overdose  because 
of  the  potency  of  the  drug.  The  most  diffi- 
cult cases  of  status  asthmaticus  which  I 
have  had  to  treat  are  those  in  children  who 
are  addicted  to  their  va'Dorizers.  In  children 
old  enough  to  use  this  device  themselves,  time 
it  accurately  with  insoiration,  and  reserve  it 
for  severe  attacks,  nebulized  e^inenhrine  has 
a  useful  place,  but  most  anxious  asthmatics 
lack  the  proper  self-control  under  trying  cir- 
cumstances to  use  a  nebulizer  nro':ierly. 

Isuprel'"*',  the  new  preparation  for  inhala- 
tion therajDy,  has  eliminated  much  of  the  lo- 
cal irritant  effect  of  eoinenhrine,  and  is  an 
excellent  substitute,  although  it  is  not  as  uni- 
formly effective.  This  drug  also  nroduces  a 
fairly  quick  response  in  manv  natients  when 
it  is  given  as  a  tablet  for  sublingual  use. 

Another  newly  introduced  drug  is  Butane- 
frine'"'  for  hypodermic  use.  Given  in  doses 
twice  as  large  as  those  of  eTDineohrine,  this 
drug  has  much  less  pressor,  but  also  slightly 
less  bronchodilating  effect. 

Other  drugs  which  act  similarly  to  epine- 
phrine but  more  slowly,  and  which  can  be 
given  orally  are  enhedrine  and  synthetic 
ephedrine.  Some  children  are  excessively 
stimulated  by  these  drugs.  Bowen"''  has  ob- 
served that  children  who  are  "bed  wetters" 
do  not  as  a  rule  tolerate  ephedrine. 

Another  class  of  drugs  which  probably 
have  a  diuretic  and  a  bronchodilating  effect, 
and  which  act  on  the  central  nervous  sys- 
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tern,  are  the  caffeine  derivatives.  Those  com- 
monly used  are  aminophylline  (theophylline 
ethylenediamine) ,  and  theophylline.  Given 
intravenously,  orally,  or  rectally  as  instilla- 
tions or  suppositories,  they  act  almost  as 
rapidly  as  epinephrine,  and  are  often  better 
tolerated.  Certain  children  are  nauseated  by 
them,  however,  and  relief  of  asthma  will  be 
followed  by  repeated  vomiting  for  twenty- 
four  hours  or  more.  It  is  better  to  admin- 
ister aminophylline  by  continuous  or  very 
slow  intravenous  drip  in  100  cc.  or  more  of 
5  per  cent  glucose  than  to  give  a  slow  intra- 
venous injection  of  the  drug  diluted  in  a 
small  amount  of  glucose'"'.  Serious  and  even 
fatal  reactions  in  adults  have  been  reported 
to  result  from  intravenous  aminophylline 
given  too  rapidly'"*'. 

Drugs  Employed  for  Mucosal   Edema 

When  the  asthmatic  attack  seems  to  be 
primarily  the  result  of  edema  of  the  bron- 
chial mucosa,  with  excessive  secretion  of 
mucus,  the  antihistaminic  drugs  may  be  ef- 
fective. Reports  on  practically  all  drugs  of 
this  class  show  them  to  be  less  effective  in 
asthma  than  in  any  other  type  of  allergic 
disease'-".  The  most  enthusiastic  reports 
claim  relief  of  symptoms  in  only  15  to  30  per 
cent  of  asthmatic  patients.  In  these  patients 
it  is  difficult  to  tell  how  much  of  the  benefit 
is  due  to  sedation,  which  is  a  common  side 
effect.  Asthmatic  children  probably  respond 
better  to  antihistaminics  than  do  adults,  al- 
though this  impression  may  be  partially  col- 
ored by  the  child's  willingness  to  accept  less 
complete  relief  than  is  demanded  by  an 
adult. 

More  familiar  drugs  which  act  partially 
by  reducing  secretion  are  atropine,  belladon- 
na, and  stramonium,  and  members  of  the 
Solanaceue  (tobacco-potato)  family.  These 
drugs  paralyze  the  vagus  endings  in  the  bron- 
chial muscle,  and  tend  to  inhibit  bronchial 
constriction  as  well.  If  they  are  used  in  small 
doses  and  in  combination  with  ephedrine  or 
epinephrine,  they  are  highly  effective.  Stra- 
monium is  the  chief  ingredient  of  asthma 
powders  and  many  proprietary  asthma  nos- 
trums. Chronic  asthmatics  often  get  amazing 
relief  from  this  type  of  therapy. 

T.    Ooodall.    R.    J.    and    L'n^er,    I..:    Continuous    Intravenous 

Amiuopliyllin  Tlierap\'  in  Status  .VsthTuaticus".  Ann.  Allercry 

.T:l!i0-2ft2    (May-June)    liilT. 
s     Wvrens,  R.  J.:  Aminopliylliu  in  the  Treatment  of  Asthma. 

Xelu-aska  >r.  J.  32:27.1-27  1   (.luly)    10  17. 
0.    Feinherc.    S.    M.:    Histamine    and    Antiliistaminic    Agents. 

.I.A.M.A.    i:i2:7ii2-7i;!    (\uv.    23)    1940. 


(v?,r, 


NORTH   CAROLINA   MEDICAL  JOURNAL 


Decembev,   1919 


Dnigti   Employed  for  Persisfcnit  Bronchial 
Obstrnction 

Persistent  bronchial  obstruction  in  the 
chronically  asthmatic  child,  or  in  one  who 
has  had  a  protracted  attack  of  asthma,  is 
most  often  due  to  tenacious,  dry  secretions. 
In  these  patients  an  expectorant  is  the  most 
effective  drug.  We  are  all  familiar  with  the 
various  types  of  expectorants — creosote,  am- 
monium chloride,  ipecac,  and  iodides.  We 
often  forget  that  a  few  drops  of  syrup  of 
ipecac  to  produce  slight  vomiting  will  re- 
lieve many  such  children,  particularly  young 
infants.  Iodides  have  returned  to  well  de- 
served popularity  at  present,  and  except  for 
rare  children  with  sensitivity  to  the  drug, 
they  are  well  tolerated.  The  drug  can  be  given 
in  a  variety  of  forms :  as  a  saturated  solu- 
tion of  potassium  iodide,  3-5  drops  three 
times  daily;  as  syrup  of  hydriodic  acid,  V-^-l 
teaspoonful  three  to  four  times  daily ;  or  in 
proprietary  compounds  such  as  Syrup  of  Cal- 
cidrine  or  Calcidin  tablets. 

Recently  attention  has  centered  on  iodides 
combined  with  potassium  arsenite  or  Fow- 
ler's solution.  This  is  an  old  remedy,  intro- 
duced many  years  ago  in  Holland  as  a  pro- 
prietary mixture.  A  combination  used  for 
years  in  Munich  was  Fowler's  solution  with 
tincture  of  gentian,  and  tablets  of  calcium 
and  ammonium  iodide''"^".  In  this  country  the 
combination  has  been  revived  by  Gay  of  Bi- 
loxi"i\  who  uses  potassium  iodide  and  Fow- 
ler's solution,  with  varying  amounts  of  phen- 
obarbital  and  often  digitalis.  This  combina- 
tion is  usually  prescribed  with  some  calcium 
preparation,  a  laxative,  and  vitamins.  The 
medication  is  continued  for  months  or  years 
in  gradually  decreasing  doses.  In  some  pa- 
tients these  expectorant  mixtures  give  amaz- 
ingly effective  relief  and  decrease  appreci- 
ably the  symptoms  of  chronic  asthma. 

An  evaluation  of  potassium  iodide 
and  Fonder' s  solidion 

During  the  past  three  years  we  have  at- 
tempted to  evaluate  the  effectiveness  of  io- 
dide exi^ectorants  in  182  chronically  asthma- 
tic children.  In  most  of  these  patients  the 
usual  anti-allergic  measures,  including  de- 
sensitization.  were  carried  out  simultaneous- 
ly. Since  nearly  all  had  taken  epinephrine, 
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ephedrine,  aminophylline,  and  antihistamin- 
ics  at  various  times,  their  response  to  these 
drugs  was  known,  and  they  were  continued 
as  necessary  along  with  the  expectorant.  All 
children  had  negative  tuberculin  reactions. 
The  patients  selected  for  study  were  those 
who  had  frequent  prolonged,  or  daily  attacks 
of  asthma  for  periods  of  such  length  that 
any  therapy  on  which  they  were  symptom- 
free,  or  had  relatively  little  asthma,  for  as 
long  as  a  week  or  more  could  be  considered 
helpful. 

Our  original  intention  was  to  use  potas- 
sium iodide  and  Fowler's  solution  in  all  of 
these  children.  However,  we  thought  that 
they  should  first  be  given  a  trial  on  iodides 
alone.  One  hundred  and  thirty  children  of 
this  group  responded  so  satisfactorily  to  io- 
dides alone,  or  combined  with  other  expec- 
torants such  as  belladonna  or  glycyrrhiza, 
that  we  did  not  feel  justified  in  giving  them 
arsenic. 

This  left  52  children  to  whom  the  combina- 
tion of  potassium  iodide  and  potassium  ar- 
senite was  given  for  periods  ranging  from 
a  few  days  to  three  years.  The  medication 
had  to  be  discontinued  in  15,  or  nearly  one- 
third  of  the  children,  because  of  one  or  more 
of  the  following  reactions :  anemia,  gastro- 
enteritis, albuminuria,  skin  rash,  edema  of 
the  eyes,  or  increase  in  rhinitis  or  asthma. 
Edema  of  eyelids  and  gastroenteritis  were 
encountered  during  the  first  few  days  or 
weeks  of  therapy;  the  other  manifestations 
appeared  after  varying  periods  of  continu- 
ous use  up  to  eighteen  months.  Seven  chil- 
dren in  whom  the  drug  had  to  be  discon- 
tinued because  of  toxic  reactions  were 
thought  to  be  getting  good  symptomatic  re- 
sults. 

Although  we  attempted  to  get  complete 
blood  and  urine  examinations  at  intervals 
of  two  to  four  weeks  on  all  these  children 
while  they  received  the  mixture,  we  were 
able  to  do  so  in  only  14  patients.  An  addi- 
tional 17  children  had  their  blood  and  urine 
checked  before,  occasionally  during,  and  at 
the  end  of  the  period  of  medication.  It  is 
possible  that  the  19  children  in  whom  these 
studies  were  not  made  would  have  shown 
additional  instances  of  anemia  or  renal  irri- 
tation. 

In  evaluating  the  response  to  therapy  we 
have  tried  to  follow  the  patients  by  periodic 
examinations  in  the  Allergy  Clinic  or  through 
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reports  of  examinations  by  the  patients'  lo- 
cal doctors.  In  19  cases  we  had  access  only 
to  the  patient's  or  family's  report  of  re- 
sponse. Because  all  the  children  selected  were 
familiar  with  asthma,  and  because  their  fam- 
ilies were  accustomed  to  their  symptoms,  we 
believe  that  this  information  is  sufficiently 
valid  to  include. 

Twenty  of  the  52  patients  had  good  re- 
sults, with  a  substantial  decrease  in  symp- 
toms or  a  complete  remission  for  periods 
of  one  to  two  weeks  or  longer.  Six  had  fair 
results,  with  partial  improvement  in  the  fre- 
quency and  severity  of  attacks.  In  9  the  im- 
provement was  questionable  to  both  patient 
and  physician.  In  17  there  was  no  improve- 
ment whatsoever.  Three  of  the  20  patients 
reporting  good  results  stated  that  the  symp- 
toms promptly  recurred  when  the  medication 
was  discontinued.  In  3  patients  classified  as 
having  good  results  the  relief  lasted  only  one 
week,  and  in  4  it  lasted  only  two  weeks.  In 
these  patients  increasing  the  dosage  to  the 
original  level  was  ineffective.  Thirteen  of 
the  26  patients  in  the  groups  classified  as 
obtaining  good  or  fair  results  took  the  com- 
pound for  six  weeks  to  six  months,  2  for  two 
years,  and  1  for  three  years. 

A  review  of  our  experience  with  potassium 
iodide  and  Fowler's  solution  shows  that  130 
children  who  received  iodides  alone  respond- 
ed as  well  as  did  the  majority  of  the  52  who 
received  potassium  iodide  with  Fowler's  so- 
lution. We  believe  that  an  occasional  patient 
will  respond  dramatically  to  this  time  hon- 
ored remedy,  but  we  also  feel  that  it  should 
not  be  used  indiscriminately.  It  should  be 
given  only  when  one  is  certain  that  equally 
good  results  can  not  be  achieved  by  medicine 
which  is  less  apt  to  produce  sensitivity  and 
which  possesses  less  potential  toxicity  than 
arsenic. 

Conclusion 

The  whole  subject  of  drug  therapy  in  asth- 
matic children  is  colored  by  the  child's  re- 
sponse to  his  illness,  and  by  the  manner  in 
which  the  medication  is  presented.  When  the 
effectiveness  of  a  drug  is  assessed  solely  by 
the  patient's  evaluation  of  its  benefit,  a  large 
factor  of  individual  variation  is  inti'oduced. 
The  child  with  chronic  asthma  often  im- 
proves briefly  with  each  new  type  of  ther- 
apy tried,  and  frequently  stays  comfortable 
with  a  rotation  of  several  different  drugs. 
There  is  great  danger  also  in  giving  too  much 
medication  to  asthmatic  children. 


We  must  periodically  remind  ourselves  of 
the  basic  physiologic  principles  of  rest,  ade- 
quate hydration,  and  cleansing  of  the  gastro- 
intestinal tract.  If  in  addition  we  prescribe 
the  various  anti-asthmatic  drugs  for  a  spe- 
cific effect  rather  than  because  of  their  nov- 
elty, we  will  have  as  rational  an  approach  to 
the  symptomatic  treatment  of  asthma  as  is 
possible  at  present. 

Discussion 

Dr.  C.  F.  Williams  (Raleigh) :  About  one  year 
ago  I  became  intensely  interested  in  this  type  of 
treatment  because  the  mother  of  one  of  my  patients 
took  her  child  to  Dr.  Gay  in  Mississippi,  since  no 
one  in  this  section  of  the  country  had  been  able  to 
do  anything-  for  the  boy.  Since  the  boy  was  treated 
by  Dr.  Gay,  he  has  had  only  one  very  mild  attack 
of  asthma.  Soon  afterwards  I  came  across  a  book 
published  in  London  about  1900  by  a  Dr.  Still.  In  a 
section  on  asthma  he  gave  a  simple  prescription 
composed  of  potassium  iodide,  tincture  of  stramo- 
nium, aromatic  spirits  of  ammonia,  syrup,  and  dill 
water.  He  suggested  that  the  prescription  be  used 
for  three  weeks,  and  after  a  rest  period  of  one  week 
be  followed  by  a  prescription  for  Fowler's  solution 
and  potassium  iodide  in  a  syrup,  to  be  used  for  three 
weeks.  These  prescriptions  were  to  be  used  alter- 
nately. Calcium  lactate  was  also  given  three  times 
a  dav,  and  a  mild  laxative  (colopo)  was  given 
nightly. 

TJd  until  this  time  T  have  treated  1^  childvon  with 
this  combination  of  druq-s.  I  have  followed  these  at 
monthly  interval«.  chckino-  their  blood  count  and 
urinalysis  each  time  In  10  cases  the  results  hairo 
b°en  nothing  short  of  remarkable;  p-ood  ""'esnlts  were 
ohtauTad  in  2  cases,  and  in  the  other  3  the  trent- 
nipnt  has  b°en  a  failure.  The  10  children  whi  ob- 
tained excellent  results  have  been  treated  fo-^  a 
neriod  vavving  from  six  to  twelve  months,  and  dur- 
ing this  time  7iot  one  has  had  more  than  one  severe 
attack  of  asthma.  Before  the  treatment  was  beofiin. 
these  children  had  been  having  one  to  two  attacks 
a  month.  Soiue  of  these  children  also  went  throup-h 
measles  and  bronchitis  without  renewing  their  asth- 
matic attacks. 

I  am  not  able  to  explain  the  beneficial  results  oh- 
tainpd  from  these  drugs.  I  agree  that  in  anv  allergic 
condition  it  is  desirable  to  find  the  cause  and  remote 
it,  but  as  you  know  that  cannot  alwavs  be  done  in 
cases  of  asthma.  Many  children  who  have  obtained 
no  relief  from  modern  methods  of  treatment  ai-e 
helped  bv  this  combination  of  drugs,  and  in  such 
cases  I  do  believe  it  should  be  given  a  trial  so  as 
to  give  these  children  a  chance  at  a  more  normal 
life.  "~ 

I  want  to  thank  Dr.  Dees  for  asking  me  to  dis- 
cuss her  naper,  as  I  thought  it  was  one  of  the  most 
enlightening  ones  I  have  heard  in  this  section  in  the 
past  years. 

Dr.  A.  S.  Root  (Raleigh):  I  have  used  the  so- 
called  Gay  treatment  in  about  50  cases  of  asthma 
in  young  children.  These  were  not  cases  in  which 
an  occasional  attack  of  asthmatic  bronchitis  oc- 
f^-urred,  but  cases  in  which  repeated  and  often  pro- 
longed attacks  had  interfered  with  the  child's  health. 
Of  these.  48  have  been  helped  and  the  ma.iority 
seem  to  have  been  cured. 

The  treatment  consists  in  giving  a  mixture  of 
Fowler's  solution  and  potassium  iodide  and  water, 
together  with  calcium  lactate  three  times  daily 
after  meals.   As   an   example,   a   prescription  for   a 
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child  3  years  of  age,  weighing  35  pouiuls  was: 
Fowler's  solution,  4  ce. 
Potassium   iodide,   60   grains 
Aqua  q.s.,   6  fluid   ounces 
Directions:  A  teaspoonful  every  foui-  hours,  four 
times   daily  for  a  week;   then   a   teaspoonful   three 
times  daily  for  two  weeks;  then  a  teaspoonful  twice 
daily  for  two  or  three  months;  then  a  teaspoonful 
daily    for    eighteen    months.    Calcium    lactate,    2Vi 
grains,    was    to    be    given    three    times    daily    after 
meals. 

The  liquid  prescription  contains  about  one  minim 
of  Fowler's  solution  and  2%  grains  of  potassium 
iodide  per  dose.  Although  the  amount  of  arsenic  in 
the  prescription  is  very  small,  I  have  instructed 
the  parents  to  stop  treatment  if  the  child  has  a 
rash  or  is  puffy  about  the  eyes,  and  to  bring  a 
specimen  of  urine  to  the  office  about  once  a  month. 
I  have  not  found  any  evidence  of  kidney  trouble  or 
any  alteration  in  the  white  blood  cell  count  in  any 
of  these  cases. 

I  would  like  to  ask  Dr.  Dees  what  dose  of  iodide 
she  gives  and  if  she  uses  any  calcium  in  connection 
with  the  administration  of  iodide.  Dr.  ^  Dees  has 
been  our  strone  right  arm  for  a  long  time  in  the 
treatment  of  allergic  patients.  Many  patients  with 
asthma  have  responded  in  a  spectacular  way  to  the 
use  of  anti-allergic  vaccines,  but  in  mv  experience, 
more  have  been  helped  by  the  treatment  under  dis- 
cussion. 

Dr.  Dees:  For  children  from  3  to  10  years  of  age 
we  used  3  to  10  cc.  of  Fowler's  solution,  5  to  10  cc. 
of  a  saturated  solution  of  potassium  iodide,  0.006 
Gm.  of  saccharin,  and  0.012  Gm.  of  sodium  phenn- 
barbital  in  180  ce.  of  water.  We  gave  4  teaspoonfuls 
dailv  for  the  first  week.  3  teaspoonfuls  the  second 
week,  and  one  teaspoonful  daily  the  fourth  week. 

In  many  of  the  children  we  have  not  used  calcium. 
We  could  not  see  that  the  results  were  any  better 
in  those  children  who  had  calcium. 

What  I  have  tried  to  show  in  this  discussion  is 
that  T  think  we  are  inclined  to  be  faddists  in  medi- 
cine. I  can  recall  that  the  first  drug  I  learned  about 
for  asthma  was  epinephrine,  and  this  was  routinely 
ordered.  In  the  1920's  enhedrine  was  popular.  .Aminn- 
phylline  came  along  about  ten  vears  aq-o.  We  all 
used  that  for  about  five  years.  Now  antihistaminics 
are  so  popular  that  nearly  everyone  orders  them 
routinely. 

When  I  first  started  working  in  allergy  almost 
sixteen  years  ago  it  was  routine  in  allergy  clinics  to 
prescribe  some  sort  of  iodide  exnectorant  for  every 
person  with  chronic  asthma.  Obviouslv  in  the  chronic 
asthmatic  the  principal  problem  is  the  removal  of 
the  sticky  sputum,  and  an  expectorant  is  needed  to 
accomplish  this.  I  am  not  convinced,  however,  that 
every  asthmatic  child  needs  also  to  be  subiected  to 
the  additional  hazard  of  taking  arsenic.  T  have  seen 
several  children  who  ha^e  been  treated  by  Dr.  Gay 
^\^th  beautiful  results  for  a  short  time,  but  who 
later  developed  very  serious  reactions.  Their  symp- 
toms were  edema  and  definite  renal  irritation. 

We  have  tried  not  to  give  iodides  to  any  child 
with  a  positive  tuberculin  reaction,  because  we  feel 
that  such  children  may  have  soft  lesions  and  that 
the  iodide  might  stimulate  a  snread.  I  have  dis- 
cussed this  point  with  Dr.  D.  T.  .Smith,  and  have 
looked  into  the  literature  regarding  this.  I  can  find  no 
definite  clinical  reports  or  experimental  work  which 
decisively  prove  that  iodides  are  harmful  in  such 
cases.  Dr.  Smith,  however,  says  that  at  certain  sana- 
toria some  years  ago  many  tuberculous  patients 
were  given  iodide  in  the  hope  of  resolving  fibrotic 
lesions,  and  that  instead  they  had  a  rapid  spread 
of  tuberculosis. 


THE  MANAGEMENT  OF  VOMITING  IN 

ACUTE  INFECTIONS  WITHOUT  THE 

USE  OF  PARENTERAL  FLUIDS 

A.  H.  Pate,  M.D..  F.A.A.P. 

GOLDSBORO 

This  paper  is  an  attempt  to  show  what  may 
be  done  by  the  physician  in  jivivate  practice 
for  a  patient  afflicted  with  vomiting  asso- 
ciated with  an  acute  infection.  The  treatment 
to  be  outlined  can  be  used  in  an  isolated  coun- 
try home  or  in  a  city  hospital.  This  paper 
contains  no  references,  but  is  based  on  ex- 
perience obtained  in  treating  108  children 
between  June,  1948,  and  February,  1949. 
According  to  the  history  obtained  in  these 
cases,  their  vomiting  was  so  severe  that  they 
were  unable  to  retain  a  drop  or  a  crumb  of 
anything. 

Illnesses  encountered  were  acute  gastroen- 
teritis (60  cases),  several  varieties  of  res- 
piratory infections  (25  cases),  urinarv  in- 
fections (12  cases),  and  cellulitis  of  the  ab- 
dominal wall,  mumus  meningitis,  and  furun- 
culosis   (1  case  of  each). 

The  following  history  is  typical  of  those 
obtained  in  these  cases: 

"He  was  Avell  until  last  week,  Avhen  he  had 
some  fever.  I  gave  him  some  medicine  to  cool 
it  off,  but  he  lost  the  medicine  and  a  lot  of 
clabbered  milk.  Then  he  felt  better.  I  gave 
him  some  ice  cream,  and  he  vomited  that  and 
said  he  had  a  pain  in  the  stom.ach.  Then  I 
gave  him  some  medicine  to  settle  his  stomach, 
and  he  vomited  that.  He  would  not  drink  his 
milk  for  supper,  and  the  next  morning  would 
not  eat  breakfast.  He  didn't  eat  or  drink 
much  the  next  dav  or  two,  but  did  not  vomit. 
He  just  started  Iving  around.  Night  before 
last  I  gave  him  something  to  move  his  bow- 
els, and  he  vom.ited  some  of  it  up.  His  bow- 
els moved  some  yesterday.  He  took  some 
orange  .iuice  for  breakfast  yesterday  and 
vomited  it  up.  Then  he  tried  to  drink  some 
water  and  it  came  back  ud.  He  has  not  kept 
a  thing  on  his  stomach  ever  since.  You  can 
give  him  water  and  it  will  come  up  as  soon 
as  it  hits  his  stomach.  He  is  so  weak  now  he 
can  not  stand  uu.  I  kewt  thinking  he  would 
get  better.  He  has  lost  a  lot  of  weight  and 
needs  something  to  build  him  up." 

Renrl  before  the  First  General  Se.<!sion.  Medical  Society  of 
Hie  State  (if  Xortli  C.nroiina,  Pinchurst,  May  in,  1919. 
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Some  of  the  patients  were  drowsy,  limp, 
and  flushed  ;  others  were  pale,  and  many  had 
high  fever.  All  of  them  except  3  were  treated 
by  the  method  outlined  below.  One  of  these 
3  was  a  patient  with  mumps  meningitis  who 
failed  to  respond  to  treatment,  and  2  were  in 
such  serious  condition  that  the  immediate 
administration  of  intravenous  glucose  and 
saline  seemed  advisable.  These  2  patients  had 
acute  gastroenteritis  with  severe  toxemia  and 
convulsions. 

Method  of  Treatmott 

The  management  of  these  cases  was  divided 
roughly  into  three  steps,  as  follows : 

First  step 

All  oral  medication  is  omitted  until  vom- 
iting ceases  and  does  not  recur  for  approxi- 
mately six  hours.  Sedatives  are  given  rectally 
or  hypodermically  if  necessary.  When  antibi- 
otics are  indicated,  they  should  be  given  in- 
tramuscularly. Nose  drops  may  be  used  when 
indicated. 

Second  step 

The  administration  of  a  carbonated  bever- 
age (cola  drink,  7-Up,  or  ginger  ale)  should 
be  started  immediately.  The  child  is  allowed 
a  choice.  Most  of  my  patients  received  Coca- 
Cola.  One  teaspoonful  is  given  every  five 
minutes  for  one  hour,  then  3  teaspoonfuls 
every  five  minutes  for  one  more  hour.  The 
younger  children  and  some  of  the  more  nau- 
seated patients  were  given  2  teaspoonfuls 
every  five  minutes  during  the  second  hour. 
In  cases  of  longer  duration  1  ounce  of  normal 
saline  was  added  to  each  8  ounces  of  drink- 
ing fluid.  Whether  this  measure  helped  or  in- 
creased nausea  could  not  be  determined  in 
this  series. 

At  the  end  of  the  second  hour  carbonated 
drinks  (sometimes  diluted  with  water  to 
lower  the  sugar  content),  ice,  ice  water,  and 
tea  are  allowed  ad  Ubitiini  unless  there  is  a 
total  loss  of  appetite.  In  this  case  the  parent 
or  nurse  is  instructed  to  continue  the  2  or  3 
teaspoonful  dose  every  five  minutes  until 
dehydration  is  corrected  or  until  appetite  or 
thirst  returns. 

Third  step 

In  cases  of  diarrhea,  oral  medication,  usu- 
ally Sulf  asuxidine  or  Cremosuxidine  and  sed- 
atives, may  be  necessary.  Where  practicable, 
antibiotics  should  be  administered  intramus- 
cularly to  eliminate  as  much  oral  medication 


as  possible.  It  was  observed  that  nausea  and 
vomiting  would  frequently  follow  the  oral  ad- 
ministration of  any  type  of  medication,  in- 
cluding antispasmodics,  if  it  was  given  too 
early  or  if  the  patient  objected  to  taking  it. 

The  time  at  which  oral  medication  can  be 
given  varies  with  each  patient,  but  many  can 
tolerate  it  after  about  six  hours.  Nearly  every 
patient  turns  pale  before  vomiting,  and  this 
sign  should  serve  as  an  indication  to  with- 
hold medication  or  fluid  temporarily.  The 
parent  or  nurse  is  instructed  to  discontinue 
the  medication  or  fluid  immediately  if  vom- 
iting recurs,  and  to  start  the  whole  schedule 
over  again.  Otherwise,  there  is  a  tendency  for 
the  nausea  and  vomiting  to  continue  un- 
abated. 

Approximately  eight  hours  after  the  be- 
ginning of  treatment  the  diet  can  usually  be 
increased  to  include  milk  feedings,  provided 
the  milk  is  diluted  to  about  one-fifth  the  nor- 
mal strength.  Older  children  are  usually  able 
to  take  and  retain  saltines  and  broth  at  this 
time. 

It  was  observed  that  some  of  these  patients 
would  vomit  if  they  took  milk  or  water  im- 
mediately after  waking  from  a  nap,  or  par- 
ticularly from  a  night's  sleep.  For  that  rea- 
son the  parent  or  nurse  was  instructed  to 
give  one  teaspoonful  of  the  carbonated  drink 
every  five  minutes  for  thirty  minutes  after 
the  patient  awoke  before  offering  any  other 
fluid  or  food. 

Nausea  and  vomiting  are  usually  not  a 
problem  after  twenty-four  hours  of  treat- 
ment, provided  the  diet  is  in  keeping  with  the 
general  condition  of  the  patient.  Patients 
with  diarrhea  or  fever  should  be  kept  on 
thin  milk,  and  the  diet  should  not  be  in- 
creased until  the  infection  improves.  The  thin 
feedings  make  it  possible  for  the  patient  to 
get  the  required  amount  of  fluid  by  mouth 
without  overloading  his  digestion. 

Success  with  this  method  of  treatment  de- 
pends a  great  deal  upon  frequent  examina- 
tions of  the  patient,  and  reports  from  him. 
The  parent  should  be  made  to  understand 
that  nothing  which  is  not  specifically  advised 
should  be  given.  Parents  frequently  ask 
whether  the  child  can  have  ice  cream,  or 
whether  they  should  give  aspirin  in  case  of 
fever.  They  are  invariably  told  that  they 
should  not  give  these  two  things  or  anything 
else  until  advised  to  do  so.  It  was  found  con- 
venient to  outline  the  treatment  on  a  piece 
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of  paper  while  explaining  it  to  the  pai-ent 
or  nurse. 

Summary 

All  except  3  patients  in  a  series  of  108 
cases  of  vomiting  associated  with  acute  in- 
fections were  treated  successfully  without 
parenteral  fluids,  by  the  method  outlined. 

Only  patients  who,  according  to  the  history 
given,  were  unable  to  retain  a  drop  or  crumb 
of  nourishment  wei-e  included  in  this  series. 
Failure  resulted  in  a  case  of  mump.«  menin- 
gitis, and  2  extremely  toxemic  or  convulsive 
patients  were  not  treated  by  this  method. 

Conclusion 
Complicated     and     expensive     parenteral 
therapy  is  not  always  necessaiy  in  treating 
severe    cases    of   vomiting    associated    with 
acute  infections. 


THE  DIAGNOSIS  AND  MANAGEMENT 
OF  JAUNDICE  IN  GENERAL  PRACTICE 

William  H.  Flythe,  M.D. 
High  Point 

Since  the  war  brought  its  epidemic  of  he- 
patitis in  the  armed  forces,  jaundice  has  be- 
come a  problem  frequently  encountered  in 
civilian  practice.  The  literature  is  replete 
with  papers  on  the  subject,  most  of  which 
concern  themselves  with  the  value  of  various 
laboratory  procedures  and,  all  too  often,  rec- 
ommend a  whole  battery  of  liver  function 
tests.  To  those  physicians  who  work  in  the 
smaller  hospitals,  many  of  these  complicated 
procedures  are  not  available.  The  purpose  of 
this  discussion  is  to  emphasize  the  fact  that 
a  correct  diagnosis  can  be  made,  in  the  large 
majority  of  instances,  with  the  aid  of  the 
history,  the  physical  examination,  and  a  min- 
imum of  laboratory  tests. 

Ducci<"  in  1947  proposed  the  following 
classification  of  jaundice: 

1.  Prehepatic — Chiefly  that  type  of  jaun- 
dice due  to  increased  blood  destruction,  and 
therefore  increased  bilirubin  production. 

2.  Hepatic — Jaundice  due  to  disease  of  the 
liver  cells. 

3.  Posthepatic — Jaundice  due  to  obstruc- 
tion of  the  bile  ducts. 


Read  before  the  Section  on  the  General  Practice  of  Medicine 
and  Surgery.  Medical  Society  of  the  State  of  North  Carolina, 
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Prehepatic  Jaundice 

Prehepatic  jaundice  includes  the  various 
types  of  hemolytic  jaundice  and  congenital 
hepatic  dysfunction.  Hemolytic  jaundice  re- 
sults when  bilirubin  is  produced  faster  than 
the  normal  hepatic  cells  can  excrete  it.  A 
small  percentage  of  the  cases  of  hemolytic 
jaundice  are  due  to  chemical  poisoning,  to 
bacterial  toxins  such  as  the  hemolytic  strep- 
tococcic toxin,  to  animal  poisons  such  as 
snake  venom,  or  to  mismatched  transfusions. 
These  cases  present  few  problems. 

The  important  syndrome  of  congenital 
hemolytic  jaundice  can  usually  be  identified 
easily  by  the  history  of  long  standing  inter- 
mittent or  variable  icterus,  the  familial  ten- 
dency, the  splenomegaly,  the  low-grade  ic- 
terus (index  usually  below  50) ,  and  the  typi- 
cal blood  picture.  The  blood  count  usually 
shows  three  to  four  million  rod  blood  cells, 
although  in  crises  this  number  may  fall  be- 
low one  million.  The  blood  smear  reveals 
microcytosis  and  densely  colored  cells  with- 
out central  pallor.  There  is  a  reticulosis,  and 
the  fragility  test  shows  decreased  resistance 
to  hypotonic  salt  solution.  One  point  should 
be  remembered :  The  increased  excretion  of 
bilirubin  in  the  bile  leads  to  the  formation 
of  gallstones  in  more  than  50  per  cent  of 
the  cases ;  their  presence  should  not  mislead 
the  physician  into  a  diagnosis  of  obstructive 
jaundice. 

The  small  group  of  cases  of  non-hemolytic 
prehepatic  jaundice  has  received  various 
names.  Dameshek'-'  has  designated  this  type 
"familial  non-hemolytic  jaundice" ;  others 
prefer  "constitutional  hepatic  dysfunction." 
In  these  cases  the  primary  difficulty  is  con- 
genital dysfunction  of  the  liver,  which  inter- 
feres with  the  normal  excretion  of  bilirubin. 
The  history  of  a  mild,  long  continued,  fluctu- 
ating jaundice,  with  a  familial  tendency, 
strongly  suggests  congenital  hemolytic  jaun- 
dice. However,  the  blood  picture  is  normal 
and  the  spleen  is  not  enlarged.  The  liver  like- 
wise shows  no  enlargement,  and  liver  func- 
tion tests  are  not  impaired. 

Hepatic  Jaundice 

Intra-hepatic  disease  (chiefly  hepatocellu- 
lar damage)    has  been   responsible  for  the 

■>.  Damcshek,  W.  and  Singer,  K. :  Familial  Nonhemolytic 
•laundice;  Constitutional  Hepatic  Dysfunction  with  In- 
direct van  den  Bergli  Reaction,  Arch.  Int.  Mod.  67:259- 
2S5  (Feb.)   1911. 
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great  majority  of  the  cases  of  jaundice  which 
1  have  seen.  Reports  from  the  larger  cHnics, 
which  indicate  that  as  many  as  65  per  cent 
of  the  cases  of  jaundice  are  due  to  obstruc- 
tion'-^',  are  entirely  misleading  when  applied 
to  general  practice.  Obviously,  these  cases 
represent  a  selected  group,  with  jaundice  of 
long  duration.  Most  cases  of  acute  parenchy- 
matous liver  disease,  on  the  other  hand,  run 
their  course  in  three  to  six  weeks. 

Hepatic  jaundice  clue  to  chemical  agents 

Hepatocellular  jaundice,  as  defined  by  Tu- 
men'^',  is  that  form  of  icterus  produced  by 
disease  or  injury  of  the  liver  cells  themselves. 
Among  the  chemical  agents  which  may  be 
responsible  for  such  injury  are  sulfonamides, 
thiouracil,  carbon  tetrachloride,  and  arsphe- 
namine.  The  last  drug  has  probably  been  in- 
criminated falsely  in  many  cases  where  viral 
hepatitis  was  transmitted  by  infected  sy- 
ringes. The  history  is  obviously  the  most 
important  aid  in  the  diagnosis  of  jaundice 
due  to  chemical  poisoning. 

Hepatic  jaimdice  clue  to  cirrhosis 

I  shall  not  attempt  to  discuss  the  clinical 
picture  of  cirrhosis.  In  the  diagnosis  of  this 
disease  a  history  of  alcoholism  and  an  inade- 
quate diet,  and  the  presence  of  spider  angio- 
mas are  of  much  significance.  The  hepatic 
enlargement  usually  is  marked.  If  ascites  is 
present,  this  is  further  evidence  of  cirrhosis. 

Hepatic  jaundice  due  to  infection 

While  there  are  a  number  of  infections 
which  may  produce  parenchymal  liver  dis- 
ease— among  them,  pneumonia,  yellow  fever, 
syphilis,  Weil's  disease  and  infectious  mon- 
onucleosis— these  are  numerically  unimpor- 
tant. We  have  recently  seen  in  our  hospital 
several  patients  with  infectious  mononucleo- 
sis, who  had  moderate  enlargement  of  the 
liver  and  considerable  jaundice.  In  these 
cases,  however,  the  diagnosis  could  easily  be 
made  by  the  general  glandular  involvement, 
the  typical  blood  picture,  and  the  positive 
heterophile  agglutination  test.  In  the  past 
three  years  we  have  also  seen  patients  with 
acute  Hodgkin's  disease  of  the  abdominal 
type,  both  of  whom  entered  the  hospital  with 
a  clinical  picture  suggestive  of  acute  hepa- 
titis. Both  had  worked  until  a  few  days  prior 

3.    Hartman,    H.   R.:    A    Study   of  the   Causes  of   Jaunilice   in 
wo    Cases'.    M.    Clin.    Nortii    America    11 :138.'!-1388    (May) 
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to  their  admission  to  the  hospital.  Both  had 
deep  jaundice  and  hepatic  enlargement,  and 
both  died  after  only  two  or  three  weeks  of 
observation,  having  developed  ascites  during 
the  last  week  of  illness.  Autopsy  in  both 
cases  revealed  Hodgkin's  disease  of  the  liver 
and  spleen. 

Viral  hepatitis  is  responsible  for  most  cases 
of  jaundice  due  to  infectious  agents.  This 
disease  has  been  recognized  for  a  long  time, 
but  its  true  etiology  was  discovered  only 
during  the  war.  At  that  time  it  reached  epi- 
demic proportions  in  troops,  and  since  the 
war  the  incidence  in  the  civilian  population 
has  greatly  increased. 

Because  80  per  cent  of  the  cases''"  have  an 
acute  febrile  onset,  the  differential  diagno- 
sis before  the  appearance  of  jaundice  in- 
volves the  consideration  of  many  diseases. 
The  fever  usually  ranges  from  100  to  103  F., 
and  the  patient  complains  of  the  rather  gen- 
eral symptoms  of  malaise,  headache,  mus- 
cular aching,  and  chilly  sensations  without 
chills.  There  is  usually  abdominal  discomfort, 
chiefly  in  the  upper  abdomen,  with  a  feeling 
of  distention  and  sometimes  cramps.  Nausea 
and  vomiting  usually  do  not  appear  until  a 
few  days  after  the  onset  of  fever.  One  symp- 
tom which  is  of  considerable  value  in  turn- 
ing one's  attention  to  the  possibility  of  he- 
patitis is  anorexia.  This  is  usually  a  promi- 
nent symptom,  and,  when  questioned,  the 
patient  will  often  date  the  onset  of  the  an- 
orexia some  days  prior  to  the  appearance  of 
other  symptoms.  Questioning  may  also  elicit 
a  history  of  dark  urine  some  days  before  the 
appearance  of  clinical  jaundice. 

The  fever  usually  subsides  after  three  to 
five  days,  but  may  recur  just  before  the  ap- 
pearance of  jaundice.  I  have  seen  cases  in 
which  fever  persisted  for  as  long  as  fourteen 
days  before  jaundice  appeared.  The  interval 
between  the  onset  of  symptoms  and  the  ap- 
pearance of  jaundice  varies.  Barker'^'  has 
stated  that  jaundice  may  be  noted  between 
the  first  and  third  weeks  in  50  per  cent  of 
the  cases,  between  the  fourth  and  sixth  days 
in  20  per  cent,  and  by  the  third  day  in  13 
per  cent.  The  other  17  per  cent  cannot  be 
said  to  have  a  prodromal  period,  as  jaundice 
appears  within  two  days  of  the  onset. 

Physical  findings  in  the  pre-icteric  stage 

3.  Barker.  M.  H..  Capps,  R.  B..  and  Allen,  F.  W. :  Acute  In- 
fectious Hepatitis  in  the  Mediterranean  Theater,  .T.A.M.A. 
128:997-1003    (Auff.    4)    1943. 
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are  of  little  value.  Usually  the  liver  becomes 
enlarged  before  jaundice  appears,  and  ten- 
derness is  present  before  the  liver  is  pal- 
pable. This  may  be  demonstrated  by  fist 
percussion  over  the  lower  ribs  earlier  than 
by  any  other  method.  The  spleen  is  palpable 
at  this  time  in  only  a  small  percentage  of 
cases.  One  other  helpful  sign  which  has  been 
pointed  out  by  Barker''"  is  a  soft,  slightly 
tender,  bean  sized  lymph  node  found  along 
the  posterior  border  of  the  sternomastoid 
muscle  in  the  neck. 

As  the  jaundice  appears,  the  upper  ab- 
dominal discomfort  often  increases.  The 
fever  usually  abates  within  a  few  days  after 
the  appearance  of  jaundice.  The  stools  may 
become  clay  colored,  and  the  urine  is  highly 
colored  with  bile  pigment.  The  icteric  level 
usually  reaches  its  maximum  within  a  week, 
and  then  begins  to  decrease. 

The  duration  of  the  jaundice  varies  usu- 
ally between  two  and  four  weeks,  but  may 
be  shorter  or  as  long  as  three  months  or 
more.  In  a  small  percentage  of  cases  the  ic- 
terus increases,  hepatic  coma  ensues,  and 
death  occurs.  A  reappearance  of  fever  is  a 
bad  prognostic  sign,  indicating  further  liver 
necrosis.  A  low  urinary  output  is  also  a  poor 
prognostic  sign,  and  diuresis  during  the 
course  of  the  disease  usually  a  good  omen. 
The  time  required  for  total  recovery  varies. 
Convalescence  is  slow,  and  residual  symp- 
toms are  not  uncommon.  From  5  to  10  per 
cent  of  the  patients  are  not  clinically  well  at 
the  end  of  three  months. 

Recently  many  articles  have  appeared  con- 
cerning the  frequency  of  chronic  hepatitis. 
This  may  be  initiated  by  an  acute  febrile  epi- 
sode consistent  with  acute  hepatitis,  but  often 
the  onset  is  insidious.  Following  a  partial 
recovery  the  patient  complains  of  continued 
or  recurrent  lassitude,  malaise,  fatigue,  pain 
in  the  right  upper  quadrant,  and  soreness  in 
this  region,  aggravated  by  exertion.  Usually 
there  are  mild  gastrointestinal  symptoms,  in- 
cluding distention,  flatulence,  nausea,  and 
intolerance  to  fats.  The  liver  is  enlarged  and 
tender,  but  in  some  cases  exercise  may  be 
necessary  to  demonstrate  this  finding.  The 
patient  may  or  may  not  be  jaundiced.  Re- 
covery is  slow,  and  convalescence  may  be 
protracted  for  more  than  a  year. 

The  increasing  knowledge  regarding  the 
frequency  of  chronic  hepatitis  and  the  pos- 


sibility of  the  subsequent  appearance  of  cir- 
rhosis in  these  individuals  should  warn  us 
to  follow  our  patients  with  hepatitis  closely 
during  convalescence.  Experience  in  the 
army  has  demonstrated  that  many  will  de- 
velop evidence  of  residual  disease  after  a  re- 
turn to  complete  activity,  even  though  clini- 
cally and  by  laboratory  tests  they  seemed 
well  on  discharge  from  the  hospital. 

The  prevalence  of  acute  hepatitis  without 
jaundice  was  first  recognized  during  the  war. 
In  the  midst  of  an  epidemic  many  patients 
were  seen  who  presented  the  typical  picture 
of  hepatitis,  usually  with  mild  or  moderate 
symptoms,  yet  who  never  developed  jaun- 
dice. Examination  showed  the  liver  to  be  en- 
larged and  tender,  however,  and  laboratory 
tests  revealed  impaired  hepatic  function.  Re- 
cently, I  have  had  a  similar  experience  in 
civilian  practice.  One  member  of  the  office 
force  of  an  industrial  plant  was  seen  with 
typical  acute  hepatitis.  Within  the  next 
month  I  saw  two  of  his  co-workers,  who  com- 
plained of  upper  abdominal  discomfort,  mal- 
aise, and  anorexia.  Both  had  a  tender,  en- 
larged liver  which  returned  to  normal  under 
treatment,  yet  neither  was  jaundiced. 

Homologous  serum  hepatitis  is  caused  by 
a  different  virus  from  that  causing  epidemic 
hepatitis,  or  by  a  different  strain  of  the  same 
virus.  While  the  virus  of  infectious  hepatitis 
is  transmitted  chiefly  by  the  enteric  route 
(through  food  or  water)  and  through  the 
respiratory  tract,  that  of  homologous  serum 
hepatitis  is  transmitted  by  transfusions  of 
blood  or  plasma,  or  by  infected  syringes.  The 
onset  of  homologous  serum  hepatitis  is  usu- 
ally insidious,  and  the  mortality  rate  in  this 
disease  has  been  considerably  higher  than  in 
infectious  hepatitis.  One  other  distinguishing 
feature  is  the  longer  incubation  period ;  the 
jaundice  usually  appears  ninety  to  120  days 
after  the  individual  is  infected. 

Laboratory  tests 

There  is  no  one  specific  laboratory  test 
which  can  be  used  to  establish  a  diagnosis 
of  viral  hepatitis.  The  leukocyte  count  and 
differential  counts  offer  little  help.  One  sim- 
ple test  which  is  often  of  much  value  in  the 
prodromal  febrile  stage,  before  clinical  jaun- 
dice appears,  is  the  methylene  blue  test  for 
bilirubinuria.   Lipp   and   his  collaborators'"' 

(i.  I.ipp.  W.  F.  aiiil  Leiizner.  A.  11.:  Obs.rvatiuns  un  the 
Metlolcno  Wiie  'I\st  for  Bile  Pigment  in  Urine,  Cia^tro- 
enterolosy  S:151-1.5C    (Felx)   1947. 
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found  in  a  group  of  175  patients  that  mild 
elevations  of  the  serum  bilirubin  (1.2  to  1.8 
mg.  per  100  cc.)  produced  a  positive  test  in 
all  except  6.5  per  cent,  and  that  a  positive 
test  was  never  obtained  with  a  serum  biliru- 
bin of  less  than  1.2  mg.  per  100  cc.  The  test 
consists  in  adding  a  0.2  per  cent  aqueous  so- 
lution of  methylene  blue  chloride,  drop  by 
drop,  to  5  cc.  of  urine.  If  a  green  color  occurs 
and  more  than  four  drops  are  required  to 
change  this  to  blue,  the  test  is  positive  for 
bilirubinuria.  In  positive  tests,  a  fairly  ac- 
curate quantitative  estimate  may  be  obtained 
by  continuing  to  add  methylene  blue,  record- 
ing the  number  of  drops  necessary  to  change 
the  color  to  blue.  Sellen  and  Stokes,  using 
this  test,  were  able  to  predict  hepatitis  in  33 
patients  one  to  six  days  before  clinical  icterus 
appeared,  and  in  2  of  33  patients  before  the 
icterus  index  was  elevated. 

Urinary  urobilinogen  dilution  tests  are  of 
value  in  following  the  course  of  the  hepatitis. 
Urobilinogen  is  formed  only  in  the  intestinal 
tract  from  the  bilirubin  in  the  bile,  and  a 
portion  of  this  is  excreted  in  the  urine.  At 
the  height  of  the  disease  urobilinogen  is  often 
absent  from  the  urine,  but  usually  only  for 
a  short  time ;  its  return,  usually  in  excessive 
amounts,  is  a  good  prognostic  sign.  The  test 
is  simple,  involving  the  use  of  a  warm  urine 
specimen  and  Ehrlich's  reagent.  One  cubic 
centimeter  of  the  reagent  is  added  to  10  cc. 
of  urine,  and  the  solution  is  allowed  to  stand 
for  five  to  ten  minutes.  A  cherry  red  color 
indicates  the  presence  of  urobilinogen.  Quan- 
titative estimations  are  afforded  by  making 
serial  dilutions  of  urine  in  water  (begin- 
ning v.'ith  1 :10  and  going  as  high  as  is  neces- 
sary), and  adding  1  cc.  of  Ehrlich's  reagent 
to  10  cc.  of  each  dilution.  The  highest  dilu- 
tion to  show  a  pink  color  is  considered  the 
end  point. 

Although  chemical  tests  for  bile  pigments 
in  the  stool  are  used  by  many,  simple  inspec- 
tion of  the  stools  for  color  yields  much  in- 
formation as  to  whether  bile  in  appreciable 
degree  is  reaching  the  intestinal  tract. 

Quantitative  serum  bilirubin  determina- 
tions are  the  most  accurate  in  measuring  the 
degree  of  bilirubinemia ;  however,  the  simple 
icterus  index  test  is  sufficiently  accurate  to 
follow  the  course  of  a  jaundiced  patient,  and 
can  be  performed  in  any  laboratory.  Liver 
function  tests  are  not  necessary  in  following 
the  course  of  hepatitis,  and  it  is  only  in  eval- 


uating residual  damage  that  we  have  particu- 
lar need  of  them.  The  bromsulfalein  test 
alone  is  sufficient,  and  is  probably  the  most 
sensitive.  We  use  5  mg.  of  the  dye  per  kilo- 
gram of  body  weight,  and  collect  a  specimen 
at  the  end  of  forty-five  minutes.  If  the  liver 
function  is  normal,  there  should  be  no  reten- 
tion at  this  time. 

History 

The  history  is  often  of  considerable  help. 
A  story  of  long  continued  indigestion  and 
flatulence,  with  intolerance  to  fats,  is  sug- 
gestive of  cholecystitis,  and  if  the  patient  has 
had  attacks  of  upper  abdominal  pain  requir- 
ing morphine  for  relief  and  followed  by  sore- 
ness in  the  right  upper  abdomen,  suspicion 
is  further  directed  to  a  stone  in  the  common 
duct.  Although  such  a  stone  may  be  present 
without  pain  at  the  time  the  patient  is  seen, 
a  careful  history  will  usually  elicit  a  story  of 
colicky  pain  at  some  time  in  the  past.  The 
jaundice  produced  by  a  common  duct  stone 
is  usually  intermittent  and  incomplete,  and 
the  icterus  index  fluctuates. 

The  history  is  also  helpful  in  jaundice  due 
to  postoperative  stricture.  A  history  of  sur- 
gery on  the  biliary  tract,  particularly  if  the 
operation  was  followed  by  a  persistent  or 
intermittent  biliary  fistula,  obviously  sug- 
gests a  postoperative  stricture.  In  the  case  of 
neoplasms  of  the  ducts  or  pancreas  a  story  of 
progressive  jaundice,  usually  without  pain 
as  a  prominent  symptom,  is  typical.  Pruritus 
and  weight  loss  may  occur  some  time  before 
the  appearance  of  jaundice. 

Ph ?/.<? ica I  e.va mina lion 

Physical  examination  may  offer  much 
help.  An  extremely  large  liver  is  not  often 
found  in  obstructive  jaundice,  but  suggests 
carcinoma  of  the  liver  or  cirrhosis.  Splenic 
enlargement  is  usually  indicative  of  intrahe- 
patic disease.  The  palpation  of  a  large,  pain- 
less gallbladder  usually  denotes  obstructive 
jaundice,  and  most  often  carcinoma  of  the 
head  of  the  pancreas.  The  absence  of  a  palpa- 
ble bladder,  however,  does  not  rule  out  this 
condition. 

Laboratory  tests 

Laboratory  tests  are  of  considerable  aid; 
yet  the  essential  information  can  usually  be 
obtained  without  extensive  investigation. 
The  color  of  the  stools  is  important,  and  per- 
sistent absence  of  color  suggests  posthepatic 
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obstruction.  The  persistent  absence  of  uro- 
bilinogen from  the  urine  has  the  same  signi- 
ficance. A  steadily  rising  icterus  index  with- 
out fluctuation  usually  indicates  a  malignant 
obstruction.  Duodenal  drainage  offers  con- 
firmatory evidence,  for  if  no  bile  is  obtained 
it  is  likely  that  a  malignant  obstruction  is 
present. 

Some  tests  of  the  metabolic  functions  are 
indicated,  and  probably  the  simplest  of  these 
to  perform  is  the  determination  of  the  pro- 
thrombin response  to  vitamin  K.  The  plasma 
prothrombin  level  is  maintained  by  the  liver, 
i)ut  only  if  an  adequate  amount  of  vitamin  K 
is  formed  in  the  intestine.  Obstructive  jaun- 
dice lowers  the  prothrombin  level  by  interfer- 
ing with  the  intestinal  absorption  of  vitamin 
K.  Such  a  deficiency  can  be  corrected  quick- 
ly by  giving  vitamin  K  parenterally.  Paren- 
chymatous jaundice  lowers  the  prothrombin 
level  by  interfering  with  the  ability  of  the 
liver  to  form  prothrombin.  Therefore  vita- 
min K  given  parenterally  does  not  raise  the 
prothrombin  level  in  this  type  of  jaundice. 
Comparison  of  the  prothrombin  level  before 
the  parenteral  administration  of  vitamin  K, 
and  tventy-four  hours  after  injection  thus 
provides  a  simple  and  useful  test  of  liver 
function. 

Treatment 

The  principles  of  treatment  in  hepatocel- 
lular or  parenchymatous  jaundice  are  now 
Avell  established.  Bed  rest  is  probably  the 
most  important  of  all  factors.  This  should 
be  complete,  except  for  bathroom  privileges 
for  bowel  movements.  The  diet  should  be  high 
in  protein  and  carbohydrate,  with  enough 
fat  to  make  it  palatable.  Skimmed  milk  with 
casein  added  is  helpful  in  increasing  the  pro- 
tein content  of  the  diet  when  the  appetite 
is  still  poor  or  nausea  is  pi-esent.  Glucose  in 
water  is  given  intravenously  if  nausea  is 
severe  enough  to  prevent  the  oral  intake  of 
an  adequate  diet.  Because  of  the  tendency 
to  edema,  saline  solution  should  be  avoided 
as  a  rule;  however,  if  persistent  vomiting 
has  occurred,  it  is  probably  wise  to  use  sa- 
line. There  is  no  good  evidence  that  methion- 
ine or  choline  increases  the  efficacy  of  the 
above  regimen. 

This  regimen  is  continued  until  the  liver 
becomes  normal  in  size,  the  icterus  index  re- 
turns to  normal,  and  clinical  symptoms  dis- 
appear. Upon  becoming  ambulatory  the  pa- 


tient should  be  watched  carefully  and,  if 
there  is  any  recurrence  of  symptoms,  hepatic 
enlargement,  or  jaundice,  he  should  again  be 
placed  on  the  program  outlined. 

I  would  like  to  emphasize  the  frequently 
repeated  caution  regarding  the  use  of  opiates 
or  sedatives  in  jaundiced  patients.  They  are 
eliminated  very  poorly,  and  even  a  small 
dose  may  produce  deep  and  prolonged  seda- 

'     ■  Posthepatic 

The  incidence  of  posthepatic  or  obstruc- 
tive jaundice  among  our  patients  has  been 
considerably  smaller  than  that  reported  from 
the  larger  clinics.  The  conditions  most  com- 
monly responsible  for  obstructive  jaundice 
are  gallstones,  benign  and  malignant  neo- 
plasms of  the  ducts  and  pancreas,  and  post- 
operative strictures.  Our  chief  concern  is  to 
arrive  at  a  diagnosis  of  obstructive  jaun- 
dice, so  that  we  may  decide  if,  and  when, 
surgical  intervention  is  indicated. 

If  available,  one  of  the  flocculation  tests — 
either  the  cephalin-cholesterol  flocculation  or 
thymol  turbidity — is  of  value  in  indicating 
the  presence  or  absence  of  liver  cell  dama."-e. 
X-rav  studies  of  the  gallbladder,  other  than 
a  flat  plate  to  demonstrate  the  presence  of 
stones,  are  of  no  help  in  the  jaundiced  pa- 
tient. Roentgen  studies  of  the  stomach  and 
duodenum  may  provide  suggestive  evidence 
of  pancreatic  carcinoma. 

Conchtsion 

While  it  is  true  that  an  exact  diagnosis 
cannot  be  reached  in  every  case  of  jaundice 
by  the  simple  methods  listed  above,  I  believe 
that  in  most  instances  they  are  sufficient  to 
arrive  at  a  working  diagnosis,  at  least.  Pur- 
posely I  have  omitted  discussion  of  the  ob- 
vious fact  that  in  many  instances  of  obstruc- 
tive jaundice,  particularly  those  of  long 
standing  or  with  associated  inflammatory 
changes,  there  is  also  damage  to  liver  cells. 
Likewise,  severe  parenchymal  liver  disease 
with  consequent  edema  leads  to  obstruction 
in  the  bile  canaliculi. 

When  there  is  doubt  as  to  whether  a  pa- 
tient has  obstructive  jaundice,  I  favor  a  con- 
servative attitude  and  further  observation. 
Complete  obstruction  can  be  tolerated  well 
for  a  number  of  weeks,  and  a  short  period  of 
observation  may  prevent  unnecessary  sur- 
gery and  further  insult  to  an  already  dam- 
aged liver  in  cases  of  parenchymatous  liver 
disease. 
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TEST  FOR  URINARY  SODIUM 
CHLORIDE 

Walteb  Brodie  Burwell,  M.D. 
Henderson 

In  a  recent  article,  Bryant  and  others'^*  de- 
scribed their  modification  of  a  method  em- 
ployed by  Fantus<-'  for  estimating  the 
amount  of  sodium  chloride  excreted  in  the 
urine.  The  authors  found  the  test  to  be  sim- 
ple, practical,  and  inexpensive,  yet  suffi- 
ciently accurate  for  the  control  of  patients 
on  low  sodium  diets. 

The  majority  of  patients  on  low  sodium 
diets  can  ill  afford  to  have  frequent  urinary 
chloride  determinations  made  by  a  labora- 
tory. Because  of  this  economic  factor  in  prac- 
tice, it  became  necessary  to  find  a  suitable 
means  of  estimating  urinary  chloride  in  the 
office  or  home.  Being  unaware  of  the  recent 
investigations  of  Bryant  and  his  co-workers, 
I  developed  a  similar  modification  of  the 
Fantus  test'-'.  The  method  is,  of  course,  iden- 
tical in  principle  with  that  described  by  the 
authors  of  the  recent  article;  but  the  tech- 
nique of  this  test,  which  seems  to  possess 
certain  advantages,  is  slightly  different  — 
chiefly  in  that  a  more  dilute  solution  of 
silver  nitrate  is  used  as  a  reagent. 

Procecbire 
The  modified  method  devised  for  estimat- 
ing urinary  sodium  or  chloride  is  as  follows : 
One  drop  of  a  10  per  cent  solution  of  potas- 
sium chromate  is  placed  in  a  clean,  drv  test 
tube.  By  means  of  a  clean,  dry  medicine 
dropper  held  in  a  vertical  position  ten  drops 
of  urine  are  added,  and  the  mixture,  which 
is  yellow  in  color,  is  shaken.  Next,  the  drop- 
per is  dried  by  wiping  its  outer  surface  and 
by  slinging  or  blowing  out  as  much  as  pos- 
sible of  the  liquid  adherent  to  the  inner  sur- 
face. The  same  dropper  is  then  rinsed  twice 
with  a  0.29  per  cent  solution  of  silver  nitrate 
(which  must  be  made  with  distilled  water, 
kept  in  a  glass-stoppered,  amber-colored  bot- 
tle protected  from  light  and  heat,  and  in- 
spected from  time  to  time  for  evidence  of 
deterioration),  the  rinsings  being  discarded 
as  waste.  More  of  the  same  silver  nitrate 
solution  is  then  drawn  into  the  dropper  and 
added  to  the  contents  of  the  test  tube,  drop 

1.  Bnant,  J.  M..  lob,  V.,  Phillips.  G.  L.,  and  Bleoha.  E.  E. : 
Estimation  of  Urinary  Sodium:  A  Simple  Test  for  Pa- 
tients on  Lou-  Sodium  Diets,  J.A.M.A.  It0:r,70-072  (June 
2.5)    in49. 

2.  Fantus,  B.:  Fluid  Postoperativelv,  .I.A.M.A.  107:14-17 
(July  4)    1930. 


by  drop,  with  the  dropper  held  vertically, 
until  a  permanent  red-brown  color  occurs. 
Since  this  color,  which  is  due  to  the  forma- 
tion of  silver  chromate,  indicates  that  a  slight 
excess  of  silver  ions  has  been  added,  the  last 
drop  is  not  counted.  Each  drop  of  silver  ni- 
trate counted  represents  approximately  100 
mg.  of  sodium  chloride  per  liter  of  urine  (10 
mg.  per  100  cc.  of  urine,  or,  by  inference,  4 
mg.  of  sodium  and   6   mg.  of  chloride  per 

100  cc). 

Comment 

On  the  above  basis  of  calculation,  results 
can  be  readily  expressed  in  the  desired  terms, 
such  as  sodium  chloride  in  milligrams  per 
100  cc.  or  milligrams  per  liter,  estimated 
chloride  in  milligrams  per  100  cc,  or  infer- 
red sodium  in  milligrams  per  100  cc  Values 
for  24-hour  periods  can  be  as  easily  ex- 
pressed if  the  estimation  is  done  on  an 
aliquot  of  a  24-hour  urine  collection  and  if 
the  total  volume  is  known.  The  discussion  bv 
Bryant  and  others'"  of  the  interpretation  of 
results  is  excellent,  and  would  apply  in  prin- 
ciple to  this  procedui-e. 

Random  comparisons  of  results  obtained 
by  the  foregoing  method  with  those  obtained 
by  the  Whitehorn'"''  method  for  determining 
urinary  chloride  have  shown  variations  no 
greater  than  ±10  mg.  of  chloride  per  100 
cc.  On  theoretical  errounds.  at  any  rate,  the 
above  method  should  not  be  less  accurate  than 
that  described  by  Bryant  and  his  colleagues. 
The  use  of  the  same  dropper  for  the  urine 
and  the  silver  nitrate  solution  should  de- 
ci'ease  the  chance  for  error  ainsing  from  a 
difference  in  the  drop  size  of  different  medi- 
cine droppers. 

Furthermore,  when  known  standard  solu- 
tions containing  between  10  and  300  mg.  of 
sodium  chloride  per  100  cc  are  tested  by  the 
above  procedure,  the  results  obtained  are 
never  more  than  10  m?.  per  100  cc.  greater 
or  less  than  the  true  values.  However,  as  the 
concentration  of  sodium  chloride  in  the 
known  standard  is  increased  from  300  to  900 
mg.  per  100  cc,  the  range  of  error  also  grad- 
ually but  progressively  increases  to  as  much 
as  ±50  mg.  per  100  cc.  Thus,  a  0.29  per 
cent  solution  of  silver  nitrate  (rather  than 
a  0.73  per  cent  solution  as  previously  advo- 
cated'")   is  more  sensitive  in  detecting  so- 

3.  Whitehorn.  J.  C:  Simplified  Method  for  the  Determina- 
tion of  Chlorides  in  Blood  or  Plasma,  J.  Biol.  Chem.  43: 
449-4C0    (Feb.)    1921. 
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dium  chloride  concentrations  of  less  than 
300  mg.  per  100  cc,  which  corresponds  to 
the  range  of  urinary  chloride  most  frequent- 
ly encountered  with  the  strict  low  sodium 
diets. 

Sionmarij 
In  the  belief  that  the  advantages  of  this 
test  will  encourage  its  more  widespread 
adoption,  a  modified  technique  for  the  esti- 
mation of  urinary  sodium  chloride  is  de- 
scribed herein.  The  method  has  been  em- 
ployed in  practice  for  about  one  year  and 
has  proven  to  be  economical  and  simple,  yet 
accurate  enough  for  practical  clinical  use  in 
controlling  patients  on  low  sodium  diets. 


IMPROVED  INSTRUMENTS  FOR  THE 

DIAGNOSIS  OF  PELVIC  LESIONS  BY 

THE  HYSTEROGRAM  AND  WATER 

HYSTEROSCOPE 

w.  b.  norment,  m.d. 

Greensboro 

The  Hysterogram 

The  usefulness  of  the  hysterogram,  or 
roentgen  picture  of  the  uterine  canal,  tubes, 
and  cervix,  in  the  diagnosis  of  ]ielvic  disease 
has  already  been  reported'".  The  hystero- 
gram is  especially  helpful  in  cases  where  a 
pelvic  mass  is  palpated,  in  very  obese  women 
where  bimanual  examination  is  not  satisfac- 
tory, and  in  the  neurotic  patient  on  whom  an 
adequate  examination  cannot  be  made.  When 
a  mass  is  palpable,  the  hysterogram  is  of 
great  aid  in  determining  whether  it  is  ex- 
trinsic or  intrinsic  to  the  uterus.  X-ray  stu- 
dies are  more  reliable  than  the  Rubin  test 
in  determining  the  patency  of  the  fallopian 
tubes. 

Advantages  of  vsivg  plastic  in 
the  cannula  and  speculum 

The  instruments  most  commonly  used  in 
making  a  hysterogram  are  a  cannula  for 
injection  of  dye  into  the  uterine  canal,  a 
vaginal  speculum,  a  tenaculum,  and  a  probe. 
Various  types  of  cannulas  have  been  used 
for  the  injection  of  dye.  At  the  time  of  my 
last  report'"  we  were  using  a  metal  tube  to 
which  were  attached  a  rubber  acorn  to  pre- 
vent reflux  of  the  dye,  and  a  small  ureteral 
catheter  for  insertion  into  the  cervix.  The 
chief  objection  to  this  instrument  was  that 

1.    Noiment.    W.    B. :    Visualiza.tion    and    Pliotosi-aphv    of    the 
Uterine  Canal,  Xortli  Carolina  M.  J.  9:019-02.1   (Dec.)   19  is. 


the  metal  cannula  and  rubber  acorn  often 
obstructed  the  view  of  the  particular  area 
in  which  the  pathologic  lesion  might  be  lo- 
cated (fig.  1).  When  the  uterus  is  tipped 
backward,  the  rubber  acorn  and  metal  can- 
nula are  directly  in  the  line  of  vision  of  the 
uterine  canal. 


Fig.  1.  Hysterogram  made  with  a  metal  cannula 
and  rubber  acorn.  Note  that  the  opaque  cannula 
obstructs  the  view  of  the  hysterogram. 

To  overcome  this  objection,  we  have  had 
cannulas  made  out  of  various  forms  of  plas- 
tic which  are  not  opaque  to  roentgen  rays. 
We  have  also  used  a  plastic  speculum,  so  that 
the  speculum  could  be  left  in  place  while 
the  x-ray  was  being  made.  Since  the  acorn, 
which  prevents  a  reflux  of  the  dye  from  the 
uterine  canal,  is  the  thickest  part  of  the  in- 
strument, it  was  essential  that  it  be  made 
of  a  material  which  is  absolutely  non-opaque 
to  roentgen  rays  in  a  thickness  of  at  least 
1  inch.  With  the  help  of  Dr.  Kuettel'-'  three 
commonly  used  transparent  plastics — poly- 
thene, nylon,  and  Incite — were  tested  in  or- 
der to  determine  which  is  least  opaque  to 
roentgen  rays.  By  determining  the  thickness 
of  plastic  required  to  produce  complete  ob- 
literation of  the  x-rays,  it  was  found  that 
polythene  is  least  opaque. 

2.    Pl.astics  Department.   E.   I.    du   Pont   de   Xemours,    ,\rlinj- 
ton.  New  .lei'sey. 
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With  the  use  of  the  polythene  cannula  and 
speculum,  no  shadow  is  cast  which  might 
obstruct  the  visualization  of  pathologic  le- 
sions on  the  hysterogram  (fig.  2).  Another 
advantage  is  that  the  tip  can  be  molded  into 
any  curvature  desired  for  insertion  into  the 
cervical  canal.  Since  the  acorn  and  the  small 
tip  inserted  into  the  cervix  are  the  only  parts 
of  the  instrument  visible  in  the  hysterogram, 
it  is  not  necessary  that  the  entire  instrument 
be  made  of  plastic.  Recently  we  have  found 
that  a  metal  cannula  with  a  plastic  tip  and 
acorn  attached  (fig.  3)  is  a  satisfactory  in- 
strument for  use  in  making  hysterograms. 


.  'P—e- 


Fig.  2.  Hysterogram  made  with  a  plastic  specu- 
lum and  metal  cannula  with  a  plastic  acorn  and 
tip.  Note  the  large  defect  produced  by  a  polyp. 

Method  of  making  hysterograms 

With  the  above  instruments  the  method 
of  making  a  hysterogram  is  relatively  sim- 
ple. The  vulva  and  vaginal  vault  are  cleansed 
well,  a  reliable  antiseptic  being  used  inside 
the  vault.  Under  aseptic  conditions,  a  probe 
is  passed  into  the  uterine  canal  to  determine 
the  direction  of  the  canal,  and  the  plastic 
tip  is  then  bent  to  conform  to  the  shape  of 
the  uterine  canal.  Then  it  is  inserted  in  the 
cervix  and  the  dye  is  instilled  through  the 
metal  cannula.  The  average  capacity  of  the 
uterine  canal  is  6  or  7  cc;  however,  if  the 


Fig.  3.  (Top)  Metal  cannula  with  plastic  acorn 
and  tip.  (Bottom)  Plastic  speculum. 

patient  complains  of  much  abdominal  dis- 
comfort before  this  amount  is  instilled,  the 
remaining  dye  is  not  used. 

After  the  x-ray  exposure  has  been  made, 
the  plastic  cannula  is  withdrawn.  The  plastic 
speculum  is  left  in  place,  and  the  dye  is  al- 
lowed to  drain  out  of  the  uterine  canal  into 
the  vaginal  vault.  A  second  x-ray  exposure 
is  then  made  to  determine  how  much  of  the 
dye  is  retained  in  the  uterus,  and  as  an  aid 
to  the  diagnosis  of  small  polyps  which  might 
not  be  seen  on  the  first  film.  The  second  film 
also  serves  to  demonstrate  any  pathologic 
condition  in  the  cervical  canal,  such  as  en- 
docervicitis  or  polyps. 

It  has  been  found  that  a  fairly  light  med- 
ium or  dye  is  more  satisfactory  in  the  uterine 
canal  than  the  heavier  dyes,  which  tend  to 
conceal  an  occasional  polyp  or  submucosal 
myoma.  Recently  we  have  used  Rayopake 
with  satisfactory  results. 

In  an  occasional  patient  with  continued 
uterine  bleeding  it  is  necessary  to  prevent 
contact  of  the  dye  with  the  endometrium  by 
dilating  the  cervix  under  Pentothal  anesthe- 
sia, inserting  a  rubber  tissue  bag,  and  in- 
stilling the  dye  into  the  bag. 

Hysterograiihic  diagnosis  of 
lesions  of  the  fundus 

The  normal  uterine  canal  is  shaped  like  an 
inverted  triangle,  and  will  usually  keep  its 
contour  even  if  overdistended.  Distortion  of 
the  uterine  canal  is  usually  associated  with 
some  pathologic  lesion.  The  most  common 
pathologic  findings  in  the  uterus  are  hyper- 
plasia of  the  endometrium,  polyps,  submu- 
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cosal  myomas,  and  carcinoma.  In  the  cervix 
the  most  common  lesions  are  polyps,  endo- 
cervicitis,  and  carcinoma. 

Hyperplasia  of  the  fundus  is  demonstrated 
very  readily  by  hysterograms,  although  at 
times  it  is  difficult  to  differentiate  from  car- 
cinoma. In  hyperplasia  the  outline  of  the 
uterine  canal  shows  a  feathery  edge  which 
usually  extends  around  the  entire  canal.  Car- 
cinoma of  the  fundus  is  usually  localized  to 
one  area,  but  also  has  a  very  feathery,  ir- 
regular contour.  If  the  carcinoma  tends  to 
involve  the  entire  uterine  canal,  its  channels 
are  much  deeper  and  protrude  further  out 
into  the  uterine  canal  than  those  produced 
by  hyperplasia.  The  only  positive  way  of 
differentiating  the  two  conditions,  however, 
is  either  by  direct  vision  with  the  water  hys- 
teroscope  or  by  curettement. 

The  mass  defect  caused  by  hyperplasia  can 
usually  be  differentiated  from  submucosal 
myoma  by  the  finding  of  small,  punched-out 
areas  separate  from  the  large  defect.  These 
small  defects  are  not  seen  in  patients  with 
submucosal  myomas. 

In  patients  with  submucosal  myomas  or 
large  polyps  of  the  uterine  canal,  hook-like 
deformities  varying  greatly  in  size  may  be 
observed  on  the  hysterogram.  The  defect 
produced  by  a  polyp  resembles  a  so-called 
"egg  cup"  deformity  if  it  is  large,  or  a  very 
small  punched-out  area  if  it  is  small. 

The  submucosal  myoma  may  appear  as  a 
slight  indentation  on  one  side  of  the  hystero- 
gram or  may  protrude  far  enough  into  the 
uterine  canal  to  produce  a  hook-like  deform- 
ity somewhat  similar  to  the  x-ray  findings  in 
a  hypernephroma  of  the  kidney  or  a  poly- 
cystic kidney.  The  size  of  the  tumor,  how- 
ever, does  not  determine  the  size  of  the  de- 
fect. Often  a  small  deformity  in  the  uterine 
canal  may  be  caused  by  a  fairly  large  fibroid 
which  is  protruding  more  on  the  serosal  sur- 
face. In  contrast,  a  very  large  defect  may  be 
caused  by  a  submucosal  myoma  or  a  large 
polyp  which  protrudes  entirely  into  the  uter- 
ine canal  rather  than  into  the  uterine  wall. 

When  the  hysterogram  shows  a  large  oval 
uterine  canal,  one  may  suspect  the  presence 
of  ))iultiple  fibroids  either  in  the  uterine  wall 
or  on  the  serosal  surface,  as  multiple  fib- 
roids tend  to  produce  hypotonus  of  the  wall, 
causing  it  to  increase  in  size  and  become  oval 
in  shape.  In  many  patients  with  uterine 
bleeding  associated  with  palpable  serosal 
fibroids,    the   hysterogram   shows   that   the 


uterine  canal  is  entirely  normal.  In  such  cases 
it  is  likely  that  the  bleeding  is  endocrine  in 
origin.  Unless  there  is  a  definite  defect  in 
the  hysterogram,  one  is  not  safe  in  stating 
that  a  palpable  fibroid  on  the  serosal  surface 
is  the  cause  of  uterine  bleeding. 

Hysterographic  diagnosis  of 
lesions  of  the  cervix 

The  non-opaque  plastic  cannula  is  particu- 
larly valuable  in  the  hysterographic  diagno- 
sis of  diseases  of  the  cervix.  In  patients  with 
endocervicitis  the  cervical  canal  is  usually 
dilated  and  greatly  elongated,  and  has  a  very 
irregular  feathery  edge.  Polyps  of  the  cervi- 
cal canal  of  course  produce  the  usual  punched- 
out  areas.  Such  polyps  usually  cause  more 
bleeding  than  similar  polyps  in  the  fundus  of 
the  uterus. 

Hysterographic  examination  of 
the  fallopian  tubes 

Hysterograms  are  more  reliable  than  the 
injection  of  gas  for  determining  the  patency 
of  the  fallopian  tubes,  since  the  presence  of 
dye  in  the  abdominal  cavity  is  definite  proof 
of  the  patency  of  the  tubes.  Often  at  the  first 
.examination,  or  on  follow-up  examinations, 
the  patency  of  the  tubes  can  be  determined 
very  readily  by  hysterographic  studies. 

Hysterographic  diagnosis 
of  extrinsic  lesions 

The  hysterogram  will  aid  in  the  diagnosis 
of  large  ovarian  tumors  and  other  tumors 
extrinsic  to  the  uterus.  When  a  large  mass 
is  palpated  in  the  pelvis,  it  is  difficult  to 
determine  whether  it  is  attached  to  the  ad- 
nexa  or  to  the  uterus  itself.  If  the  tumor 
is  extrinsic,  the  hysterogram  will  reveal  that 
the  uterus  is  pushed  greatly  to  one  side,  and 
often  will  show  that  the  fallopian  tube  is 
pushed  upward. 

The  Water  Hysteroscope 

In  patients  with  uterine  bleeding  whose 
hysterograms  reveal  a  filling  defect  of  the 
uterine  canal,  we  usually  use  a  water  hys- 
teroscope for  direct  vision  of  the  uterine  ca- 
nal. Previously  we  have  used  a  hystero- 
scope'" which  was  composed  of  two  sheaths, 
the  inner  sheath  containing  the  optical  sys- 
tem and  covered  over  at  the  distal  end  with 
a  glass  window.  The  objection  to  this  hys- 
teroscope was  that  blood  would  sometimes 
adhere  to  the  distal  window,  partially  ob- 
scuring the  view.    To  overcome  this  objec- 
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tioii  we  have  had  a  water  hysteroscope'-'' 
constructed  (fig.  4) .  Water  flows  through  a 
separate  channel  over  the  distal  lens  of  the 
hysteroscope,  and  is  removed  from  the  uter- 
ine canal  by  continuous  suction  through  an- 
other separate  channel.  In  this  way  the  lens 
and  light,  and  also  the  endometrium,  are 
kept  clean.  We  have  been  using  warm  dis- 
tilled water,  since  the  warm  water  helps  to 
prevent  frosting  of  the  lens  and  also  tends 
to  decrease  bleeding. 


Fig.  4.  Water  hysteroscope  used  for  direct  ex- 
amination of  the  uterine  canal,  and  for  obtaining 
biopsy   specimens  from   the  uterus. 

Because  of  the  continuous  suction  no  pres- 
sure is  created  in  the  uterine  canal,  and 
hence  there  is  very  little,  if  any,  reflux  of 
water  through  the  fallopian  tubes.  However, 
if  a  small  amount  of  water  does  get  into  the 
fallopian  tubes  it  should  do  no  more  harm 
than  the  gas  used  for  a  Rubin  test,  or  the 
dye  used  for  hysterograms. 

A  camera  may  be  attached  to  the  end  of 
the  water  hysteroscope  for  the  purpose  of 
making  black  and  white  or  colored  films  of 

3.    Made  by  the   National   Electric   Instrument   Co.,   Inc. 


the  interior  of  the  uterus. 

Both  benign  and  malignant  tumors  can 
usually  be  diagnosed  by  direct  vision.  We  be- 
lieve that  the  hysteroscope  is  probably  more 
accurate  than  curettement  in  the  diagnosis 
of  carcinoma  of  the  fundus,  since  the  curette 
often  misses  the  growth.  When  a  biopsy  is 
necessary,  we  usually  locate  the  involved  area 
by  direct  vision  through  the  hysteroscope; 
then,  removing  the  inner  sheath  and  optical 
system,  we  insert  biting  forceps  through  the 
outer  sheath  and  remove  the  specimen  from 
the  area  indicated. 

The  study  of  the  uterine  canal,  fallopian 
tubes,  and  cervix  by  the  hysterogram  is  a 
relatively  safe  and  simple  procedure.  The 
use  of  non-opaque  plastics,  such  as  polythene, 
has  made  hysterographic  examination  of  the 
uterus  a  great  deal  more  satisfactory.  In 
cases  where  further  study  is  indicated,  the 
water  hysteroscope  provides  a  means  for 
accurate  diagnosis  of  intra-uterine  lesions. 

The  hysterograms  which  are  reproduced  with  this 
article  were  made  by  Dr.  Ignacio  Bird  of  Greens- 
boro. 


Somatic  conversion  symptoms. — There  is  no  infal- 
lible rule  to  separate  the  "somatic  conversion  symp- 
tom" from  a  symptom  based  primarily  upon  some 
demonstrable  disturbance  in  the  form  or  function  of 
the  organ  system  to  which  the  symptom  is  referred. 
To  be  able  to  distinguish  between  the  two  in  most 
instances  is  the  mark  of  the  successful  physician  in 
any  branch  of  medicine.  If  there  were  an  absolute 
test  to  distinguish  between  symptoms  of  physical 
disease  and  conversion  symptoms,  a  doctor's  work 
would  literally  be  cut  in  half  and  millions  of  dollars 
saved  annually  .  .  .  There  are  a  few  general  charac- 
teristics which  sometimes  help  the  physician  to 
assess  more  properly  the  symptomatic  complaint.  To 
begin  with,  the  somatic  conversion  symptom  is  psy- 
chologically purposeful.  If  a  person  who  suddenly 
developed  a  high  fever  and  pain  in  the  chest  were 
to  be  told  by  the  physician  of  his  own  selection  that 
he  had  a  pulmonary  infection  which  ^Y0uld  be  almost 
entirely  gone  within  two  days,  the  physician  would 
expect  the  patient  to  be  pleased  ...  In  the  case  of 
the  somatic  conversion  symptoms  such  reassurance 
as  this  would  meet  with  doubt  and  opposition  from 
the  patient.  A  patient  disposed  to  neurotic  methods 
of  meeting  his  difficulties  wishes  to  retain  his  symp- 
toms for  they  serve  the  psychologic  purpose  of 
shielding  him.  His  very  persistence  in  clinging  to  his 
symptoms  is  reminiscent  of  the  tenacity  with  which 
a  non-swimmer  cast  adrift  in  a  lake  clings  to  a  spar 
of  wood. — Melvin  W.  Thorner:  Psychiatry  in  General 
Practice,  Philadelphia,  W.  B.  Saunders,  1948,  p.  334. 
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BLASTOMYCOSIS  COMPLICATING 
BOECK'S  SARCOID 

Report  of  a  Case 

Joseph  S.  Hiatt,  Jr.,  M.D. 

McCain 

and 

Thomas  N.  Lide,  M.D.* 

Winston-Salem 

The  etiology  of  Boeck's  sarcoid  remains 
undetermined  in  spite  of  diversified  efforts 
over  a  period  of  years  to  establish  a  specific 
causative  agent'".  It  is  generally  stated  that 
frank  tuberculosis  eventually  develops  in 
about  10  per  cent  of  the  cases  of  sarcoido- 
sis'-'. This  figure  v^'ould  obviously  be  depen- 
dent on  the  number  of  patients  with  sarcoi- 
dosis examined  and  carefully  studied  at  au- 
topsy. 

The  present  report  deals  with  a  sequence 
of  events  which,  as  best  we  are  able  to  de- 
termine, has  not  been  previously  reported. 
A  case  of  sarcoidosis  which  progressed  into 
manifest  pulmonary  and  extrapulmonary  tu- 
berculosis and  in  which  blastomycosis  occur- 
red as  a  terminal  infection  is  presented  in 
the  belief  that  the  data  have  significant 
bearing  on  the  nature  of  sarcoid  disease. 

Report  of  a  Case 

A  27  year  old  Negro  male  farmer  and  life- 
long resident  of  North  Carolina  was  admit- 
ted to  the  North  Carolina  Sanatorium  on 
November  24,  1944,  with  the  history  of  a 
severe  cough,  productive  of  white  mucoid 
sputum.  The  cough  had  been  present  for  two 
years,  and  the  symptoms  of  bronchial  asthma 
for  one  year.  Other  complaints  were  night 
sweats,  daily  elevations  of  temperature, 
weakness,  and  weight  loss.  There  was  no 
family  history  of  tuberculosis  or  known  ex- 
posure to  the  disease,  but  the  patient  had  had 
gonorrheal  urethritis  in  earlier  youth. 

On  admission  the  temperature  was  99  de- 
grees   F.,    pulse    112,    respiration    20,    and 


From  the  North  Carolina  Sanatorium,  MeCain,  North  Caro- 
lina. 

*  Formerly  pathologist  to  the  North  Carolina  Sanatorium, 
McCain,  North  Carolina;  now  a  member  of  the  Department 
of  Pathologj-,  Bowman  Gray  School  of  Medicine  of  Wake 
Forest  College,   Winston-Salem,   North   Carolina. 

1:  Freiman,  D.  G. :  Sarcoidosis,  New  England  J.  Med.  239: 
664-671  (Oct.  2S) ;  709-716  (Nov.  4);  743-749  (Nov.  11) 
194S. 

2.  Pinner,  M. :  Noncaseating  Tuberculosis;  Analysis  of  Lit- 
erature, Am.  Rev.   Tuberc.   37:690-720    (June)    1938. 


blood  pressure  100  systolic,  80  diastolic.  The 
patient  appeared  normally  developed,  but 
undernourished  and  chronically  ill.  No 
lymphadenopathy  was  noted.  Post-tussic 
rales  were  heard  in  both  pulmonary  fields, 
but  the  percussion  note  was  normal.  The 
remainder  of  the  physical  examination  re- 
vealed no  pertinent  findings. 

Blood  examination  showed  a  hemoglobin 
of  83  per  cent,  4,320,000  red  blood  cells,  and 
7,200  white  blood  cells,  with  72  per  cent  poly- 
morphonuclears, 24  per  cent  small  lympho- 
cytes, 1  per  cent  monocytes,  and  3  per  cent 
eosinophils.  Red  blood  cells  appeared  normal 
in  a  fresh  preparation.  The  blood  Kline  test 
was  negative.  Stool  examination  revealed  no 
ova  or  parasites.  Urinalysis  showed  albumin 
(1  plus),  and  microscopically  many  white 
blood  cells  and  occasional  red  blood  cells 
were  seen.  Examinations  of  concentrated 
sputum  failed  to  reveal  acid-fast  bacilli.  Spu- 
tum sent  to  the  late  Dr.  Leroy  U.  Gardner, 
Saranac  Laboratory,  was  reported  negative 
for  tubercle  bacilli.  Sputum  cultured  on  Sa- 
bouraud's  medium  yielded  no  fungi.  Inocula- 
tion of  a  guinea  pig  with  the  sputum  did  not 
produce  tuberculosis.  The  patient  showed  no 
reaction  to  intracutaneous  tuberculin  (puri- 
fied protein  derivative  first  and  second 
strengths,  and  old  tuberculin  1:100). 

A  roentgenogram  of  the  chest  made  on 
November  27,  1944  (fig.  1)  showed  changes 
due  to  pleurisy  on  the  left  and  enlargement 
of  the  right  root  shadow,  with  mottled  den- 
sities throughout  both  lung  fields. 

A  tentative  diagnosis  of  far  advanced  C 
pulmonary  tuberculosis  was  made  originally. 
The  patient's  failure  to  react  to  tuberculin 
and  the  persistently  negative  sputum  prompt- 
ed a  search  for  further  leads.  Several  months 
after  admission  the  cervical  glands  became 
enlarged,  and  a  lymph  node  removed  for 
study  revealed  findings  typical  of  Boeck's 
sarcoid. 

In  spite  of  bed  rest,  postural  drainage,  and 
supportive  measures,  the  cough  became  in- 
creasingly severe.  As  much  as  seven  or  eight 
cups  of  white,  frothy  sputum  was  produced 
in  a  24-hour  period,  and  there  were  daily 
afternoon  elevations  of  temperature  to  103- 
104  F.  without  chills.  The  patient  had  gen- 
eralized thoi-acic  pain  and  occasional  hemop- 
tysis. There  were  bouts  of  lower  abdominal 
pain  with  nausea  and  vomiting,  but  no 
change  in  bowel  habits  or  in  the  appearance 
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Fig.  1.  (Nov.  27,  1944).  Extensive  abnormal  den- 
sities are  seen  throughout  both  lung  fields,  heavier 
and  more  conglomerate  on  the  left.  The  right  root 
shadow  is  enlarged.  The  heart,  mediastinum,  and 
trachea  are  displaced  to  the  left. 


of  stools.  Repeated  courses  of  penicillin  and 
sulfonamides  helped  only  temporarily.  Roent- 
genograms of  the  abdomen  and  of  the  cervi- 
cal, thoracic,  and  lumbar  vertebrae  revealed 
no  abnormalities.  The  patient's  clinical 
course  was  slowly  but  progressively  down 
hill.  A  roentgenogram  of  the  chest  made  on 
July  9,  1945  (fig.  2),  showed  what  appeared 
to  be  cavitation  in  the  left  upper  lung  field. 
The  possibility  of  complicating  abscess  of  the 
lung  v/as  entertained. 

On  October  1,  1945,  the  patient  was  trans- 
ferred to  Duke  Hospital,  where  he  remained 
until  January  15,  1946'''-'.  Physical  examina- 
tion upon  admission  revealed  no  significant 
additional  findings.  Accessory  clinical  and 
laboratory  examinations  revealed  a  hemo- 
globin of  64  per  cent,  3,380,000  red  blood 
cells,  and  5,200  white  blood  cells,  with  84 
per  cent  polymorphonuclears,  4  per  cent 
large  lymphocytes,  9  per  cent  small  lympho- 
cytes, 2  per  cent  monocytes,  1  per  cent  eosin- 
ophils ;  sickling  of  red  blood  cells  was  absent. 
The  urine  showed  a  1  plus  reaction  for  albu- 

,■!.  Information  from  Duke  Hospital  records  is  used  with  the 
kind  permission  of  Dr.  David  T.  Smith,  ,^ssociate  professor 
of  medicine,  Duke  University  School  of  Medicine.  Durham, 
North  Carolina. 


Fig.  2.  (July  19,  1945).  There  has  been  some  clear- 
ing on  the  right.  Several  areas  in  the  left  upper 
field  are  suggestive  of  cavitation. 


min  and  5  to  15  white  blood  cells  and  an  oc- 
casional red  blood  cell  per  high  power  field. 
The  serum  phosphorus  was  4.1  mg.  per  100 
cc,  calcium  9.5  mg.  per  100  cc,  phosphatase 
8.8  Bodansky  units.  Total  serum  proteins 
were  8  Gm.  per  100  cc. :  albumin  3.2  Gm., 
globulin  4.8  Gm.,  albumin-globulin  ratio 
0.66. 

Bronchoscopic  examination  revealed  no 
evidence  of  neoplasm.  Cultures  of  blood,  spu- 
tum, and  lymph  nodes  were  all  sterile.  After 
repeatedly  negative  sputum  smears,  atypical 
acid-fast  bacilli  were  demonstrated  on  No- 
vember 16,  1945.  Subsequent  detailed  studies 
proved  these  to  be  human  tubercle  bacilli. 

Roentgenograms  of  the  chest  revealed  the 
fact  that  pleural  effusion  developed  on  the 
right,  but  subsided  before  discharge;  other- 
wise the  changes  corresponded  essentially  to 
those  recorded  earlier.  X-ray  films  of  the 
hands  showed  no  evidence  of  Boeck's  sarcoid. 
Gastrointestinal  roentgen  studies  were  neg- 
ative. Electrocardiographic  tracings  were 
within  normal  limits. 

There  was  no  reaction  to  the  intracutan- 
eous infection  of  old  tuberculin  (1:100)  on 
admission,  but  after  recovery  of  tubercle 
bacilli  the  patient  reacted  definitely  to  this 
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dose  of  tuberculin.  Skin  tests  with  the  anti- 
gens of  Coccidiodes  (1:1000)  and  Blastomy- 
ces (1 :1000)  were  negative.  During  the  early 
pax't  of  the  patient's  stay  at  Duke  Hospital, 
repeated  biopsies  of  lymph  nodes  revealed 
the  characteristics  of  Boeck's  sarcoid.  After 
recovery  of  tubercle  bacilli  and  the  appear- 
ance of  a  positive  tuberculin  test,  an  inguinal 
lymph  node  removed  for  study  showed  only 
fibrosis  and  scarring.  An  attempt  to  remove 
for  biopsy  what  was  thought  to  be  a  mass  of 
left  cervical  lymph  nodes  yielded  pus  con- 
taining tubercle  bacilli. 

This  patient  was  given  all  available  sup- 
portive measures,  including  blood  transfu- 
sions. Potassium  iodide  was  given  orally  over 
a  period  of  several  weeks,  and  sulfonamides 
and  penicillin  were  also  administered.  As 
before,  there  was  temporary  response  to 
chemotherapy.  The  patient  was  returned  to 
the  North  Carolina  Sanatorium  for  further 
care,  with  the  diagnosis  of  active  pulmonary 
tuberculosis. 

Following  his  readmission  to  the  Sanator- 
ium on  January  15,  1946,  numerous  compli- 
cations developed.  A  urethral  stricture  re- 
quired frequent  dilatations.  There  was  con- 
siderable pain  in  the  left  cervical  region,  and 
the  incision  from  the  previous  attempt  at 
biopsy  failed  to  heal.  This  area  was  further 
incised  on  one  occasion,  but  only  caseous 
material  was  encountered.  The  pain  in  this 
region  eventually   subsided. 

Bilateral  orchitis  and  epididymitis,  clini- 
cally typical  of  tuberculosis,  developed,  but 
tubercle  bacilli  were  not  recovered  during 
life  from  the  urine  or  from  draining  sinuses 
which  subsequently  formed  on  the  scrotum. 
There  was  extensive  tenosynovitis  involving 
the  tendons  of  the  right  hand.  A  mass  ap- 
peared on  the  left  tenth  rib  posterioi'ly ;  this 
became  increasingly  painful,  but  never  fluc- 
tuant. Exacerbations  of  pulmonary  symp- 
toms with  hemoptyses  continued,  but  there 
were  occasional  brief  remissions.  The  patient 
had  bouts  of  vague  left  lower  quadrant  pain 
for  which  no  definite  diagnosis  was  estab- 
lished. 

On  only  one  occasion  (February  16,  1946) 
were  acid-fast  bacilli  recovered  from  the  spu- 
tum, and  these  on  direct  smear.  Smears  and 
cultures  of  sputum  and  pus  from  all  involved 
areas  otherwise  yielded  no  acid-fast  bacilli. 
Sputum  specimens  planted  on  Sabouraud's 


medium  produced  no  growth. 

A  roentgenogram  of  the  chest  on  Septem- 
ber 9,  1947  (fig.  3)  revealed  extensive  calci- 
fication in  the  left  cervical  region  at  the  site 
of  the  previous  abscess.  Comparison  with 
earlier  films  showed  marked  clearing  of  ab- 
normal densities,  with  considerable  deposi- 
tion of  calcium  and  resulting  displacement  of 
the  heart  and  mediastinal  structures  to  the 
left. 

On  October  21,  1947,  it  was  noted  that  the 
patient  was  having  dyspnea  and  an  increas- 
ingly sevei'e  cousrh.  Fluoroscopic  examination 
of  the  chest  at  this  time  revealed  no  new 
lesions.  The  daily  elevations  of  temperature 
increa.=ed  to  102-10.3  F.,  and  his  condition 
became  critical.  Difficulty  in  raising  spu- 
tum became  a  major  complaint.  Adequate 
therapy  with  sulfonamides  and  penicillin 
produced  no  response. 

On  November  12,  1947,  a  roentgenogram 
of  the  chest  (fig.  4)  showed  extensive 
changes  on  the  right,  with  a  pneumonic  le- 
sion in  the  lower  lung  field.  Tuberculous 
pneumenia  was  considered,  but  agani  tuber- 
cle bacilli  could  not  be  recovered  from  the 
sputum.  The  leukocyte  count  was  15,600, 
with  85  per  cent  polymorphonuclears,  14  per 
cent  small  lymphocytes,  and  1  per  cent  mon- 
ocytes. 

Streptomycin  in  doses  of  0.33  Gm.  every 
eight  hours  was  begun  on  November  14,  1947. 
Before  streptomycin  therapy  the  blood  non- 
protein nitrogen  was  38  mg.  per  100  cc.  By 
November  19,  1947,  the  nonprotein  nitrogen 
had  risen  to  51  mg.  per  100  cc.  In  spite  of 
this  rise  streptomycin  was  continued  through 
November  24,  1947,  even  though  there  was 
no  clinical  response.  Urinalysis  on  this  date 
revealed  the  same  findings  as  previously, 
with  the  addition  of  granular  casts. 

On  November  28,  1947,  edema  of  the 
uvula,  pharynx,  and  larynx  caused  acute 
respiratory  distress  and  laryngeal  stridor. 
The  immediate  administration  of  Adrenalin, 
ephedrine,  Benadryl,  and  50  per  cent  glucose 
brought  relief,  and  tracheal  intubation  or 
tracheotomy  was  avoided.  No  similar  episode 
occurred.  Repeated  fluoroscopic  examina- 
tions of  the  chest  revealed  no  change  in  the 
pneumonic  lesion  on  the  left.  The  patient 
became  increasingly  toxemic  and  dyspneic, 
and  died  on  December  7,  1947.  A  postmortem 
examination  Avas  done  approximately  two 
and  one-half  hours  after  death. 
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Fig.  3.  (Sept.  9,  1947).  Calcifications  are  promi- 
nent in  the  root  regions,  particularly  on  the  right, 
and  at  the  right  base.  There  has  been  marked  clear- 
ing of  the  densities  bilaterally.  Note  the  calcifica- 
tions in  the  left  cervical  region. 


Anatomic  findings 

At  autopsy  there  was  found  bilateral  ob- 
literation of  the  pleural  spaces,  with  exten- 
sive pleural  fibrosis  and  pneumonic  consoli- 
dation involving  all  lobes  of  both  lungs.  The 
lungs  were  heavy  and  the  pleural  surfaces 
greatly  thickened,  measuring  as  much  as  4 
mm.  on  the  right.  There  was  a  caseous  area 
measuring  approximately  6  by  6  by  2  cm.  in 
the  right  costophrenic  angle,  laterally,  sur- 
rounded by  a  dense  fibrous  capsule  continu- 
ous with  the  thickened  pleura.  Changes  in 
the  lungs  appeared  as  irregular  and  poorly 
defined  nodules  varying  from  5  mm.  to  2 
cm.  in  diameter.  These  areas  were  in  many 
cases  confluent,  forming  large,  consolidated, 
firm  masses  which  were  somewhat  rubbery 
in  consistency  and  grayish  yellow  in  color. 
Fibrous  tissue  was  generally  increased 
throughout  both  lungs.  Although  no  actual 
cavitation  was  found,  the  lesions  resembled 
grossly  those  which  are  commonly  found  in 
caseous  tuberculous  pneumonia.  Almost  no 
aii"-containing  tissue  could  be  found  in  either 
lung.  The  bronchi  were  filled  with  yellowish 


Fig.  4.  (Nov.  12,  1947).  Scattered  pneumonic  le- 
sions are  seen  throughout  the  right  lung  field  with 
a  heavy  basal  lesion.  There  are  no  definite  changes 
on  the  left. 


purulent  material  and  the  mucosa  was  hy- 
peremic,  but  no  ulcerated  areas  were  noted 
grossly.  The  hilar  nodes  were  considerably 
enlarged  and  rubbery  in  character ;  the  larg- 
est, which  measured  4  cm.  in  diameter, 
showed  some  increase  in  fibrous  tissue. 
Three  small  calcified  tubercles,  the  largest  4 
mm.  in  diameter,  were  found  in  this  node. 

The  heart  showed  right  ventricular  hyper- 
trophy and  dilatation,  but  Avas  not  greatly  en- 
larged, nor  was  any  gross  abnormality  pres- 
ent in  the  musculature.  The  spleen  was  ap- 
proximately twice  its  normal  size  and  pink- 
ish red  in  color,  with  a  firm,  fibrous  consis- 
tency. The  honphoid  follicles  and  vessels 
were  not  unusually  prominent,  but  it  con- 
tained three  calcified  nodules  measuring  2-4 
mm.  in  diameter.  The  liver,  which  was  slight- 
ly smaller  than  normal,  had  a  rough,  finely 
nodular  surface,  suggestive  of  biliary  cir- 
rhosis. There  was  a  marked  increase  in  fib- 
rous tissue  with  isolation  of  many  tiny  he- 
patic nodules.  The  gallbladder,  pancreas,  and 
adrenals  were  within  the  limits  of  normal  on 
gross  examination. 

Both    kidneys    were    equal   and    approxi- 
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mately  normal  in  size.  The  capsules  were 
slightly  adherent,  and  fibrous  tissue  was  in- 
creased diffusely  throughout  both  kidneys. 
Small  rounded  stones,  varying  from  1  to  5 
mm.  in  diameter,  were  found  in  each  upper 
calyx.  The  bladder  contained  500  cc.  of 
slightly  cloudy  yellow  urine,  but  there  was 
no  mucosal  change.  The  prostate  was  not 
enlarged,  though  its  contour  was  asymmetri- 
cal and.  on  the  cut  surface,  several  confluent 
and  isolated  areas  of  caseous  necrosis  were 
found.  Both  seminal  vesicles  were  filled  with 
this  same  material.  The  testes  and  epididy- 
mides, which  were  grossly  and  irregularly 
enlarged,  were  firm  and  fibrous  and  con- 
tained irregular  abscesses  filled  with  case- 
ous material.  These  abscesses  in  the  testes 
were  directly  continuous  with  those  of  the 
epididymides.  A  large  paravertebral  abscess 
was  centered  around  the  third  lumbar  verte- 
bra, which  was  eroded,  softened,  and  partly 
fragmented. 

Acid-fast  organisms  were  found  on  smears 
taken  fi'om  the  wall  of  the  paravertebral  ab- 
scess and  of  the  testicular  and  prostatic  le- 
sions, but  were  not  found  either  on  smear  or 
in  tissue  sectioned  from  the  caseous  area  in 
the  right  thorax. 

Microscopically,  the  lesions  in  the  lungs 
showed  the  same  irregular,  nodular  charac- 
ter as  was  noted  grossly.  They  consisted  es- 
sentially of  large  masses  of  polymorphonu- 
clear leukocytes  intermixed  with  mononu- 
clear phagocytes,  a  few  giant  cells  predomi- 
nantly of  the  foreign  body  type,  and  a  mod- 
erate number  of  lymphocytes  and  plasmo- 
cytes.  Alveolar  walls  were  intact  in  some 
areas,  but  in  the  central  portions  of  the  larg- 
er lesions  they  were  necrotic.  Throughout 
these  consolidated  areas  there  were  found  in 
large  numbers  round,  doubly  refractile  or- 
ganisms which  exhibited  budding  typical  of 
Blastomyces  dernuditidis.  Most  of  these  or- 
ganisms were  well  preserved,  and  were  found 
both  within  the  giant  cells  and  lying  free  in 
the  cellular  exudate.  The  organisms  were 
found  in  an  ulcerative  lesion  of  the  right 
main  bronchus. 

The  hilar  nodes  showed  a  diffuse  and 
marked  reticuloendothelial  hyperplasia  of 
the  lining  cells  of  the  sinuses,  and  dilatation 
by  an  exudate  of  mononuclear  cells  and  poly- 
morphonuclear neutrophils.  Many  blastomy- 
cetes  were  found  among  the  cells  of  this  ex- 
udate. At  the  periphery  of  one  of  the  nodes 
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Fig.  Z.  Photomicvofrraph  of  an  epitrochlear  lymph 
node  removed  for  biopsy.  The  numerous  epithelioid 
tubercles  are  evident,  and  occasional  giant  cells  are 
seen. 

Fig.  6.  A  higher  magnification  of  the  pulmonary 
exudate  shows  the  blastomycete  in  its  budding  form. 


several  small,  well  defined  epithelioid  tuber- 
cles, unlike  the  previously  described  lesions, 
were  noted.  A  blastomycete  in  one  of  these 
lesions  found  intracellularly  suggested  the 
etiologic  relation.ship  to  other  lesions  of  this 
type. 

One  microscopic  epithelioid  granulomatous 
focus  was  found  beneath  the  epicardium  of 
the  left  ventricle,  but  no  other  cardiac  lesions 
were  noted.  Throughout  the  spleen  there 
were  numerous  focal  granulomas.  Some  of 
these  were  necrotic,  and,  in  a  few,  a  single 
Blastomyces  organism  was  found  intact. 
Other  lesions  showed  more  advanced  scar- 
ring with  giant  cell  formation  and  the  depo- 
sition of  calcium  around  small  fragments 
which  were  thought  to  represent  the  capsule 
of  destroyed  organisms.  Marked  reticuloen- 
dothelial hyperplasia  was  noted  throughout 
the  spleen.  The  portal  spaces  throughout  the 
liver  showed  a  granulomatous  reaction  asso- 
ciated with  dense  fibrosis,  but  without  alter- 
ation of  normal  lobular  architecture.  Blasto- 
mycetes  were  not  found  in  the  liver. 

Sections  of  the  kidneys  revealed  a  wide- 
spread interstitial  inflammatory  reaction, 
with  fibrosis  extending  in  a  linear  direction 
through  the  pyramids  to  the  cortex.  Glom- 
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eruli  in  these  areas  were  scarred  and  showed 
varying  degrees  of  obliterative  fibrosis.  This 
reaction  was  that  usually  associated  with 
pyelonephritis.  There  were,  superimposed, 
granulomatous  foci  of  epithelioid  and  giant 
cells  of  the  foreign  body  type,  with  numerous 
depositions  of  calcium  in  the  central  portions 
of  these  lesions.  In  fact,  Blastomyces  organ- 
isms, as  well  as  capsular  fragments  of  the 
blastomycetes,  could  be  identified  within 
giant  cells. 

In  the  prostate  and  testes  there  were  ex- 
tensive areas  of  caseous  necrosis  bordered 
by  zones  of  fibrosis,  in  which  numerous  plas- 
ma cells  and  lymphocytes  were  associated 
with  epithelioid  tubercles  and  with  an  occa- 
sional giant  cell  of  the  Langhans  type.  These 
lesions  were  those  which  are  usually  encoun- 
tered in  tuberculosis  of  these  organs.  In 
addition,  the  prostate  contained  numerous 
small  focal  granulomas  characterized  by  the 
presence  of  epithelioid  cells,  foreign  body 
giant  cells,  lymphocytes,  and  a  few  plasmo- 
cytes  without  necrosis.  Blastomycetes  could 
not  be  found  in  the  prostatic  lesion,  though 
it  was  similar  in  structure  to  lesions  in  other 
organs  in  which  the  blastomycete  was 
found. 

Retroperitoneal  lymph  nodes  were  greatly 
enlarged,  and  many  showed  extensive  scar- 
ring, with  reticuloendothelial  hyperplasia 
but  without  a  specific  inflammatory  reaction. 

Final  Pathologic  Diagnosis 

History  of  Boeck's  sarcoid  (sarcoidosis)  ; 
history  of  pulmonary  and  cervical  lymphatic 
tuberculosis ;  tuberculous  abscess  of  the  lum- 
bar spine;  tuberculous  epididymitis  and 
orchitis  with  scrotal  sinus  formation;  calci- 
fied tubercles  of  the  spleen  and  bronchial 
lymph  nodes;  localized  and  organizing  em- 
pyema cavity  in  the  right  costophrenic  angle, 
probably  tuberculous  in  origin;  systemic 
generalized  blastomycosis  (with  acute  blas- 
tomycotic  pneumonia,  bronchitis,  hilar 
lymphadenitis,  and  splenitis,  and  with 
chronic  interstitial  hepatitis  and  nephritis)  ; 
obliterative  fibrous  pleural  adhesions;  gran- 
ulomatous lesions  of  the  myocardium,  spleen, 
prostate,  and  retroperitoneal  tissues ;  chronic 
pyelonephritis,  bilateral,  with  nephrolithia- 
sis ;  tenosynovitis  of  the  right  thumb ;  right 
ventricular  hypertrophy  and  dilatation;  se- 
vere emaciation. 


Comment 

The  finding  of  blastomycosis  at  autopsy 
was  a  total  surprise.  Throughout  this  pa- 
tient's entire  period  of  hospitalization  re- 
peated unsuccessful  efforts  were  made  to 
recover  fungi  from  the  sputum  and  from 
all  involved  areas. 

It  was  impossible  to  determine  at  autopsy 
the  time  of  onset  of  the  blastomycosis.  The 
pulmonary  lesions,  however,  were  acute  and 
appeared  much  more  recent  than  those  found 
in  the  kidney,  liver,  or  spleen.  The  primary 
focus  was  not  found. 

It  has  been  stated  that  blastomycotic  in- 
fection is  acquired  from  exogenous  sources 
and  that  the  disease  is  not  contagious'".  The 
point  of  enti'ance  is  usually  the  respiratory 
tract,  and  the  lung  usually  demonstrates  the 
most  extensive  involvement.  Obviously  it  is 
impossible  to  determine  the  source  of  this 
patient's  blastomycotic  infection,  but  that  it 
caused  his  death  seems  evident. 

The  failure  to  recover  tubercle  bacilli  from 
the  sputum  and  the  patient's  negative  reac- 
tion to  tuberculin  made  the  diagnosis  of  tu- 
berculosis seem  questionable  during  the 
early  period  of  hospitalization.  The  symp- 
toms associated  with  active  sarcoidosis  usu- 
ally subside  with  a  few  weeks  of  bed  rest, 
but  such  was  not  the  case  here.  Because  of 
the  voluminous  amounts  of  sputum  raised, 
along  with  other  clinical  symptoms  and  the 
roentgen  findings,  non-tuberculous  lung  ab- 
scess was  suspected.  Subsequently,  with  the 
reversal  of  the  tuberculin  reaction  from  neg- 
ative to  positive,  the  recovery  of  tubercle 
bacilli  from  the  sputum,  and  the  appearance 
of  non-specific  fibrosis  and  scarring  in  the 
lymph  nodes,  the  clinical  diagnosis  was 
changed  to  active  pulmonary  tuberculosis. 

Serial  chest  roentgenograms  gave  evidence 
of  clearing  of  the  pulmonary  lesions.  The 
left  cervical  mass  gradually  converted  to  scar 
tissue,  and  the  sinuses  healed,  with  marked 
deposition  of  calcium.  The  tenosynovitis 
and  orchitis  remained  chronically  active,  and 
the  results  of  repeated  urine  examinations 
were  constant.  When  the  patient  had  appar- 
ently begun  to  improve,  there  occurred  an 
insidious  increase  in  respiratory  symptoms, 
which  later  showed  an  abrupt  progression 
in  severity.  Death  resulted  from  a  terminal 
pneumonic  lesion. 

4.    Conant,    N'.   F.   and   otliers:   Manual   of   Clinical    Myiolngy, 
Philadelphia,   W.   B.   Saunders  Company.   1944. 
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The  cause  of  the  episode  of  edema  of  the 
pharynx,  larynx  and  uvula,  with  secondary 
acute  respiratory  difficulty,  is  not  clear. 
Since  there  was  no  obvious  improvement 
after  the  administration  of  streptomycin,  and 
since  hypersensitivity  to  this  drug-  could  not 
be  ruled  out,  it  was  discontinued  after  a  to- 
tal of  11  Gm.  had  been  given  over  an  eleven 
day  period. 

The  occurrence  in  the  same  individual  of 
three  diseases — Boeck's  sarcoid,  tuberculo- 
sis, and  blastomycosis  — ,  all  of  which  are 
characterized  by  the  production  of  granulo- 
mas, produces  a  confusing  picture,  from  both 
the  pathologic  and  the  clinical  points  of  view. 
The  relationship  of  these  three  processes  to 
one  another,  if  any  exists,  remains  to  be  clar- 
ified. 

Conclusions 

It  is  impossible  to  draw  any  conclusions 
concerning  the  etiologic  factors  in  sarcoido- 
sis from  a  single  case.  The  case  reported  may 
lend  support,  however,  to  those  who  believe 
that  sarcoidosis  represents  an  anergic  phase 
of  tuberculosis.  The  terminal  events  caused 
by  a  generalized  infection  with  Blastomyces 
present  a  rare  complication. 

There  is  a  possibility  that  unusual  sensi- 
tivity to  streptomycin  may  have  caused  the 
pharyngeal  and  laryngeal  edema  with  result- 
ing respiratory  distress. 

It  is  urged  that  all  cases  diagnosed  as  sar- 
coidosis be  followed  most  carefully.  The  cu- 
mulative data  obtained  by  such  study,  with 
long  range  clinical  follow-up,  should  contrib- 
ute further  valuable  information. 


THUMBNAIL  SKETCHES 
OF  EMINENT  PHYSICIANS 


Medical    Training    for    Atomic    Age    Poses 
Scientific    Problem 

Medical  training  for  the  atomic  age  poses  a  new 
problem  in  tlie  field  of  science,  according  to  an 
editorial  in  Radiology. 

The  journal  forecasts  several  revolutionary 
changes  in  the  fields  of  medicine  as  a  direct  out- 
growtli  of  advances  so  far  in  the  application  of 
atomic  energy. 

"The  need  of  a  knowledge  of  physics  has  recently 
become  more  acute  and  more  obvious,"  the  journal 
editorial  says.  "The  medical  profession  is  swarming 
into  the  field  of  nuclear  energy  opened  by  the  physi- 
cists. The  latter  have  been  extremely  cooperative, 
but  that  is  not  enough.  The  doctors  must  now  learn 
physics." 

The  editorial  pointed  to  the  fact  that  future  med- 
ical students  must  have  a  broad  basic  training  in 
the  fundamentals  of  atomic  structure,  nuclear  struc- 
ture, radioactivity,  and  isotope  technic. 


SIR  WILLIAM  OSLER 

Mrs.  J.  C.  Trent,  Editor 

Durham 

X 

OSLER  AND  MEDICAL  LIBRARY 
PRACTICE 

How  may  a  "practical  and  busy  physician" 
(as  Osier  once  accurately  but  so  incompletely 
described  himself,  in  an  address  to  the  As- 
sociation of  Medical  Librarians)  influence 
medical  library  practice?  By  and  large,  let 
us  say,  by  being  an  active  library  user ;  by 
maintaining  an  informed  interest  in  the 
many  continuing  problems  attending  the  ac- 
quisition, cataloguing,  and  use  of  material ; 
not  least,  by  a  personal  virtus  that  illumines 
and  justifies  what  otherwise  might  seem,  to 
the  tired  or  the  frustrated,  a  species  of  ho- 

CUS-]30CUS. 

In  Philadelnhia,  Osier  served  for  three 
years  on  the  Library  Committee  of  a  medical 
library  that  was  quite  possibly  the  equal  of 
any  he  was  intimately  acquainted  with  on 
the  American  Continent  (at  that  time) .  The 
minutes  of  the  Librarv  Committee  of  the  Col- 
lege of  Physicians  of  Philadelphia — a  librarv 
already  well  established  and  enioying  the 
patronage  of  the  renowned  S.  Weir  Mitchell 
— do  not  indicate  that  Osier  threw  his  weisrht 
around  in  committee  to  any  annreciable  ex- 
tent. There  is  much  evidence  of  a  less  con- 
centrated sort,  however,  that  then,  and  for 
manv  years  after.  Osier,  Mitchell,  others  of 
the  Fellows,  and  Charles  Perry  Fisher  (the 
voung  librarian,  a  man  of  uncommonly  acute 
business  sense  and  progressive  technical 
ideas)  worked  hand  in  glove  to  the  same  nur- 
pose,  with  Osier  so  many  times  playing  either 
Maecenas  or  gadfly. 

In  Baltimore,  the  library  of  the  Medical 
and  Chirurgical  Faculty  offered  a  more  fer- 
tile field  for  the  Oslerian  creative  gift.  In 
a  dozen  years  or  so,  he  revivified  a  moribund 
collection,  increasing  the  holdings  from  a 
few  thousand  to  nearly  14.600  volumes : 
brought  about  the  purchase  of  a  new  home 
for  it ;  established  a  Book  and  Journal  Club ; 
and  persuaded  the  Library  Committee  to  put 
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a  trained  librarian  in  charge  of  the  library '*'. 
At  the  same  time,  the  library  at  the  Johns 
Hopkins  Hospital  was  subject  to  the  all-per- 
vading influence,  as  witness  these  notes  left 
on  the  desk  of  "Miss  Thesis"  (Elizabeth 
Thies,  the  librarian)  : 

"8.55  1/2  It  seems  a  very  shocking  hour  for  you 
to  arrive  or  not  to  arrive.  I  want  the  Revue  de 
Chirurgie   of  last  year.   Badly.  Wm.   Osier." 

"Would  the  kind  Fraiilein  look  in  the  Am.  Jr. 
of  the  Med.  Scien.  for  vears  1887-1893  for  references 
to  Endocarditis?  Wm.  Osier.  PS.  Will  be  in  at  11.05: 
3  sees." 

"Um  Gottes  Willen  pasten  sie  nicht  these  labels 
over  the  titles  in  the  contents.  Wm.  Osler."(2> 

At  Bodley,  Osier  seems  to  have  been  even 
more  in  his  element — there  was  so  much  to 
be  done  to  bring  the  famous  old  library  up 
to  its  potential  usefulness.  To  the  American 
Ambassador  he  wrote :  "The  Bodleian  is  used 
so  extensively  by  Americans  and  they  are 
so  well  treated  and  so  warmly  welcomed,  that 
this  would  be  an  appropriate  occasion  for 
some  of  them  to  express  their  appreciation 
in  a  practical  manner."'^'  A  little  later,  he 
writes  to  another:  "The  new  reading  room  is 
ready  but  the  T,  is  only  42°  in  these  cold 
days  so  we  have  had  a  deuce  of  a  time."'^' 
Again,  "We  are  in  hopeless  arrears  in  cata- 
loguing &  could  spend  £500,000  in  rear- 
rangement, stacks,  etc."'"''  Again,  "I  am  deep 
in  Bodley  matters  —  struggling  with  the 
underground  storage  stack.  The  machinery 
here  needs  oiling  badly — too  many  bosses 
&  not  enough  money."''"  Again,  "  I  have  be- 
come more  &  more  involved  in  the  Bodleian, . 
and  begin  to  understand  its  workings.  I  am 
there  every  day,  when  possible.  We  have 
just  completed  an  immense  underground 
stack  .  .  .  which  will  hold  1,. 300.000  books. 
This  relieves  the  congestion,  which  has  made 
the  working  of  the  library  so  difficult."'"' 

A  new  clock,  yes ;  the  rescue  and  return,  at 
tremendous  expense,  of  the  original  copy  of 
the  Shakespeare  First  Folio'^',  yes;  but  also 
there  must  be  a  journal  to  make  others  aware 
of  Bodley's  activities — and  so  the  Bodleian 

1.  Xoyes,  M.  C:  Osier's  Influence  on  the  Library  of  the 
Medical  and  Chirurgical  Faculty  of  the  State  of  Maryland, 
Bull.   Johns  Hopkins   Hosp.   30:212-213,    1919. 

2.  Cui'hing,  H.:  The  Life  of  Sir  William  Osier  (2  yols.), 
Oxford,   Clarendon   Tress,    192j,  y.   1,  p.    483. 

3.  Gushing  (2),   v.   2,  p.   30. 

4.  Gushing  (2),   v.   2,   p.   113. 

5.  Gushing,  (2),  v.   2,   p.    116. 

6.  Cuslling  (2),   V.    2,   p.    210. 

7.  Gushing  (2),   v.    2,   p.   327. 

8.  "You  deserve  a  statue  In  the  Bodleian  quadrangle,"  wrote 
Bodley's  librarian  to  Osier,  apropos  Osier's  successful  ef- 
forts to  obtain  the  Folio  for  the  Bodleian  (Bibl.  Osl.,  note 
to  no.  oin).  For  this  footnote  (as  for  other  suggestionsl. 
I  am  indebted  to  W.  W.  Francis,  M.D.,  Librarian  of  the 
Osier  Library,  Montreal. 


Quarteyhj  Record  is  started;  a  public  open- 
ing of  the  Underground  Bookstore;  an  Ex- 
hibition of  some  of  the  Chinese  books.  "He 
was  frequently  in  the  library,"  wrote  Bod- 
ley's librarian,  "interested  in  all  its  details, 
always  ready  to  sympathize  in  one's  difficul- 
ties, full  of  encouragement  for  our  efforts 
and  very  jealous  for  the  prestige  of  the  place. 
We  miss  him,  not  because  he  promoted  this 
or  that  piece  of  work,  but  because  of  his  liv- 
ing influence,  which  helped  and  stimulated 
us  all."'"' 

As  a  scientist,  as  a  bibliographer,  as  an  ac- 
tive user  of  libraries.  Osier  did  not  need  to 
be  told  that  a  library's  usefulness  depends 
ultimately  on  the  knowledge,  wide  sympa- 
thies, and  technical  skill  of  its  personnel. 
Thus,  one  is  not  surprised  to  find  him,  in 
1898,  actively  participating  in  the  founding 
of  the  Association  of  Medical  Librarians 
(now  the  Medical  Library  Association) ,  serv- 
ing later  as  its  president,  and  forever  seek- 
ing, along  with  active  participation  in  dis- 
cussions of  technical  problems,  to  instill  in 
the  librarians  his  own  love  of  books  for 
themselves,  his  own  concept  of  the  library 
as  an  educational  institution.  In  England,  in 
1907,  Osier  projected  a  College  of  the  Book, 
in  which  students  would  be  taught  "every- 
thing about  the  care  of  books,  the  Library 
lore,  how  to  stack  &  store  books ;  how  to  cat- 
alogue, how  to  distribute  them ;  how  to  make 
them  vital  living  units  in  a  community."'"^ 
In  1920.  a  school,  organized  on  these  lines, 
was  opened  in  connection  with  the  Univer- 
sity of  London,  at  University  College. 

But  Osier  found  the  London  librarians 
somewhat  less  advanced  in  their  thinking 
than  were  their  United  States  and  Canadian 
colleagues.  His  only  major  defeat  in  his  ef- 
forts to  improve  the  science  (as  he  even  then 
called  it)  of  librarianship  occurred  in  con- 
nection with  a  Medical  Library  Association 
which  he  founded  at  Belfast,  in  1909,  and 
which  lasted  only  until  the  outbreak  of  the 
war,  in  1914.  The  movement  has  recently 
been  reactivated,  it  is  pleasant  to  note,  with 
full  acknowledgment  on  the  part  of  the 
present  British  medical  library  leaders  of 
what  Osier  had  sought  to  do  in  their  interest 
nearly  forty  years  ago. 

There  is  no  "Osier  System  of  Medical  Li- 
brary Practice,"  by  which  his  name  might 

9.    Gushing  (21,  y.   2,   p.   44. 
10.    Gushing  (2),  y.  2,  p.  SI. 
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automatically  be  brought  into  our  daily  rou- 
tine. It  may  even  be  doubted  that  he  greatly 
influenced  technical  library  procedures  in  his 
own  day,  except  in  such  individual  instances 
as  that  suggested  by  our  reference  to  "Miss 
Thesis."  There  can  be  no  doubt  whatever 
that  he  did  more  than  any  other  man  in  his 
time,  or  since,  to  encourage  the  development 
of  medical  libraries  on  a  scientific  basis;  to 
point  out  their  proper  cultural  and  educa- 
tional function ;  to  stimulate  the  librarians 
to  raise  their  professional  and  personal 
sights.  "We  miss  him,  not  because  he  pro- 
moted this  or  that  piece  of  work,  but  be- 
cause of  his  living  influence,  which  helped 
and  stimulated  us  all,"  they  said  at  Bodley. 
Physicians  and  librarians  alike,  it  is  good 
to  keep  close  to  this  "practical  and  busy  phy- 
sician's" living  influence,  anno  1949. 

W.  B.  McDaniel,  II,  Ph.D. 

Librarian, 

College  of  Physicians 

of  Philadelphia. 
♦     *     * 

XI 
OSLER  AND  LITERATURE 

Browsing  in  a  second-hand  bookstall  the 
other  day,  I  came  across  a  textbook  called 
Profitable  Company  in  Literature  and 
Science,  edited  by  John  M.  McBryde.  It  in- 
cluded writings  by  Mark  Twain,  Pepvs,  Em- 
erson, Keats,  Plato,  and  Plutarch.  The  last 
section,  devoted  to  such  scientific  figures  as 
Julian  Huxley,  Darwin,  and  Alfred  N. 
Whitehead,  ends  with  Sir  William  Osier's 
"Science  and  Immortality."  Being  thus 
bracketed  with  men  of  science  and  men  of 
letters  would  have  pleased  Osier  very  much ; 
for  it  was  his  lifelong  belief  that  "representa- 
tives of  the  Natural  Sciences  and  of  the  Hu- 
manities [shouldl  work  together,  on  the  prin- 
ciple that  those  subjects  never  should  be  in 
conflict  with  one  another,  but  merely  in 
friendly  competition.  Both  are  equally  essen- 
tial for  a  liberal  education." 

As  he  himself  lived  the  life  he  advised 
others  to  live,  Sir  William  had  a  deep  and 
abiding  love  for  both  science  and  literature. 
In  his  day  there  was  no  greater  nor  more 
beloved  physician  than  Osier ;  as  a  professor 
of  medicine  he  will  probably  continue  to  be 
remembered  with  the  great  teachers  of  all 
time.  Another  side  of  him,  not  ignored  but 
still  not  fully  appreciated,  is  his  concern 
with  literature.  Several  literary  anthologies, 


of  which  Profitable  Company  is  an  ex- 
ample, have  reprinted  essays  by  Osier; 
Reading  and  Thinking,  edited  by  Frank  H. 
McCloskey  and  Robert  B.  Dow;  Modern 
Ess,<^YS :  First  Series,  edited  by  Christopher 
Morley;  ESSAYS  IN  SCIENCE  AND  Engineer- 
ing, compiled  by  Franz  Montgomery;  ES- 
SAYS OF  THE  Past  and  Present,  selected  by 
Warner  Taylor;  and  The  Farther  Shore, 
edited  by  N.  E.  Griffin  and  L.  Hunt.  One 
anthology.  This  Generation,  has  recently 
(1939)  chosen  the  chapter  on  "Neuras- 
thenia" from  the  textbook.  The  Principles 
AND  Practice  of  Medicine. 

No  less  a  critic  than  Christopher  Morley 
pointed  out  almost  thirty  years  ago  that  Os- 
ier's "honorable  place  as  a  man  of  letters" 
ought  to  be  "more  generally  understood." 
If  one  combines  Cardinal  Newman's  defini- 
tion that  "literature  expresses,  not  objective 
truth,  as  it  is  called,  but  subjective;  not 
things,  but  thoughts"  with  Matthew  Arnold's 
dictum  that  literature  is  a  "criticism  of  life," 
it  may  easily  be  said  that  literature  is  an 
argument  concerning  ideas.  This  is  distinct 
from  science  as  an  argument  concerning 
things.  Therefore,  to  use  this  specific  con- 
notation. Osier  was,  in  the  widest  sense  of 
the  word,  a  man  of  letters. 

As  a  bibliographer,  which  he  listed  as  a 
"recreation"  in  Who's  Who,  his  greatest 
work  was  his  Bibliotheca  Osleriana,  the 
enormous  catalogue  raisonne  completed  by 
editors  whom  he  chose  before  his  death.  In 
this  same  field  he  showed  his  grasp  of  medi- 
cal incunabula  in  his  essay,  "The  Earliest 
Printed  Medical  Books,"  which  he  gave  on 
being  elected  president  of  the  Bibliographi- 
cal Society.  Other'  studies  on  Sir  Thomas 
Browne  and  Robert  Burton  attest  to  his  in- 
terest in  dealing  with  these  literary  investi- 
gations and  more  or  less  technical  questions 
in  a  scholarly  way. 

The  Bibliotheca,  based  on  his  libi-ary  of 
medical  history,  which  he  left  to  McGill  Uni- 
versity, and  such  writings  as  THE  EVOLU- 
TION OF  MODERN  MEDICINE  and  MICHAEL 
Servetus,  as  well  as  historical  allusions  on 
almost  every  page  of  his  books  and  articles, 
are  sufficient  evidence  of  his  contribution 
as  a  medical  historian. 

In  literary  history,  one  has  first  of  all  his 
Alabama  Student  and  Other  Biographi- 
cal Essays,  which  adds  new  facts  or  inter- 
pretations to  our  knowledge  of  Keats,  Oliver 
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Fig.    1.     Writing 


the   text-book.    Circa    September,   1801.   (From  Cushing,  H.:  The  Life  of  Sir  William 
Osier,  London,  Oxford  University  Press,  1925,  v.  1) 


Wendell  Holmes,  Fracastorius,  the  philos- 
ophers, John  Locke  and  Elisha  Bartlett,  and 
the  buccaneer  Thomas  Dover.  Then  there  is 
his  Thomas  Linacre,  which  is  as  strongly 
bibliographical  as  it  is  biographical. 

Osier  had  the  important  gift  of  seeing 
more  than  one  side  of  a  man  or  a  literary 
work.  For  example,  although  the  BIBLIO- 
THECA  was  intended  to  give  a  comprehensive 
picture  of  medicine  in  all  ages  and  of  medi- 
cine's development,  it  also  contains  some  ex- 
cellent literary  criticism.  The  comments  on 
the  more  than  thirty-five  novels  deal  prin- 
cipally with  the  portrait  of  the  doctor  as  a 
type,  and  Osier  sought  constantly  for  nov- 
els, plays  and  other  works  by  doctors  or 
those  in  which  the  pi'ofession  played  an  im- 
portant part.  Once  again,  he  shows  a  thor- 
oughly balanced  viewpoint  in  his  essay,  "Sir 
Thomas  Browne,"  which  may  be  classified 
as  historical,  biographical,  bibliographical, 
and  inspirational :  Osier  is  trying  to  hand  on 
to  students  of  the  next  generation  a  sense 
of  the  inspiration  he  himself  has  got  from 
the  works  of  the  man.  He  departs  from  this 
method  in  writing  of  John  Locke  to  tell  of 


a  man  whose  philosophical  works  are  widely 
read,  but  whose  medical  studies  and  w^ork 
have  been  largely  forgotten.  After  fitting 
newly  found  material  on  Locke  as  a  physi- 
cian into  its  proportionate  place,  Osier  re- 
minds us  that  Locke's  main  business  was 
philosophizing,  but  that  Locke  icas  a  physi- 
cian and  that  the  pursuit  of  this  profession 
had  a  great  influence  on  him. 

Whether  his  subjects  were  historical,  lit- 
erary, philosophical  or  medical,  Osier  sought 
to  make  them  live  again  after  the  rigoi-  mor- 
tis of  immortality  had  set  in,  or  to  bring  to 
life  a  wholly  forgotten  man  such  as  his  "Ala- 
bama Student."  Osier  does  not  show  Serve- 
tus  as  a  self-sacrificing,  senseless  martyr, 
but  instead  as  a  man  of  sound  common  sense 
gone  a  little  astray  on  a  fanatic  path — pre- 
cisely the  judgment  one  would  pass  upon  him 
if  he  were  a  contemporary  instead  of  an  an- 
cient. Likewise  Keats  is  not  a  long-haired, 
melancholy  poet;  in  this  instance,  Osier  re- 
tells a  medical  joke  Keats  played  on  his 
friend  Brown,  who  had  rented  his  house  to 
a  Nathan  Benjamin.  The  water  in  the  house, 
which  was  in  a  tank  lined  with  lime,  tasted 
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unpleasant.  Keats  wrote  to  Brown:  "Sir, — 
By  drinking  your  damn'd  tank  water  I  have 
got  the  gravel.  What  reparation  can  you 
make  to  me  and  my  family?  Nathan  Benja- 
min." To  which  Brown  surprisingly  replied: 
"Sir, — I  cannot  offer  you  any  remuneration 
until  your  gravel  shall  have  formed  itself 
into  a  stone,  when  I  will  cut  you  with  pleas- 
ure. C.  Brown." 

In  turning  the  light  of  his  vast  knowledge 
on  subjects  that  needed  this  type  of  obser- 
vation, Osier  has  placed  us  in  his  debt,  as 
John  Ferguson  writes  in Bibliotheca  Chem- 
ica:  "What  then  do  these  men  not  owe  to 
him  who  gathers  up  their  works,  and  in  so 
doing  recalls  their  achievements,  and  thus 
labours  to  lift  that  icy  pall  of  oblivion  which 
descends  upon  everything  human." 

Many  of  Osier's  essays  are  of  a  pedagogi- 
cal nature,  dealing  with  arguments  in  sup- 
port of  ideas  in  medical  education.  These 
ideas  are  established,  either  by  historical  ob- 
sei'vation,  as  in  "The  Old  Humanities  and 
the  New  Science,"  or  by  ethical  and  human- 
istic reasoning,  as  in  "The  Licence  to  Prac- 
tise." They  present  opinions  concerning  the 
betterment  of  the  race,  and  are  as  truly  lit- 
erature as  are  Milton's  "Of  Education"  and 
parts  of  John  Dewey's  Democracy  and  Ed- 
ucation. 

It  is  in  the  field  of  the  inspirational  essay 
that  Sir  William  was  most  successful  from 
the  literary  standpoint,  though  much  he 
wrote  had  enough  grace  and  style  to  be  la- 
belled literature,  including  even  his  PRINCI- 
PLES AND  Practice  of  Medicine.  Falconer 
Madan,  Bodley  librarian,  was  often  quoted 
as  saying  that  here  Osier  "succeeded  in  mak- 
ing a  scientific  treatise  literature." 

The  inspirational  essays,  many  contained 
in  the  Aequanimitas  volume,  were  first 
written  as  addresses  to  medical  students, 
nurses,  and  physicians.  They  draw,  as  do 
others  of  the  hundreds  of  Osier's  writings, 
on  the  ten  books  he  found  helpful  enough  to 
call  a  "bed-side  library  for  medical  student"  : 
Old  and  New  Testament,  Shakespeare,  Mon- 
taigne, Plutarch's  Lives,  Marcus  Aurelius, 
Epictetus.  Religio  Medici,  Don  Quixote. 
Emerson,  and  0.  W.  Holmes's  Breakfast  Ta- 
ble Series.  "Aequanimitas,"  "A  Way  of 
Life,"  "The  Student  Life,"  "Man's  Redemp- 
tion of  Man,"  "The  Master-Word  in  Medi- 
cine," "Science  and  Immortality,"  and  "The 
Old   Humanities  and  the  New  Science" — to 


name  the  best  of  Osier's  addresses — are  not 
literature  in  the  sense  that  "Creators,  Trans- 
muters,  and  Transmitters,  as  Illustrated  by 
Shakespeare,  Bacon,  and  Burton"  is  litera- 
ture. The  latter  deals  in  his  learned  way  with 
a  strictly  literary  subject;  the  others  seek  a 
larger  abstract  truth,  based  necessarily  upon 
a  reasoned  faith  derived  from  contemplation 
of  life  more  than  ordinarily  well  perceived. 
This  is  literature,  concerned  with  those 
things  into  which  pedagogical,  historical,  bi- 
ographical and  literary  investigations  can- 
not go.  It  is  in  the  realm  of  poetic  thought 
wherein  the  mind  of  man  is  lifted  up  that 
he  may  not  weaiy  of  things  material  about 
him  and  so  give  up  the  eternal  struggle. 

Yet  Osier  gives  practical  application  to 
his  search,  an  application  that  would  not  oc- 
cur to  the  poet.  Though  his  head  may  be  in 
the  clouds,  Sir  William's  feet  are  solidly 
planted  on  the  earth  when  he  advises  in  "The 
Student  Life"  :  "At  the  outset  do  not  be  wor- 
ried about  this  big  question — Truth.  It  is  a 
very  simple  matter  if  each  one  of  you  starts 
with  the  desire  to  get  as  much  as  possible. 
No  human  being  is  constituted  to  know  the 
truth,  the  whole  truth,  and  nothing  but  the 
truth ;  and  even  the  best  of  men  must  be 
content  with  fragments  .  .  .  the  desire,  the 
thirst  .  .  .  the  fervent  longing,  are  the  be-all 
and  the  end-all."  And  elsewhere  (in  A  Way 
of  Life)  he  suggests  that  we  need  not 
worry  about  tomorrow:  "Change  that  hard 
saying  'Sufficient  unto  the  day  is  the  evil 
thereof  into  'the  goodness  thereof,'  since 
the  chief  worries  of  life  arise  from  the  fool- 
ish habit  of  looking  before  and  after."  Fin- 
ally. Osier's  "Science  and  Immortality"  in- 
quires into  the  depth  of  a  man's  soul  and 
seeks  his  higher  destiny.  Not  an  argument 
in  favor  of  immortality — for  Osier's  scienti- 
fic viewpoint  betrays  doubt — it  is  a  plea  for 
belief  in  immortality  in  which  he  concludes 
he  would  rather,  like  Cicero,  be  wrong  with 
Plato  than  right  with  those  who  deny  life 
after  death. 

In  referring  to  Osier's  "generous  wisdom 
and  infectious  enthusiasms  delightfully  ex- 
pressed," Christopher  Morley  writes:  "His 
lucid  and  exquisite  prose,  with  its  extraor- 
dinary wealth  of  quotation  from  literature 
of  all  ages,  and  his  unfailing  humor  and 
tenderness,  put  him  in  the  first  rank  of  di- 
dactic essayists." 

William  White 
Detroit,  Michigan. 
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AFTER  TEN  YEARS 
This  issue  of  the  North  Carolina  Medi- 
cal Journal  marks  the  end  of  its  first 
decade  of  continuous  existence.  Partly  as  a 
sentimental  gesture  and  partly  out  of  curi- 
osity, a  few  comparisons  have  been  drawn 
between  volume  1,  number  1  and  volume  10, 
number  12. 

The  present  issue  presents  a  good  deal 
more  colorful  appearance  than  the  first  one. 
The  cover  of  volume  1,  number  1  was  so 
uncluttered  as  to  appear  almost  bare.  At 
the  suggestion  of  the  late  Dr.  Fred  Hanes, 
the  type  was  enlarged  and  a  few  more  lines 
were  added  on  the  cover  of  the  second  issue. 
The  design  then  remained  essentially  un- 
changed until  November,  1948,  when  finan- 
cial considerations  dictated  the  decision  to 
accept  a  half-page  advertisement  for  the 
cover.  After  a  little  experimentation,  the 
present  two-color  design  carrying  a  map  of 
North  Carolina  was  evolved. 

There  is  little  difference  in  the  thickness 


of  the  two  issues.  The  first  issue  contained 
84  pages — 64  of  reading  matter  and  20  of 
advertising.  Of  the  90  pages  in  the  present 
issue,  58  contain  reading  matter  and  32  ad- 
vertisements. It  is  a  healthy  sign  that  the 
average  number  of  advertising  pages  has  al- 
most doubled  since  the  first  year,  and  the 
amount  of  reading  matter  compares  favor- 
ably with  most  other  state  journals.  Another 
healthy  sign  is  that  the  circulation  has  in- 
creased from  1854  in  1940  to  2887  in  De- 
cember, 1949. 

The  format  has  remained  essentially  the 
same  over  the  past  ten  years.  Quite  a  few 
departments  have  been  added,  and  a  few 
subtracted  from  time  to  time.  The  case  re- 
ports, which  in  the  first  issue  were  printed 
in  eight  point  type  following  the  editorials, 
are  now  included  in  the  section  of  original 
articles,  and  are  printed  in  ten  point  type 
except  when  they  are  part  of  a  longer 
article. 

Three  members  of  the  original  editorial 
board— Dr.  Paul  McCain,  Dr.  Fred  Hanes, 
and  Dr.  T.  W.  M.  Long,  business  manager — 
have  been  lost  by  death.  Their  places  are 
now  filled  by  Dr.  Ernest  Furgurson.  Dr. 
W.  M.  Nicholson,  and  Mr.  J.  T.  Barnes.  Two 
others.  Dr.  Reece  Berryhill  and  Dr.  C.  C. 
Carpenter,  have  resigned  and  have  been  suc- 
ceeded by  Dr.  John  Borden  Graham  and  Dr. 
George  T.  Harrell.  Drs.  Paul  Ringer,  Hubert 
Royster,  and  Wingate  Johnson,  editor,  have 
served  continuously  on  the  board  since  it 
was  first  organized.  Miss  Catherine  John- 
son, who  began  as  secretary  to  the  editor, 
has  been  assistant  editor  of  the  Journal 
since  June,  1940. 

Contributors  to  the  first  issue  included 
Drs.  J.  Buren  Sidbury,  Carl  V.  Reynolds, 
Boyd  Harden,  Hamilton  McKay,  J.  C.  Knox, 
James  H.  McNeill,  W.  M.  B.  Brown,  and 
Robert  L.  McJIillan.  Most  of  the  scientific 
articles  were  those  which  had  been  read  be- 
fore the  State  Society  at  its  meeting  in  May, 
1939   (the  memorable  cruise  to  Bermuda). 

The  first  editorial  outlined  the  policies  of 
the  North  Carolina  Medical  Journal: 

"The    mission    of    the    North    Carolina     Medical 

Journal  is  to  serve  as  a  medium  for  North  Carolina 
doctors  to  use  in  exchanging  ideas;  as  a  purveyor 
of  worthwhile  medical  information,  whether  from 
our  o^Yn.  members  or  from  guest  speakers  and  wint- 
ers; as  a  means  of  contact  between  the  president, 
the  secretary,  and  other  officers  and  members  of 
the  society;  as  a  permanent  record  of  research  by 
society  members;  and  as  a  news  letter  about  the 
interesting  doings  of  North  Carolina  doctors  .  .  . 
"For  its  material,  the  journal  must  depend  upon  a 
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number  of  sources.  All  papers  read  before  the  State 
Society  are,  of  course,  its  property;  but  these  will 
not  be  nearly  enough.  We  hope  to  get  some  valuable 
contributions  from  guest  speakers  who  come  to  our 
state.  We  also  expect  to  use  the  best  of  the  papers 
read  at  district  and  county  meetings.  We  shall  de- 
pend upon  our  medical  schools  and  our  hospitals  for 
reports  of  worthwhile  clinics,  clinico-pathological 
conferences,  and  research  work.  Last,  but  by  no 
means  least,  we  shall  look  to  the  individual  doctors 
throughout  the  state  for  instructive  case  reports 
and  interesting  news  notes." 

In  the  years  that  have  passed,  a  conscien- 
tious effort  has  been  made  to  carry  out  these 
policies.  One  disappointment  has  been  the 
failure  to  obtain  a  clinicopathologic  confer- 
ence for  each  issue  of  the  Journal.  Another 
has  been  the  paucity  of  news  items  sent  in 
by  the  secretaries  of  county  societies.  It  is 
hoped,  however,  that  the  high  caliber  of 
scientific  articles  submitted  and  published 
has  made  up  to  some  extent  for  these  defi- 
ciencies. 

Constructive  criticisms  from  members  of 
the  Society  and  other  subscribers  have  al- 
ways been  sought  and  welcomed.  As  the 
first  editorial  stated,  "We  want  every  mem- 
ber of  the  Medical  Society  of  the  State  of 
North  Carolina,  veteran  or  fledgling,  col- 
lege professor  or  intern,  to  feel  that  the 
North  Carolina  Medical  Journal  belongs 
to  him.  It  is  the  organ  of  the  whole  Society, 
and  its  success — let  us  not  suggest  any  other 
outcome — depends  upon  the  wholehearted 
co-operation  of  the  entire  membership." 


DR.  EVERETT  B.  LATTIMORE 
HONORED 

One  of  the  greatest  tributes  ever  paid  a 
doctor  came  to  Dr.  Everett  B.  Lattimore  of 
Shelby  on  December  1,  when  the  Shelby 
Chamber  of  Commerce  and  Merchants  As- 
sociation joined  with  the  Cleveland  County 
Medical  Society,  the  Kiwanis  Club  of  Shelby, 
and  the  Boiling  Springs  Progressive  Club  in 
honoring  him  for  the  more  than  fifty  years 
that  he  has  practiced  in  the  community. 
More  than  300  representative  citizens  at- 
tended the  annual  dinner  meeting  of  the 
Chamber  of  Commerce  in  the  Gardner  Me- 
morial Building  of  the  Gardner-Webb  Col- 
lege in  Boiling  Springs.  The  toastmaster 
was  Mr.  Holt  McPherson,  managing  editor 
of  the  Shelby  Stni-.  After  the  invocation  by 
Rev.  Frank  Jordan,  the  audience  was  wel- 
comed on  behalf  of  the  college  by  Rev.  John 
Suttle.  Dr.  Wyan  Washburn  then  introduced 
Dr.  Wingate  Johnson,  who  paid  a  tribute  to 


Dr.  Lattimore  as  the  embodiment  of  the 
family  doctor — the  type  portrayed  by  Ian 
Maclaren  in  "A  Doctor  of  the  Old  School." 

The  climax  of  the  occasion  came  when 
Senator  Hoey,  in  an  address  made  more 
eloquent  by  its  obvious  sincerity,  presented 
Dr.  Lattimore  a  beautiful  silver  service  on 
behalf  of  the  Chamber  of  Commerce.  Sen- 
ator Hoey  described  him  as  old  "only  in  the 
sense  that  he  possessed  old  time  honesty, 
faith,  courage,  and  the  affectionate  e.steem 
of  all  of  Cleveland  County  which  regarded 
him  as  its  model  citizen." 

Prior  to  this  meeting,  one  day  of  the 
Cleveland  County  Fair  was  designated  as 
"Lattimore  Day."  Several  hundred  of  the 
nearly  3000  babies  Dr.  Lattimore  has  deliv- 
ered came  to  do  him  honor,  and  friends  and 
patients  presented  him  with  a  new  Ford 
sedan. 

Needless  to  say,  Dr.  Lattimore  is  the 
unanimous  choice  of  Cleveland  County  for 
the  1950  General  Practitioner's  Award. 
Whether  he  is  selected  for  this  or  not,  he 
will  doubtless  cherish  the  outpouring  of  af- 
fection from  his  own  patients,  friends,  and 
colleagues  more  than  he  would  the  national 
award.  Those  who  have  read  the  Auto- 
biography OF  Will  Rogers  may  recall  that 
the  greatest  thrill  of  his  life  was  the  ovation 
given  him  when  he  made  his  first  stage  ap- 
pearance in  his  home  town  in  Oklahoma.  No 
doubt  Dr.  Lattimore  will  agree  with  Will's 
statement:  "Pick  out  a  million  people  and 
ask  them  where  they  would  rather  be 
thought  well  of,  and  they  will  say,  'Back 
Home.'  "  Now  Dr.  Lattimore  knows  what 
his  home  folks  think  of  him;  and  that  knowl- 
edge is  a  rich  reward  for  all  that  he  has 
done  for  them  in  the  past  fifty-odd  years. 

:!:  :f;  ^  ^ 

"LIFE  AMONG  THE  DOCTORS" 

The  irrepressible  Paul  de  Kruif,  Ph.D., 
has  been  writing  on  medical  subjects  for 
many  years.  Perhaps  the  best  description 
of  his  work  was  given  some  years  ago  by 
another  prolific  writer  on  scientific  subjects: 
"Paul  de  Kruif  has  shown  great  facility  for 
writing,  in  the  breathless  diction  of  a  female 
gossip  with  the  asthma,  dramatic  but  often 
singularly  inaccurate  books  which  sell  well, 
please  the  public,  but  certainly  degrade 
science."'!' 

1.    Hardins,    T.   S.:   The  Degradation   of   Science,    New   York, 
Farrar  &   Rinehart,    1931. 
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De  Kruif's  latest  product  is  called  Life 
Among  the  Doctors.  It  is  reviewed  in  the 
"Book  Review  Section"  of  the  New  York 
Times  for  October  16  by  Waldemar  Kaempf- 
fert,  ^yho  is  science  editor  of  the  Times.  Mr. 
Kaempffert  takes  advantage  of  the  oppor- 
tunity to  give  Dr.  de  Kruif  a  plug,  and  at 
the  same  time  give  the  medical  profession  a 
kick  in  the  pants.  He  says  that  the  book 
"will  stir  up  resentment  in  medical  circles  .  .  .  and 
confirm  the  suspicions  of  unci'itical  lay  readers  that 
org-anizfrd  medicine  throttles  the  pioneers  who  dis- 
cover ways  of  treating  hitherto  intractable  diseases. 

".  .  .  It  is  a  well-worn  saying  that  it  takes  ten 
years  to  get  a  new  and  approved  method  of  diagno- 
sis or  treatment  into  a  medical  textbook  and  ten 
years  to  get  it  out  after  it  is  outmoded.  .  .  de  Kruif 
.  .  .  has  courageously  exposed  the  ignorance,  prej- 
udice and  injustice  that  have  too  often  blocked 
medical  progress." 

Mr.  Kaempffert  is  quite  right  when  he 
says  of  de  Kruif  that  "his  writings  spurred 
tens  of  thousands  to  ask  their  doctors  why 
they  were  not  using  the  remedies  and  tech- 
niques that  he  extols."  He  is  not  altogether 
fair,  however,  when  he  says  that  "Doctors 
dislike  such  prodding  if  for  no  other  reason 
than  most  of  them  are  too  busy  to  read  med- 
ical journals."  Doctors  find  it  difficult  to 
convince  their  patients  that  many,  if  not 
most,  of  the  remedies  prescribed  by  Dr.  de 
Kruif  have  not  yet  been  tried  long  enough 
to  be  trustworthy,  and  that  some  mav  be 
positively  dangerous,  as  in  the  case  of  his 
carbolic  acid-camphor  mixture  for  athlete's 
foot,  or  Ertron  for  arthritis. 

The  cliche  that  it  takes  ten  years  to  get  a 
new  method  into  a  medical  textbook  and  ten 
years  to  get  an  outmoded  one  out  is,  it  must 
be  admitted,  justified  in  only  too  many  in- 
stances. It  should  be  remembered,  however, 
that  sulfanilamide  was  not  introduced  until 
1936,  and  that  most  of  the  other  sulfona- 
mides have  come  out  within  the  past  decade. 
Moreover,  doctors  have  a  reason  for  not  be- 
ing as  enthusiastic  about  new  remedies  as  is 
Dr.  de  Kruif,  who  personally  sponsored  at 
least  two,  if  not  three,  sure-fire  cures  for 
arthritis  within  five  years.  This  reason  was 
well  stated  in  a  scientific  article  by  Mr. 
Kaempffert  in  the  same  issue  of  the  Times 
that  carried  his  review  of  de  Kruif's  book. 
This  article,  entitled  "Dangers  in  the  Use  of 
Cortisone,"  contained  the  following  sentence: 
"So  whenever  a  new  drug  is  discovered  with 
astonishing  properties,  cautious  and  skepti- 
cal physicians  wonder  whether  the  benefits 
that  follow  its  administration  may  not  be 
accompanied  by  evils  worse  than  the  afflic- 
tion itself." 


THE  MEDICAL  PROFESSION 
MISREPRESENTED 

It  is  unfortunate  that  newspaper  readers 
are  more  interested  in  the  sensational  than 
in  the  truthful  aspects  of  a  story.  In  speak- 
ing to  the  Conference  of  Secretaries  and 
p]ditors  in  Chicago,  John  L.  Bach,  Director 
of  Press  Relations  of  the  A.M. A.,  told  about 
an  English  girl  who,  with  her  mother,  was 
visiting  in  Danville,  Ohio.  According  to  a 
story  taken  from  an  English  newspaper,  the 
girl  became  ill  and  was  taken  to  a  doctor, 
who  told  the  mother  that  unless  she  could 
pay  $6.00  a  day  for  streptomycin,  she  might 
as  well  go  and  buy  a  casket  for  her  daugh- 
ter. The  news]iaper  story  ended  there,  but 
a  medical  investigation  revealed  that  the 
young  lady  had  been  found  to  have  tubercu- 
losis :  that  she  had  consulted  a  woman  doc- 
tor, through  whose  influence  a  church  con- 
gregation had  paid  for  her  treatment  until 
she  could  be  admitted  to  a  sanatorium ;  and 
that  the  doctor  had  herself  paid  for  the  am- 
bulance to  take  the  girl  to  the  sanatorium. 
When  the  girl  was  asked  why  her  mother 
bad  given  such  a  false  re]3ort  to  the  English 
press,  she  replied  that  her  mother  was  a 
Socialist  (and  evidently  believed  that  the 
end  justified  the  means). 

A  somewhat  similar  story,  emanating 
from  Greensboro,  was  given  by  the  Associ- 
ated Press  to  the  papers  of  November  12.  A 
fund  is  being  raised  by  the  Junior  Chamber 
of  Commerce  in  Greensboro  "to  save  the  life 
of  Phyllis  Carter,  Greensboro's  six-year-old 
'blue  baby,'  "  since  "the  child's  family  can't 
afford  an  operation  which  may  cost  as  much 
as  $2,000."  The  final  paragraph  stated  that 
it  is  hoped  to  send  Phyllis  to  the  Johns  Hop- 
kins Hospital  in  Baltimore  for  the  operation. 

This  outburst  of  generosity  on  the  part  of 
Greensboro's  citizens  is  commendable ;  but 
is  it  necessary?  The  same  type  of  operation 
is  done  fairly  often  at  hospitals  in  this  state 
which  are  much  nearer  to  Greensboro;  and 
many  of  them  are  done,  in  the  case  of  pa- 
tients unable  to  pay,  without  charge.  The 
story  leaves  two  false  impressions :  one, 
that  a  surgeon  would  let  a  patient  die  for 
lack  of  money;  the  other,  that  patients  will 
have  to  leave  North  Carolina  for  highly 
specialized  treatments,  either  surgical  or 
medical. 
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PUBLIC  RELATIONS  COMMITTEE 

MEDICAL  SOCIETY  NAMES   PUBLIC 
RELATIONS  DIRECTOR 

Dr.  G.  Westbrook  Murphy,  president  of 
the  Medical  Society  of  the  State  of  North 
Carohna,  announced  recently  the  appoint- 
ment of  LeRoy  Hill  Cox  to  the  newly  created 
post  of  Director  of  Public  Relations  for  the 
Society. 

The  appointment  of  Mr.  Cox  marks  the 
first  time  the  Medical  Society  has  had  a 
full-time  public  relations  director.  He  as- 
sumed his  new  duties  on  November  28. 

Before  joining  the  staff  of  the  JTedical 
Society,  Mr.  Cox  served  as  Director  of  Pub- 
lic Relations  and  Alumni  Affairs  at  Wof- 
ford  College,  Spartanburg,  South  Carolina. 

A  veteran  of  World  War  11,  Mr.  Cox  left 
his  position  as  Dean  of  Wofford  College  to 
enter  the  armed  services,  serving  through- 
out the  war  in  the  United  States  Air  Force. 
He  was  discharged  as  a  lieutenant  colonel. 

Mr.  Cox  has  had  considerable  and  varied 
experience  as  a  public  relations  executive. 
Except  for  the  war  years,  he  was  Dean  and 
Director  of  Public  Relations  at  Wofford  Col- 
lege from  1939  until  his  resignation  in  No- 
vember. 

Before  joining  the  faculty  of  the  South 
Carolina  Methodist  College,  Mr.  Cox  was 
Superintendent  of  Public  Schools  in  Rich- 
burg,  South  Carolina,  Superintendent  of 
Bailey  Military  Academy  of  Greenwood, 
South  Carolina,  and  Assistant  to  the  Presi- 
dent of  Lander  College,  also  in  Greenwood, 
South  Carolina. 

After  leaving  the  Army  Air  Force,  Mr. 
Cox  was  appointed  Special  Assistant  and 
later  Executive  Assistant  in  the  office  of 
the  Administrator  of  the  War  Assets  Ad- 
ministration, located  in  Washington,  D.  C. 
He  returned  to  the  Spartanburg  college  in 
August.  1948,  after  a  six  year  leave  of  ab- 
sence. 

A  native  of  Abbeville,  South  Carolina,  Mr. 
Cox  attended  Wofford  College  in  Spartan- 
burg, South  Carolina,  and  Peabody  College 
in  Nashville,  Tennessee. 


Upon  his  arrival  in  Raleigh,  Mr.  Cox 
stated  that  it  would  be  his  objective  to  carry 
out  the  program  set  forth  by  the  Medical 
Society's  Public  Relations  Committee  and 
its  officers. 

His  first  move  will  be  the  establishment 
and  organization  of  the  Public  Relations 
Office  in  Raleigh.  He  intends  to  study  the 
programs  initiated  by  other  state  groups, 
and  in  the  course  of  this  study  will  visit  sev- 
eral associations  in  other  states. 

In  order  to  coordinate  more  fullj-  the  pub- 
lic relations  structure  throughout  North 
Carolina,  he  plans  within  the  very  near 
future  to  visit  each  of  the  county  medical 
societies  . 


CORRESPONDENCE 


The  members  of  the  Public  Relations  Committee 
are  Dr.  Donald  B.  Koonce,  chairman.  Dr.  Amos  N. 
Johnson,  and  Dr.  John  S.  Rhodes. 


RESOLUTION  ON  NURSING 
EDUCATION 

Davis   Hospital 

Statesville,  N.  C. 
December  4,  1949 
To  the  Editor: 

Enclosed  is  a  resolution  passed  unani- 
mously by  the  Iredell-Alexander  County 
Medical  Society  at  its  meeting  on  December 
8.  I  hope  you  will  publish  this  in  the  next 
edition  of  the  Journal. 

Sincerely   yours, 
James  W.   Davis,   M.D. 

WHEREAS,  in  a  recent  renort  entitled  Nursing 
For  The  Future  by  Esther  Lucile  Brown,  Ph.D., 
radical  recommendations  were  made  which  would, 
if  adopted,  drastically  change  the  present  educa- 
tional system  for  nurses,  close  all  hospital  nursina; 
schools  not  affiliated  with  a  University,  and  divide 
the  nursing  profession  into  two  groups,  the  "profes- 
sional" nurse  with  a  college  degree,  and  the  "prac- 
tical nui'se"  with  8-12  months'  training,  with  event- 
ual elimination  of  the  present  three-year  graduate 
nurse;  and 

WHEREAS,  it  is  the  opinion  of  this  society  that 
the  adoption  of  the  suggested  program  would  mean 
a  reduction  in  the  quality  and  quantity  of  nursing 
care  available  for  the  public;   and 

WHEREAS,  the  leadership  of  certain  national 
nursing  organizations  has  established  a  committee 
known  as  the  National  Committee  for  the  Improve- 
ment of  Nursing  Services  for  the  purpose  of  plac- 
ing into  effect  the  recommendations  contained  in 
the  Browm  Report;  and 

WHEREAS,  this  committee  has  already,  without 
any  legal  authority,  purported  to  classify  nursing 
schools  by  means  of  information  gained  through 
questionnaires  and  otherwise  and  proposes  to  pub- 
lish and  give  wide  distribution  to  a  national  list  of 
schools  approved  or  accredited  by  this  organization, 
and  in  such  manner,  by  exerting  'social  pressure', 
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hinder,  impede,  and  obstruct  other  schools  of  nurs- 
ing in  the  recruitment  of  nursing:  students  and  thus 
cause  eventual  closing  of  such  schools,  all  complete- 
ly without  regard  to  the  accreditation  of  schools  by 
the  respective  states  in  which  they  are  located;  and 

WHEREAS,  it  is  the  information  of  this  society 
that  19  out  of  40  nursing  schools  in  North  Carolina 
and  approximately  225  in  the  United  States  are  not 
on  the  approved  list  of  National  Committee  for  the 
Improvement  of  Nursing  Sei-vices  and  scheduled  to 
be  closed  if  sufficient  pressure  can  be  brought  to 
bear  to   prevent  enrollment  of  new  students;   and 

WHEREAS,  the  closins'  of  hospital  nursini 
schools  which  have  heretofore  been  satisfactory  at 
a  time  when  new  hospitals  are  being  constructed 
and  nurses  are  in  increasing  demand  to  staff  these 
new  institutions  would  be  a  national  tragedy;  and 

WHEREAS,  it  is  the  understanding  of  this  societv 
that  the  National  Committee  for  the  Imnrovement 
of  Nursing  Services  was  one  of  the  principal  snon- 
sors  of  recent  federal  legislation  to  give  financial 
aid  to  those  schools  of  nursing,  medicine,  osteopfithv, 
hospital  administration,  and  perhaps  others  which 
were  to  be  accredited  bv  an  agency  or  aeencies  an- 
Droved  by  the  Surgeon  General  of  the  Public  Health 
Service,  and  it  is  the  further  understandinff  of  this 
society  that  this  particular  federal  legislation  wa« 
indorsed  by  officers  of  the  North  Carolina  Nurses' 
Association;  and 

WHEREAS,  prominent  officials  of  tho  United 
States  Public  Health  Service,  e.g..  Lucile  Retry, 
Assistant  Surs'eon  General  and  Chief  Nurse  Officer, 
and  Pearl  Melver,  are  key  figures  on  the  Copimit- 
tee  for  the  Imnrovement  of  Nursing  Services  and 
other  health  officials  have  narticipated  in  numerous 
work  conferences  in  the  development  of  this  new 
nursing  program;  and 

WHEREAS,  it  is  the  opinion  of  this  societv  that 
the  whole  plan  for  the  creation  of  an  unauthorized 
national  accrediting  agency  for  schools  of  nursing 
and  for  federal  donations  to  professional  schools 
which  are  approved  by  an  accrediting  agency  recno-- 
nized  by  the  Surgeon  General  of  the  Public  Health 
Service  is  a  part  of  a  pre-conceived  design  to  secure 
control  over  a  portion  of  the  nursing  and  medical 
field  through  regulations  of  its  educational  pro- 
cesses, and  that  such  proposals  together  with  finan- 
cial aid  from  the  federal  government  are  entering 
wedges  for  the  development  of  a  compulsory  health 
insurance  program  for  the  United  States  and  the 
eventual  socialization  of  the  medical,  dental,  nurs- 
ing and  other  professions; 
NOAV.  THEREFORE,  BE  IT  RESOLVED: 

1.  That  the  Iredell-Alexander  County  Medical  So- 
cietv go  on  record  as  opposing  the  creation  of  a 
national  accrediting  agency  for  schools  of  nursing; 
that  this  society  deplores  the  publication  and  dis- 
tribution of  any  purported  national  list  of  approved 
and  accredited  schools  of  nursing  bv  an  unauthor- 
ized agency  for  the  purnose  of  interfering  with  and 
impeding  recruitment  of  student  nurses  in  hospital 
schools  of  nursing,  and  thus  cause  the  possible  clos- 
ing of  many  such  schools  of  nursing;  that  this  so- 
ciety strongly  condemns  any  action  of  state  or 
national  nursing  organizations  which  has  the  effect 
of  endorsing,  expressed  or  imnlied.  the  closing  of 
any  hospital  schools  accredited  by  their  respective 
states. 

2.  That  the  Iredell-Alexander  Countv  Medical  So- 
ciety believes  in  reasonable  standards  for  all  schools 
engaged  in  the  training  and  education  of  nurses  and 
feels  that  the  general  public  welfare  should  be  para- 
mount in  the  setting  of  such  standards,  and.  to  that 
end,  this  society  proposes  that  there  be  a  re-organi- 
zation of  the  Board  of  Nurse  Examiners  and  the 
Joint  Committee  on  Standardization  of  North  Caro- 
lina in  order  that  there  might  be  a  more  eauitable 
representation  of  the  public  interest  on  these  boards. 


3.  That  the  Iredell-Alexander  County  Medical  So- 
ciety strongly  opposes  federal  aid  to  schools  of  med- 
icine, osteopathy,  nursing,  and  other  allied  profes- 
sions as  proposed  in  recent  legislation  as  such  finan- 
cial aid  would  undoubtedly  lead  to  regulation  and 
control  by  the  federal  government. 

4.  That  the  Iredell- Alexander  County  Medical  So- 
ciety go  on  record  as  strongly  condemning  the  ef- 
forts of  certain  groups  toward  socialization  of  the 
nursing,  dental  and  medical  professions;  that  this 
society  further  condemns  the  unrestrained  activity 
of  paid  government  employees  in  encouraging  and 
fostering  interference  by  the  federal  government  in 
the  fields  of  nursing  and  medicine;  that  this  society 
unreservedly  opposes  the  compulsory  health  insur- 
ance plan  advocated  by  Federal  Security  Adminis- 
trator Oscar  R.  Ewing  and  calls  upon  all  thinking 
citizens  to  fight  this  proposal  with  all  strength  at 
their  command;  that  nursing  and  medical  care  in 
America  is  recognized  to  be  far  superior  to  that  in 
any  other  land  and  certainly,  with  that  record,  this 
is  no  time  to  engage  in  wild  experimentation  with 
the  health  and  lives  of  the  American  people. 


PHYSICIAN   WANTED   FOR   EYE.   EAR, 
NOSE,   AND   THROAT   WORK 

Associate  wanted  in  an  established  eye,  ear. 
nose  and  throat  practice  of  long  standing  in 
excellent  eastern  North  Carolina  city.  Direct 
replies  to  P.  O.  Box  1606,  Raleigh,  North 
Carolina. 


DOCTOR,   DENTIST,   AND   PHARMACIST 
WANTED 

There  is  an  excellent  opening  for  a  good 
medical  doctor,  a  licensed  pharmacist,  and  a 
dentist  in  a  good  town  in  Bladen  County, 
North  Carolina.  New  office  building  in  the 
most  desirable  business  section. 
If  interested,  see  or  write 

A.  G.  McDougald,  Sr. 

Box  281 

Clarkton,  N.  C. 


ELECTROCARDIOGRAM    FOR   SALE 
FOR     SALE:      1941     model     "Simpli-Trol" 
Cambridge       Electrocardiogram.       Excellent 
Condition.  .$.300.00. 

Address  "GH" 

P.  O.  Box  456 

Winston-Salem,  N.  C. 


Biographical  Data  on  Dr.  Ashe  Wanted 

Physicians  who  have  in  their  possession  informa- 
tion pertaining  to  Dr.  Edmund  Fontaine  Ashe  of 
Wadesboro  are  invited  to  communicate  with  Dr. 
Lytt  I.  Gardner  of  the  University  of  North  Caro- 
lina School  of  Medicine  at  Chapel  Hill.  Dr.  Gardner 
is  collecting  biographical  data  on  this  Anson  County 
physician  of  Civil  War  days  who  pioneered  in  the 
use  of  intravenous  therapy. 
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PRESIDENT'S  MESSAGE 

A   QUESTION  OF   SURVIVAL 

A  bulletin  issued  from  the  Washington  of- 
fice of  the  A.M. A.  on  November  25.  1949, 
carries  the  f  ollo\ving  item :  "President  Tru- 
man has  just  announced  that  he  is  sending 
Federal  Security  Administrator  Oscar  Ewing 
to  study  health  programmes  in  England,  Ire- 
land, Sweden,  Switzerland.  Italy,  and  Israel 
in  that  order  .  .  .  The  President  expects  to 
press  his  health  insurance  program  in  the 
next  session  of  Congress,  and  has  asked  Mr. 
Ewing  to  take  plenty  of  time  in  studying  the 
plans  of  the  several  governments,  esnecially 
that  of  Great  Britain,  in  order  that  he  mav 
be  better  able  to  support  the  insurance  bill 
from  his  knowledge  of  the  experiences  of 
other  countries.  The  President  also  an- 
nounced that  he  will  resubmit  to  Congress 
proposals  for  a  new  Department  of  Welfare 
which  will  include  the  activities  now  em- 
braced under  the  Federal  Security  Agency. 
—J.  S    L." 

Those  who  would  destroy  our  system  of 
free  enterprise  and  force  this  nation  into  so- 
cialism, beginning  with  medicine,  are  more 
determined  and  more  confident  now  than 
ever  before. 

It  may  be  that  as  a  final  defense  the  phy- 
sicians of  the  United  States  must  refuse  to 
participate  in  compulsory  health  insurance 
or  any  other  governmental  plan  of  medical 
care.  In  preparation  for  that  unhappy  day 
Dr.  Monroe  Gilmour  of  Charlotte  is  leading 
a  campaign  to  enlist  a  majority  of  North  Car- 
olina doctors  as  members  of  the  Association 
of  American  Physicians  and  Surgeons.  The 
members  of  that  entirely  dignified  and  trust- 
worthy organization  have  pledged  themselves 
to  non-participation. 

In  the  meantime,  the  Medical  Society  of 
the  State  of  North  Carolina  must  everlast- 
ingly remember  that  we  are  now  governed  by 
bureaus  and  minority  groups.  To  fail  to  util- 
ize every  legitimate  means  in  defense  of  free 
medical  practice  would  be  "foolhardy"  in- 
deed. There  is  desperate  need  for  machinery 
which  can,  within  a  few  hours,  inform  our 
congressional  delegation  of  the  reaction  of 
their  constituents  to  proposed  health  and  al- 
lied   legislation. 


By  unanimous  vote  the  Executive  Com- 
mittee has  directed  the  Legislative  Commit- 
tee to  perfect  an  organization  in  all  counties 
and  congressional  districts  which  can  pro- 
vide direct  and  friendly  contact  with  our 
senators,  congressmen,  and  state  legislators, 
and — -even  more  important  —  ascertain  the 
viewpoints  of  all  candidates  for  these  offices 
before  election.  This  information  will  be  kept 
on  file  and  will  be  made  available  to  physi- 
cians and  their  friends  throughout  the  state. 

Dr.  George  Paschal  of  Raleigh,  a  member 
of  the  Legislative  Committee,  has  assumed 
the  leadership  in  establishing  this  educative 
and  protective  organization.  He  and  the  Sec- 
retary of  Public  Relations  will  call  upon 
many  members  of  the  Medical  Society  of  the 
State  of  North  Carolina  for  advice  and  vig- 
orous aid.  Those  who  love  liberty,  who  be- 
lieve in  our  system  of  practice,  and  who  feel 
their  great  responsibility  to  the  public  will 
give  themselves  to  the  ta.sk  without  reserva- 
tion. 

G.  W.  Murphy,  M.D. 


Watts  Hospital  Symposium 

The  Seventh  Annual  Watts  Hospital  Medical  and 
Surgical  Symposium  will  be  conducted  in  the  Watts 
Hospital  and  Carolina  Theater  in  Durham  on 
Wednesday  and  Thui-sday,  February  15  and  16,  1950. 
The  following  men  will  participate  in  the  program: 

M.  Edward  Davis,  I\I.D.,  .Joseph  Bolivar  DeLee  Pro- 
fessor of  Obstetrics  and  Gynecology,  University 
of  Chicago,  Chicago,  Illinois. 

T.  Hale  Ham,  M.D.,  Thorndike  Memorial  Labora- 
tory, The  Boston   City  Hospital,  Boston,   Mass. 

Donald  S.  King,  M.D.,  Physician,  Massachusetts 
General  Hospital,  Boston,  Mass. 

Robert  Linton  M.D.,  Massachusetts  General  Hos- 
pital,  Boston,   Mass. 

Richard  Overholt,  JLD.,  Clinical  Professor  of  Sur- 
gery, Tufts  College  Medical  School,  Boston, 
Mass. 

M.  C.  Sosman,  M.D.,  Professor  of  Radiology,  Har- 
vard  Medical    School,   Boston,   Mass. 

Shields  Warren,  M.D.,  Professor  of  Pathology,  Har- 
vard Medical  School,  Boston,  Mass. 

Russell  Haden,  IM.D.,  Former  Chief  of  Medical  Divi- 
sion, Cleveland  Clinic  Foundation  Hospital, 
Crozet.  Va.  (Retired) 

William  Parson,  M.D.,  Professor  of  Medicine,  ITni- 
versity   of   Virginia,    Charlottesville,   Va. 

Wayne  Rundles,  BI.D.,  Associate  in  Medicine,  Duke 
"  University  Hospital,  Durham,  N.   C. 

iMims  Gage,  M.D.,  Professor  of  Clinical  Surgery, 
Tulane  Medical  School,  New  Orleans,  La. 

:\Ialcolm  Dockerty,  M.D.,  Mayo  Clinic,  Rochester, 
Minn. 

Byrd  S.  Leavell,  M.D.,  Assistant  Professor  of  Medi- 
cine, University  of  Virginia  Hospital,  Char- 
lottesville, Va. 


DccembL-r,   194!) 


BULLETIN    BOARD 


G(37 


News  Notes  from  the  University  of 
North  Carolina  School  of  Medicine 

Research  grants  for  the  present  year  include: 
Department  of  Physiology— $14,000  from  the  U.  S. 
Public  Health  Service  to  Dr.  John  H.  Ferguson  for 
research  on  blood  coagulation  and  related  problems; 
$5,500  from  the  National  Heart  Institute  to  Dr. 
Edwin  P.  Hiatt  for  continuation  of  a  study  of  the 
effect  of  cinchona  alkaloids  on  heart  and  circula- 
tion. Department  of  Pathology — $10,700  to  continue 
a  study  of  hemophilia  and  $5,000  in  support  of 
cancer  teaching,  from  the  tl.  S.  Public  Health 
Service.  Department  of  Biological  Chemistry — 
$800  from  Alamance  General  Hospital  for  the  in- 
vestigation of  the  oxalic  acid  content  of  various 
common  foods  and  its  influence  on  the  formation  of 
oxalate  stones.  Department  of  Bacteriology — $3,150 
a  year  for  a  period  of  three  years  from  the  U.  S. 
Public  Health  Service  to  Dr.  Fred  L.  Rights  for  a 
study  of  the  factors  which  increase  the  resistance 
of  a  maturing  host  to  certain  viral  infections.  De- 
partment of  Anatomy  —  transfer  of  a  grant  of 
$4,500  by  the  Jane  Coffin  Childs  Memorial  Fund  for 
Medical  Research  from  Emory  University  to  Dr. 
Charles  W.  Hooker  to  continue  his  cancer  research. 


Postgraduate  medical  courses  sponsored  by  the 
University  School  of  Medicine  and  the  Extension 
Division  have  been  arranged  at  Wilson  beginning 
February  8  with  the  Wilson  County  Medical  Society 
as  co-sponsor,  and  at  Wilmington  beginning  Febru- 
ary 9  with  the  New  Hanover  County  Medical  So- 
ciety as  co-sponsor.  The  programs  are  as  follows: 

AVilson 

February    8 — Practical     Handling     of    the     Anemic 
Patient— Dr.    Russell    L.    Haden, 
Crozet,  Virginia 

Februaiy  22 — Antibiotic  Therapy  in  Virus  and  Rick- 
ettsial   Diseases — Dr.    E.    B.    Schoen- 
bach,  Johns   Hopkins   University, 
Baltimore 

March    1— Pediatrics— Dr.    Charles    F.    McKhann, 
Western  Reserve  University,  Cleveland 

March    8 — Obstetrics — Dr.    William    F.    Mengert, 
Southwestern  Medical  College,  Dallas 

March  1.5 — The  Diagnosis  and  Management  of  Sur- 
gical Disease  of  Stomach  and  Small 
Bowel — Dr.  Howard  A.  Patterson,  Roose- 
velt Hospital,  New  York  City 

March  22 — Management      of      Cardiovascular      and 
Renal   Disease   in    General   Practice — 
Dr.  J.   Edwin   Wood,   University   of  Vir- 
ginia,  Charlottesville 

Wilmington 

February    9 — Practical    Handling   of   the    Anemic 
Patient— Dr.    Russell    L.    Haden 

February  23 — Diseases  of  Liver  and  Gall  Bladder — • 
Dr.  Louis  A.  M.  Krause,  University 
of  Maryland,  Baltimore 

March    2 — Pediatrics — Dr.    Charles    F.    McKhann 

March    9 — Obstetrics — Dr.    William   F.    Mengert 

March  16 — The  Diagnosis  and  Management  of  Sur- 
gical Disease   of   Stomach   and   Small 
Bowel — Dr.   Howard   A.   Patterson 

March  23 — Management     of     Caidiovascular     and 
Renal   Disease   in   General   Practice — 
Dr.  J.  Edwin  Wood 


News  Notes  from  the  Bowman  Gray 

School  of  Medicine  of  Wake 

Forest  College 

Three  promotions  and  the  appointment  of  four 
new  staff  members  at  the  Bowman  Gray  School  of 
Medicine  were  recently   announced. 

Dr.  R.  Winston  Roberts,  Jr.,  who  has  held  the 
position  of  instructor  in  ophthalmology  since 
August,  1948,  was  made  assistant  professor  of  sur- 
gery in  charge  of  ophthalmology. 

Dr.  Marjorie  A.  Swanson  has  been  promoted  from 
the  position  of  instructor  to  that  of  assistant  pro- 
fessor of  biochemistry. 

Dr.  Dorothy  M.  Tuttle  has  been  named  assistant 
professor  of  microbiology  and  immunology,  after 
serving  as  acting  director  of  the  department'  of  bac- 
teriology from  January  1  to  June  30,  1949. 

Dr.  Alfred  W.  Richardson  of  Simpson,  Illinois, 
has  been  appointed  instructor  in  physiology  and 
pharmacology.  He  was  formerly  instructor  in  physi- 
ology at  the  University  of  Iowa. 

Dr.  Benjamin  J.  La\vi-ence,  Jr.,  of  Raleigh  and 
Dr.  Creed  Flannary  jMcFall,  Jr.,  of  West  Hazelton, 
Pennsylvania,  have  both  been  appointed  associates 
in  physiology.  Dr.  Lawrence  is  a  graduate  of  Jeffer- 
son Medical  College  and  Dr.  McFall  of  the  medical 
school  of  George  Washington  University. 

Dr.  Thomas  W.  Simpson,  former  resident  at  the 
Veterans  Hospital  in  Columbia,  South  Carolina,  has 
been  named  instructor  in  preventive  medicine.  He 
is  a  graduate  of  Johns  Hopkins  University  School 
of  Medicine. 


Silver  Anniversary  of  Duke  Endowment 

North  Carolina  hospital  leaders  met  at  Charlotte 
on  November  28  to  pay  tribute  to  the  25-year  phil- 
anthropy of  the  hospital  section  of  the  Duke  Endow- 
ment. An  engraved  scroll,  describing  the  endow- 
ment's "far-reaching  influence  in  the  development 
and  maintenance  of  N.  C.  hospitals,"  was  presented 
to  Duke  Endownnent  officials  on  the  occasion  of  the 
t^^'enty-fifth  anniversary  of  the  endowment,  which 
was  celebrated  December  11.  Prepared  by  a  com- 
mittee of  trustees  of  the  North  Carolina'  Hospital 
Association,  the  scroll  was  presented  to  Dr.  W.  S. 
Rankin,  director  of  the  endowanent's  hospital  sec- 
tion, by  Reid  T.  Holmes,  president  of  the  Hospital 
Association. 


Regional  Meeting  of  the  American 
College  of  Physicians 

The  annual  regional  meeting  of  the  American 
College  of  Physicians  for  the  state  of  North  Caro- 
lina was  held  in  the  amphitheatre  of  the  Bowman 
Gray  School  of  Medicine  in  Winston-Salem  on  Fri- 
day, December  9.  Dr.  Marshall  Brucer,  chairman  of 
the  medical  division  of  the  Oak  Ridge  Institute  of 
Nuclear  Studies:  Dr.  Walter  L.  Thomas,  associate 
professor  of  obsteti'ics  and  gynecology,  Duke  Uni- 
versity School  of  Medicine;  and  Dr.  Paul  Kimniel- 
stiel,  pathologist  at  Charlotte  Memorial  Hospital, 
were  invited  gtiests  who  participated  in  the  pro- 
gram. Other  speakers  were  Dr.  David  Cayer  of 
Winston-Salem,  Dr.  John  Hickam  of  Durham,  and 
Dr.  Charles  W.  Styron  of  Raleigh.  A  clinicopatho- 
logic  conference  was  conducted  by  Dr.  Richard  Z. 
Query  Jr.  of  Charlotte,  and  Dr.   Kimmelstiel. 

Dr.  Paul  F.  Whitaker  of  Kinston,  governor  for 
North  Carolina,  presided  at  the  dinner  meeting, 
when  Dr.  Brucer  discussed  "Radioactive  Isotopes  in 
Medicine." 
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News  Notes  from  the  State  Board 
OF  Health 

There  are  in  North  Carolina  today  17,946  persons, 
including  5,403  babies  and  822  mothers,  who  would 
liave  died  last  year,  if  the  crude  death  rate  and  the 
death  rates  from  certain  specified  diseases  which 
prevailed  in  1920  had  continued. 

The  State  Health  Officer,  Dr.  J.  W.  R.  Norton, 
has  called  attention  to  the  increase  in  diphtheria 
in  North  Carolina  for  the  month  of  October,  1949, 
as  compared  to  October,  1948.  The  monthly  com- 
municable disease  report,  just  released,  shows  128 
diphtheria  case  reports  for  October,  1949,  as  com- 
pared to  61  for  Octobei-,  1948.  For  the  year  to  date, 
1949  is  only  slightly  ahead  of  last  year  in  regard  to 
the  total  "number  of  diphtheria  cases;  however, 
should  the  remaining  months  show  an  increase  sim- 
ilar to  that  of  October,  1949  will  bring  a  consider- 
able increase  in  diphtheria,  as  compared  to  1948. 

Dr.  Norton  stated  that  diphtheria  is  a  prevent- 
able disease.  Children  should  be  immunized  between 
the  ages  of  6  and  9  months.  It  is  usually  necessary 
that  children  immunized  at  this  early  age  receive 
stimulating,  or  booster,  doses  at  about  5  or  6  years 
of  age,  to  assure  that  the  resistance  to  diphtheria 
is  maintained  at  an  adequate  level. 


News  Notes  from  the  North  Carolina 
Tuberculosis  Association 

Mr.  L.  L.  Gravely  of  Rocky  Mount  is  state  chair- 
man of  the  1949  Christmas  Seal  Sale  Campaign. 


Seaboard  Medical  Association 

The  fifty-fourth  annual  meeting  of  the  Seaboard 
Medical  Association  of  Virginia  and  North  Carolina 
was  held  at  Old  Point  Comfort,  Virginia,  December 
6-8.  Among  the  speakers  on  the  program  were  Dr. 
John  C.  Tayloe  of  Washington,  Dr.  J.  A.  Payne  of 
Sunbury,  and  Drs.  C.  W.  Goodwin  and  E.  A.  Ras- 
berry  of  Wilson.  Dr.  F.  P.  Hunter  of  Warrenton 
was  first  vice  president  of  the  association  for  1949, 
and  Dr.  C.  L.  Sawyer  of  Elizabeth  City,  third  vice 
president.  Dr.  John  A.  Payne  of  Sunbury  and  Dr. 
Zack  D.  Owens  of  Elizabeth  City  were  members  of 
the  executive  committee;  Dr.  L.  E.  Sawyer  of  Eliza- 
beth City  served  on  the  membership  committee,  and 
Dr.  Paul  F.  Whitaker  of  Kinston  and  Dr.  John  C. 
Tayloe  of  Washington  on  the  Board  of  Censors. 


Postgraduate  Institute  for  Negro 

Physicians 

Seventy  Negro  physicians  from  all  parts  of  North 
Carolina,  South  Carolina,  Georgia  and  one  from 
Ohio  attended  the  Sixth  Annual  Post  Graduate  In- 
stitute for  Physicians  held  October  11-1.3,  1949  at 
the  Kate  Bitting  Reynolds  Memorial  Hospital  in 
V.'inston-Salem.  Sponsored  by  the  Forsyth  Tuber- 
culosis and  Health  Association,  The  Twin  City  Med- 
ical Society  and  the  Associate  Medical  Staff  of  the 
hospital,  the  three  day  meeting  was  devoted  to  lec- 
tures and  discussions  on  obstetrics,  pediatrics,  tu- 
berculosis, cancer,  and  dental  health. 

Among  the  speakers  on  the  program  were  Drs. 
Katherine  Anderson,  Elizabeth  Conrad.  Robert 
Lawson,  Robert  L.  McMillan,  David  Cayer,  Lloyd 
Thompson,  C.  C.  Carpenter,  Howard  H.  Bradshaw, 
Eben  Alexander,  James  F.  Marshall  and  Felda 
Hightower,  all  of  the  Bowman  Gray  School  of  Medi- 
cine; Drs.  Alvin  F.  Robinson,  Coleridge  M.  Gill  and 
K.  Albert  Harding  of  Howard  University  School  of 
JMedicine;  Drs.  J.  Charles  Jordan,  Jr..  H.  Rembert 
Mallov  and  Joseph  M.  Walker  of  Kate  Bitting 
Reynolds  Memorial  Hospital;  Dr.  H.  Stuart  Willis, 
North  Carolina  Tuberculosis  Sanatorium;  Dr.  H.  H. 
Levine  of  Winston-Salem,  and  Dr.  0.  B.  Singleton, 
Meharry  Medical   College,  Nashville,   Tennessee. 


Corrections  for  the  Directory 

The  following  corrections  have  been  received  for 
the  directory  which  was  published  as  a  supplement 
to  the  August  issue: 

Dr.  Ralph  S.  Morgan,  Sylva — Specialty  shouldbe 
internal  medicine  rather  than  general  practice. 
Dr.  Walter  T.  Tice,  High  Point — Specialty  should 
be  internal  medicine  rather  than  general  prac- 
tice. 


Fifth  District  Medical  Society 

The  annual  fall  meeting  of  the  Fifth  District 
Medical  Society  was  held  at  the  Veterans  Hospital 
in  Fayetteville  on  December  1.  Speakers  on  the 
afternoon  program  were  Drs.  William  M.  Nicholson 
and  Elbert  L.  Persons  of  Durham,  and  Drs.  Ernest 
Yount  and  George  T.  Harrell,  Jr.,  of  Winston-Salem. 
After  a  social  hour  the  dinner  session  was  held  at 
6:30,  with  Dr.  H.  S.  Willis  of  McCain  as  speaker. 

Officers  elected  for  the  coming  year  were  Dr. 
Frank  Ward  of  Lumberton,  alternate  district  coun- 
cilor; Dr.  L.  R.  Doffermyre  of  Dunn,  president- 
elect; Dr.  J.  S.  Hiatt,  Jr.,  of  ilcCain,  re-elected  sec- 
retary-treasurer. The  incoming  president  is  Dr. 
Harry  H.  Summerlin  of  Laurinburg,  who  succeeds 
Dr.  J.  A.  Shaw  of  Fayetteville. 

The  spring  meeting  will  be  held  at  the  State  San- 
atorium at  McCain. 


Seventh  District  Medical  Society 

The  Seventh  District  Medical  Society  met  on  Oc- 
tober 12,  the  afternoon  session  being  held  in  Kan- 
napolis  and  the  banquet  at  Concord.  Speakers  on  the 
afternoon  program  were  Dr.  W.  Russell  Floyd  of 
Concord,  Drs.  W.  T.  Raby  and  Horace  H.  Hodges  of 
Charlotte,  Dr.  N.  E.  Lubchenko  of  Harrisburg,  Dr. 
H.  K.  Herrin  of  Gastonia,  and  Dr.  E.  B.  Lattimore 
of  Shelby.  Dr.  John  H.  McKinnon  of  Concord  gave 
the  invocation  at  the  banquet  meeting.  The  address 
of  welcome  was  given  by  Dr.  Joseph  B.  Johnston, 
Jr.  of  Concord,  and  the  response  by  Dr.  Dennis  B. 
Fox  of  Albemarle.  Guest  speakers  were  Dr.  G. 
Westbrook  Murphy  of  Asheville  and  Dr.  H.  H.  Brad- 
shaw of  Winston-Salem. 

Officers  of  the  Seventh  District  Society  are  Dr. 
C.  F.  Glenn  of  Rutherfordton,  president;  Dr.  M.  A. 
Widenhouse  of  Concord,  vice  president;  and  Dr. 
H.  C.  Thompson  of  Shelby,  secretary.  Dr.  L.  A. 
Crowell,  Jr.,  of  Lincolnton,  is  councilor  for  the  dis- 
trict. Drs.  Fred  T.  Craven  and  Julian  Busby  served 
on  the  local  committee  on  arrangements. 


Carteret  County  Medical  Society 

The  Carteret  County  Medical  Society  held  its  reg- 
ular monthly  dinner  meeting  at  the  Morehead  City 
Hospital  on"  November  14,  with  the  hospital  acting 
as  host.  The  main  feature  of  the  program  was  the 
appearance  of  Mrs.  Alton  Clapp,  Greenville,  N.  C, 
president  of  the  Eighth  District  Nursing  Associa- 
tion, who  discussed  the  pros  and  cons  of  Senate  Bill 
S.1543  now  before  the  Congress  laying  dowai  certain 
regulations  as  to  nurse  training.  Mrs.  Clapp  ex- 
pressed the  opinion  that  this  bill  was  not  in  the 
best  interests  of  the  nursing  profession  or  of  the 
public.  She  also  stated  that  if  the  federal  govern- 
ment got  control  of  the  nursing  profession  the  next 
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step  would  be  the  socialization  of  medicine.  The 
Carteret  County  Medical  Society  voted  to  oppose 
bill  S.1543. 

Dr.  B.  F.  Royal  presented  to  the  society  a  reso- 
lution of  respect  on  the  death  of  Dr.  Leslie  Lee, 
Kinston,  North  Carolina. 

Reported  by  N.  Thomas   Ennett,   M.D. 
Corresponding  Secretary 

Catawba  Valley  Medical  Society 

The  Catawba  Valley  Medical  Society  held  a  dinner 
meeting  in  Hickory  on  December  2.  The  program 
consisted  of  a  talk  by  Dr.  Glenn  R.  Frye  on  "Treat- 
ment of  Intracapsular  Fractures  of  the  Neck  of  the 
Femur"  and  a  recording  of  an  address  on  socialized 
medicine  in  England,  made  before  the  American 
Proctological  Society  on  June  2  by  Dr.  A.  L.  Abel, 
a  prominent  English  surgeon. 


Halifax  County  Medical  Society 

The  Halifax  County  Medical  Society  held  its  reg- 
ular monthly  meeting  in  Roanoke  Rapids  on  Oc- 
tober 14.  A  psychological  film  entitled  "Children  of 
the  City"  was  presented. 


News  Notes 

Dr.  John  Rufus  McCracken,  of  Waynesville,  died 
in  a  hospital  in  Asheville,  on  October  3.  Dr.  Mc- 
Cracken was  one  of  the  foremost  Masons  in  the 
several  branches  of  the  Craft  and  a  leader  in  medi- 
cal and  civic  circles.  He  was  president  of  the  North 
Carolina  Public  Health  Association  in  1918  and  a 
past  president  of  the  Tenth  District  Medical  So- 
ciety. He  was  Haywood  County  Health  Officer  from 
1905  to  1920  with  the  exception  of  two  years,  and 
was  connected  \^^th  the  State  Board  of  Health  in 
the  tonsil-adenoid  clinic  for  several  years. 

In  192.5,  he  was  made  a  fellow  of  the  American 
College  of  Surgeons  and  was  an  honorary  fellow  of 
the  North  Carolina  Medical  Society.  He  also  was 
secretary  of  the  Haywood  County  Medical  Society 
for  many  years  and  sei-ved  as  president  of  the 
Tenth  District  Medical  Association  and  as  a  mem- 
ber of  the  executive  board  of  the  North  Carolina 
Public  Health  Association.  He  maintained  member- 
ship in  the  American  Medical  Association  for  more 
than  forty  years,  and  was  a  past  president  of  the 
tenth  staff  of  the  Haywood  County  Hospital. 

Dr.  Richard  H.  Ames  has  announced  the  opening 
of  offices  at  1008  Elm  Street,  Greensboro,  for 'the 
practice  of  neurologic  surgery. 

Dr.  Harold  J.  Bradley  has  begun  the  practice  of 
urology  in  Greensboro  at  153  Bishop  Street. 

Dr.    Joseph    M.    Hester    has     opened     offices     in 

Statesville  for  the  practice  of  internal  medicine  and 

allergy. 

*     *     *     * 

Dr.  Richard  T.  Myers,  who  has  recently  been  ap- 
pointed instructor  in  surgery  at  the  Bowman  Gray 
School  of  Medicine,  has  become  affiliated  with  the 
surgical  staff  of  the  school's  Private  Diagnostic 
Clinic.  He  is  engaged  in  the  practice  of  general 
surgery. 

Dr.  Paul  W.  Sanger,  1518  Harding  Place,  Char- 
lotte, has  announced  the  confinement  of  his  practice 
to  thoracic  and  cardiovascular  surgery. 

Dr.  J.  S.  Hiatt,  Jr.,  of  McCain  has  been  elected 
to  full  fellowship  in  the  American  College  of  Phy- 
sicians. 


News  Notes  from  the  American  Medical 
Association 

The  Coordinating  Committee  of  the  National  Ed- 
ucation Campaign  has  selected  Sunday,  February 
12,  1950,  as  the  date  for  a  meeting  in  Chicago  to  be 
attended  by  campaign  workers  from  each  state.  Re- 
ports on  the  progress  and  position  of  the  national 
campaign  will  be  made  and  plans  for  the  crucial 
year  ahead  will  be  discussed  at  that  time. 

Campaign  workers  from  the  states  will  be  hon- 
ored at  a  dinner  at  the  close  of  the  one-day  meeting. 


Fellowships  in  Pediatrics  for  General 
Practitioners 

The  Division  of  Graduate  Medicine  and  the  De- 
partment of  Pediatrics  at  Tulane  Medical  School  in 
New  Orleans  have  collaborated  in  establishing  plans 
for  continuous  training  fellowships  in  pediatrics  de- 
signed particularly  to  meet  the  needs  for  general 
practitioners  from  rural  communities  who  have  a 
major  interest  in  problems  peculiar  to  infants  and 
children. 

Applicants  should  be  less  than  45  years  of  age, 
should  have  been  out  of  medical  school  for  less  than 
ten  years,  and  should  have  practiced  and  have 
planned  to  continue  practicing  in  communities  hav- 
ing less  than  ten  thousand  population.  The  course 
of  study  will  continue  over  a  period  of  not  less  than 
three  months. 

Responsibility  for  arranging  and  paying  for  reg- 
istration, tuition,  and  living  expenses  during  the 
period  of  fellowship  rests  with  the  individual  appli- 
cant or  his  sponsoring  agency.  For  further  infor- 
mation, interested  individuals  or  agencies  should 
correspond  \\ith  the  Director  of  Graduate  Medi- 
cine, Tulane  Medical  School,  1430  Tulane  Avenue, 
New  Orleans,  Louisiana. 


MISSISSIPPI  Valley  Medical  Society  1950 

Essay  Contest 

The  Tenth  Annual  Essay  Contest  of  the  Missis- 
sippi Valley  Medical  Society  will  be  held  in  1950. 
The  Society  will  offer  a  cash  prize  of  $100.00,  a 
gold  medal,  and  a  certificate  of  award  for  the  best 
unpublished  essay  on  any  subject  of  general  medical 
interest  (including  medical  economics  and  educa- 
tion) and  practical  value  to  the  general  practitioner 
of  medicine.  Certificates  of  merit  may  also  be 
granted  to  the  physicians  whose  essays  are  rated 
second  and  third  best.  Contestants  must  be  mem- 
bers of  the  American  Medical  Association  who  are 
residents  and  citizens  of  the  United  States.  The 
winner  'nill  be  invited  to  present  his  contribution 
before  the  Fifteenth  Annual  Meeting  of  the  Missis- 
sippi Valley  Medical  Society  to  be  held  in  Spring- 
field, 111.,  Sept.  27,  28,  29,  1950,  the  Society  reserv- 
ing the  exclusive  right  to  publish  the  essay  first  in 
its  official  publication — the  Mississippi  Valley  Med- 
ical Journal  (incoiTJorating  the  Radiologic  Review). 
All  contributions  shall  be  typewritten  in  English  in 
manuscript  form,  submitted  in  five  copies,  not  to 
exceed  5000  words,  and  must  be  received  not  later 
than  May  1,  1950.  The  winning  essays  in  the  1949 
contest  appear  in  the  January,  1950,  issue  of  the 
Mississippi  Valley  Medical  Journal  (Quincy,  Illi- 
nois). 

Further  details  may  be  secured  from  Harold 
Swanberg,  M.D.,  Secretary,  Mississippi  Valley  Med- 
ical Society,  209-224  W.  C.  U.  Building,  Quincy, 
Illinois. 
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Federal  Security  Agency 

Among  three  new  members  recently  appointed  to 
the  Federal  Hospital  Council  is  Jonathan  Daniels, 
editor  of  The  News  and  Observer,  Raleigh,  North 
Carolina. 


AUXILIARY 


Department  of  Defense 

Merger    of   Armed    Forces    Medical    Journals 
Announced  bj-   Department  of  Defense 

Consolidation  of  the  professional  medical  publica- 
tions of  the  armed  forces  into  a  "U.S.  Armed 
Forces  Medical  Journal"  and  its  supplement,  the 
"Medical  Technicians  Bulletin  of  the  U.  S.  Armecl 
Forces,"  was  announced  recently  by  Secretary  of 
Defense  Louis  Johnson. 

The  new  medical  journal,  scheduled  for  monthly 
publication  beginning  with  the  January,  1950,  issue, 
will  replace  the  "Bulletin  of  the  U.  S.  Army  Medi- 
cal Department"  and  the  "U.  S.  Naval  Medical  Bulle- 
tin." The  Air  Force,  whose  separate  medical  depart- 
ment was  created  last  July,  has  not  had  a  similar 
journal. 

General  policies  for  the  guidance  of  the  publica- 
tions will  be  established  by  Dr.  Richard  L.  Meiling, 
Director  of  Medical  Services,  with  operations  car- 
ried out  through  a  newly-created  Armed  Forces 
Medical  Publications  Agency,  which  has  been  as- 
signed to  the  Navy's  Bureau  of  Medicine  and  Sur- 
gery.   

General  Biiss  Announces  Army   Internship 
Appointments 

One  hundred  and  ninety  senior  medical  students 
have  been  appointed  to  Army  internships  beginning 
next  July  1,  Major  General  R.  W.  Bliss,  the  Army 
Surgeon '  General,  has  announced.  They  represent 
the  Army's  selections  out  of  the  1014  candidates 
who  applied  for  both  Army  and  Air  Force  intern- 
ships. 

Major  General  Malcolm  C.  Grow  Retires 
From  x\ir  Force 

Major  General  Malcolm  C.  Grow,  Surgeon  Gen- 
eral of  the  U.  S.  Air  Force,  retired  on  November 
30  after  more  than  thirty-one  years  of  military 
medical  service.  He  is  being  succeeded  as  Surgeon 
General  by  Major  General  Harry  G.  Armstrong, 
Deputy  Surgeon  General.  Brigadier  General  Dan 
Clark  Ogle,  Special  Assistant  to  the  Surgeon  Gen- 
eral, will  become  Deputy  Surgeon  General. 


Schering    Clinical    Research   Division   Appointments 

The  appointment  of  W.  Alan  Wright,  M.D.  and 
Norman  L.  Heminway,  il.D.  to  newly  created  posi- 
tions of  Associate  Director  of  Clinical  Research  has 
been  announced  by  Mr.  Francis  C.  Brown,  president 
of  Schering  Corporation,  pharmaceutical  manufac- 
turers of  Bloomfield,  N.  J. 


New  ways  to  use  dry  skim  milk  in  medical  and 
nutritional  practice  are  told  in  "For  Protein  Plus 
Use  Starlac,"  published  by  the  Consumer  Services 
Department  of  The  Borden  Company.  The  new 
booklet  emphasizes  Starlac's  role  in  normal  as  well 
as  special  diets,  and  includes  a  recipe  section  on  the 
use  of  non-fat  dry  milk  solids  in  numerous  appetiz- 
ing dishes  based  on  three  concentrations  of  tlie 
product. 

Copies  of  the  booklet  may  be  obtained  by  writing 
to  Consumer  Services,  The  Borden  Company,  350 
Madison  Avenue,  New  York  17,  N.  Y. 


PUBLIC  RELATIONS  AND  YOU 
Mrs.  T.  L.  Lee 

KINSTON 

Public  relations  literally  means  our  rela- 
tionship with  the  public.  The  Medical  So- 
ciety can  form  as  many  public  relations  de- 
partments and  employ  as  many  public  rela- 
tions men  as  they  deem  necessary,  but  in 
reality  YOU  are  your  husband's  public  rela- 
tions ambassador. 

In  May,  after  our  state  convention,  I  was 
invited  to  attend  the  meeting  of  the  Auxil- 
iary to  the  South  Carolina  Medical  Society 
at  Myrtle  Beach.  Dr.  Pressly,  the  American 
Medical  Association's  General  Practitioner  of 
the  Year,  was  there  and  spoke  to  us.  He 
brought  out  in  his  talk  how  important  it  is 
for  the  doctor's  wife  to  aid  a  patient  in  lo- 
cating the  doctor  and  how  much  it  is  appre- 
ciated when  the  doctor's  wife  calls  back  to 
say  that  she  has  located  the  doctor  and  about 
how  soon  the  patient  can  expect  him.  So  you 
see,  we  must  live  our  public  relations.  As  I 
said  in  my  inaugural  remarks,  "Let  them  be 
so  entwined  in  your  daily  living  that  they 
will  never  be  recognized  as  such." 

Dr.  Bortz,  in  his  report  to  the  House  of 
Delegates  in  January,  said :  "The  Auxiliary 
is  now  beginning  to  assume  its  rightful  role. 
It  represents  probably  our  most  effective  in- 
strument in  the  field  of  Public  Relations, 
which,  unfortunately,  has  been  most  neg- 
lected." Only  when  each  of  us  realizes  the 
importance  of  relating  ourselves  personally 
to  the  correlating  of  the  medical  problems  of 
the  physician  and  laity  shall  we  be  an  effec- 
tive liaison  between  them. 

Because  of  political  results  our  public  re- 
lations target  has  been  selected  for  us  this 
year.  It  has  been  written,  "1949  finds  Medi- 
cine at  the  crossroads — confronted  with  the 
dangers  of  surrendering  to  government  con- 
trol or  of  organizing  as  they've  never  done 
before  to  expose  the  nature  of  political  medi- 
cine, and  to  fight  it."  As  I  am  sure  all  of  you 
know,  the  A.  M.  A.  is  putting  on  an  educa- 
tion campaign — voluntary  health  insurance 
against  compulsory  health  insurance.  The 
team  of  Whitaker  &  Baxter  is  directing  it.  I 
had  the  pleasure  of  meeting  these  two  very 
attractive  people  while  I  was  attending  the 
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National  Convention  in  Atlantic  City  in  June. 
In  private  life  they  are  Mr.  and  Mrs.  Clem 
Whitaker.  They  are  a  very  charming  couple 
and  have  the  interests  of  the  medical  profes- 
sion at  heart,  I  believe.  Both  of  them  spoke 
to  the  Auxiliary  at  a  luncheon  meeting  on 
Tuesday.  I  wish  all  of  you  could  have  been 
there.  They  were  really  wonderful  speakers ! 
They  praised  the  Auxiliary  for  the  fine  help 
given  them  all  over  the  country  in  getting 
different  organizations  to  pass  resolutions 
and  go  on  record  opposing  compulsory  health 
insurance.  I  had  a  very  guilty  feeling,  be- 
cause I  knew  I  had  done  very  little  if  any- 
thing. Are  YOU  doing  what  you  can?  We 
have  been  asked  to  help  with  this  campaign. 
The  A.  M.  A.  has  sent  out  an  S.  0.  S.  to  you 
and  to  me. 

The  medical  profession  (of  which  more 
than  143,000  out  of  202,516  doctors  are  mem- 
bers of  the  A.  M.  A.)  needs  our  help.  This  is 
our  one  chance  to  prove  our  worth  as  an 
organization.  We  must  not  fail  them !  D-Day 
is  here.  Do  day  to  you. 

You  have  heard  it  said,  perhaps,  that  this 
is  not  our  job.  If  not,  whose  is  it?  We  have 
more  at  stake  than  most  people.  It  is  our  hus- 
band's profession  that  is  being  attacked.  I 
know  we  are  living  at  a  time  when  we  grab 
a  bite  to  eat,  catch  a  train  (or  plane),  rush 
for  groceries ;  you  have  so  little  time.  But 
who  is  more  interested  in  the  health  of  the 
American  people  than  the  American  doctor 
and  his  wife?  Who  cares,  if  we  don't,  if  our 
children  are  to  be  "saddled  with  a  scheme 
whereby  those  closer  to  the  grave  fasten 
themselves  to  the  paychecks  of  those  closer 
to  the  cradle  and  ride  pigg>^-back  toward  the 
grave"  ?  This  is  more  than  a  medical  issue ; 
it  is  a  threat  to  freedom — the  foundation  on 
which  this  country  was  built. 

I  received  a  letter  from  a  Siianish-Ameri- 
can  war  veteran  who  is  in  the  Veterans  Hos- 
pital in  Columbia.  S.  C.  He  wrote:  "This  hos- 
pital is  a  big  step  toward  socialized  medi- 
cine. Veterans  come  Here  to  get  good  service 
and  treatment  free  of  cost  to  them.  When 
members  of  their  families  come  to  see  them 
and  see  what  they  are  getting  without  cost 
to  them,  the  whole  family  would  like  to  be 
in  the  same  position,  and  socialized  medicine 
will  promise  them  that,  whether  they  are 
able  to  furnish  it  or  not." 

I  can  not  understand  how  people  get  the 
idea  that  they  will  get  "free  care"  under  the 


system  of  compulsory  health  insurance  which 
Mr.  Ewing  proposes.  Someone  has  to  pay  for 
that  care.  There  was  an  old  colored  preacher 
once  who  preached  a  sermon  on  "Salvation  Is 
Free."  He  said  "Salvation  is  free!  It  costs 
you  nothing.  It  is  as  free  as  water.  You  can 
go  down  to  the  river  of  Salvation,  get  down 
on  your  knees  and  drink  your  fill.  It  costs 
you  nothing!"  Immediately  following  his  ser- 
mon the  old  preacher  passed  the  collection 
plate.  The  first  brother  to  whom  he  passed 
it  said,  "You  said  'Salvation  is  free.'  Now 
how  come  we  got  to  pay  for  it?  I  ain't  giving 
you  nairy  a  cent."  To  this  the  old  preacher 
replied,  "'Tain't  the  salvation  you  is  paying 
for;  'tis  the  piping  it  to  you  that  costs." 

You  can  reason  people  out  of  the  danger- 
ous delusion  that  the  government  has  any 
source  of  income,  apart  from  its  citizens' 
own  pocketbooks,  with  which  to  finance  med- 
ical service.  The  tax-paying  citizens  will  do 
well  to  heed  Mr.  Herbert  Hoover's  advice, 
given  on  his  seventy-fifth  birthday.  He 
pointed  out  that  1  out  of  every  22  Americans 
now  draws  his  pay  from  the  government. 
Twenty  years  ago  the  ratio  was  1  to  40,  and 
in  the  early  days  of  this  country's  history  it 
^^as  1  to  120.  He  says  that  the  average  Amer- 
ican now  works  61  days  a  year  to  support  the 
government,  and  that  the  proposed  additional 
spending  would  increase  this  time  by  20  days. 
Mr.  Hoover  speaks  from  experience  and  from 
long  and  intimate  contact  with  government 
problems. 

Dr.  Sensenich,  last  year's  president  of  the 
American  Medical  Association,  said  that  it 
is  impossible  to  have  government  medicine 
without  bringing  a  third  party  into  the  doc- 
tor-patient relationship.  The  proposed  legis- 
lation, says  Dr.  Sensenich,  puts  at  least  eight 
government  agencies  between  you  and  your 
doctor.  They  will  make  the  rules  for  both 
the  patient  and  the  doctor.  You  and  I  know 
they  will  get  their  part  of  the  medical  care 
dollar.  The  government  can  do  nothing  for 
the  American  people  in  the  field  of  health 
insurance  that  they  can't  do  better  and 
cheaper  for  themselves. 

We  are  not  only  trying  to  defeat  a  bill ; 
we  are  offering  an  alternative — voluntary 
health  insurance.  There  are  5-5  million  Amer- 
icans (June,  1949,  figures)  now  insured 
against  the  cost  of  hospitalization,  31  mil- 
lion against  the  loss  of  income  due  to  illness, 
26  million  against  surgical  expense,  and  9 
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million  against  medical  expense.  This  repre- 
sents the  most  rapid  rate  of  growth  of  pre- 
paid medical  insurance  on  a  voluntary  basis 
that  the  world  has  ever  known.  This  answers 
the  President's  request,  but  it  isn't  compul- 
sory. 

The  Hospital  Care  Association  has  just 
announced  a  complete  new  health  service. 
You  should  be  informed  on  this  and  be  able 
to  tell  your  friends  and  neighbors  about  the 
benefits.  Anyone  who  can  afford  a  package 
of  cigarettes  a  day  can  afford  voluntary 
health  insurance.  As  I  said  in  my  inaugural 
remarks,  you  in  your  own  quiet  influential 
way  can  do  much  to  combat  political  com- 
pulsion in  medicine.  When  you  influence  a 
person  to  buy  voluntary  health  insurance 
you  are  not  only  combatting  socialized  medi- 
cine but  you  are  helping  him  or  her  to  better 
health — the  American  way!  Each  time  the 
government  reaches  out  and  gets  control  of 
something  it  is  tightening  our  (pardon  my 
expression)  belly-band  of  freedom.  No  one 
should  be  better  qualified  to  tell  the  story  of 
the  threat  to  American  medicine  than  the 
doctor's  wife. 

Your  friend  may  ask  you  where  the  idea 
of  socialized  medicine  came  from  anyway. 
You  can  tell  her  or  him  that  it  is  no  more 
American  than  Vodka  or  limburger  cheese. 
It  was  born  in  Germany  under  Bismarck's 
regime,  flowered  under  the  Kaiser,  and  com- 
pleted its  cycle  under  Hitler.  It  has  spread 
to  Russia,  France,  and  now  to  Great  Britain. 
Upon  Mr.  Bevin's  return  to  England  after 
his  visit  to  America  in  June,  he  predicted 
that  the  United  States  would  follow  Britain's 
example  and  turn  to  socialism.  He  said,  "The 
same  political  developments  which  have  taken 
place  in  Britain — the  trend  to  the  left — will 
come  about  in  the  U.  S."  We  should  be  as 
grimly  determined  not  to  let  this  prediction 
come  true  as  Mr.  Oscar  Ewing  seems  de- 
termined to  bring  socialized  medicine  from 
sick  Britain  to  the  healthy  United  States. 

Senator  Murray  himself  even  admits  that 
"No  country  has  better  medical  care  than 
the  U.  S."  The  demand  for  compulsory  health 
insurance  has  paralleled  the  recent  progress 
in  medical  science  and  the  growth  of  private 
insurance. 

The  National  Bureau  of  Vital  Statistics 
figures  for  1947  indicate  a  new  record  low 
maternal  mortality  rate  of  1.3  per  thousand 
live  births.  In  1933  the  rate  of  6.2  placed  this 


country  eleventh  among  leading  nations. 
Since  then  the  drop  to  1.3  (a  79  per  cent  re- 
duction) has  undoubtedly  raised  the  rank  of 
the  United  States  to  first  place,  or  close  to 
first  place,  according  to  the  Journal  of  the 
American  Medical  Association.  The  North 
Carolina  maternal  mortality  rate  in  1947  was 
1.7.  Point  this  out  to  your  young  women  ac- 
quaintances. This  demand  for  compulsory 
health  insurance  has  spread  with  prairie-fire 
speed  since  the  passage  of  the  Social  Se- 
curity Act  in  1935,  and  its  extension  in  1939. 
Senators  Murray,  Wagner,  Pepper  and  Din- 
gell  have  been  generally  "the  drum  beaters 
for  political  medicine." 

There  is  greater  cause  for  fear  and  a 
greater  need  for  constant  and  intelligent  vig- 
ilance today  than  ever  before  if  the  indepen- 
dence of  medicine  is  to  be  preserved.  The 
American  people  (whose  health  they  are  tink- 
ering with)  will  never  tolerate  a  system  of 
medical  care  that  emanates  out  of  Washing- 
ton— where  the  5  per  centers  get  in  hot  water 
and  have  "deep-freeze"  trouble  at  the  same 
time — if  they  know  the  facts.  Let  us  see  that 
they  get  the  facts!  Everywhere  socialized 
medicine  has  been  established  it  has  led  to 
inferior  medical  care  and  a  decline  in  na- 
tional health.  This  is  fact,  not  theory.  You 
can  say  to  your  butcher,  your  baker,  your 
banker,  or  your  lawyer,  "You  may  be  next." 
They  are  already  comi^laining  in  England 
about  the  high  cost  of  legal  advice. 

As  one  of  our  projects  this  year,  we  want 
to  see  that  a  copy  of  Fildes's  painting,  "The 
Doctor,"  is  hung  in  every  doctor's  office, 
preferably  framed.  This  idea  was  suggested 
by  Whitaker  and  Baxter  at  the  A.  M.  A.  Con- 
vention, and  also  by  Mr.  Barnes,  executive 
secretary  of  the  State  Medical  Society,  in  a 
letter  to  me  in  June.  Mr.  Whitaker  said  that 
they  had  mailed  40,000  copies,  and  asked  the 
wives  to  get  them  off  the  top  of  their  hus- 
bands' filing  cabinets  and  see  that  they  were 
hung.  I  hope  all  of  you  will  respond  to  this 
request.  The  doctors  are  too  busy  with  their 
job  of  healing  the  sick  to  do  the  footwork, 
but  we  can  do  it  for  them.  Jumbo-sized  pos- 
ters are  available  for  hospitals. 

Whitaker  and  Baxter  will  furnish  any 
amount  of  material  that  we  may  need  if  we 
only  request  it.  The  doctor's  wife  is  at  a  dis- 
advantage. Maybe  we  can  not  get  on  the 
stump  for  voluntary  health  insurance  against 
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compulsory  health  insurance,  but  we  can  dis- 
tribute literature  and  let  out  friends  decide 
for  themselves  which  system  of  medical  care 
they  prefer.  If  you  should  want  a  speech 
written  for  a  certain  group.  Whitaker  and 
Baxter  will  supply  it. 

Tell  your  acquaintances  of  the  national  or- 
ganizations that  have  gone  on  record  oppos- 
ing compulsory  health  insurance.  Three 
great  national  servicemen's  organizations 
have  taken  official  action  against  regimen- 
tation of  the  medical  profession  within  the 
last  three  or  four  weeks — namely,  the  Amer- 
ican Veterans  of  Foreign  Wars,  the 
AMVETS,  and  the  American  Legion  and  its 
Auxiliary,  who  reaffirmed  their  position  at 
a  recent  national  meeting  in  Philadelphia 
as  they  have  done  each  year  since  1945. 

Mr.  Whitaker  says  that  we  are  over  "the 
hump,"  that  we  have  won  a  few  skirmishes, 
but  that  the  campaign  has  really  just  begun. 
The  proponents  of  compulsory  health  insur- 
ance have  delayed  action  on  this  important 
matter.  That  gives  us  time  to  gather  our 
forces  and  be  ready  when  the  big  "push" 
comes.  Whitaker  and  Baxter  have  as  their 
goal  5,000  resolutions  by  December  31.  Are 
YOU  going  to  help  them? 

An  encouraging  fact  is  that  the  Senate,  by 
a  vote  of  60  to  32,  rejected  the  Administra- 
tion's plan  to  create  a  Welfare  Department 
which  would  have  consolidated  federal  health, 
education,  and  welfare  activities.  The  medi- 
cal profession  owes  a  debt  of  gratitude  to  a 
wide  awake  Senate  —  especially  those  who 
consistently  fought  against  passage  of  the 
bill.  Thirty-seven  Republicans  and  23  Demo- 
crats (mostly  from  the  South)  voted  to  junk 
the  President's  plan. 

Be  on  your  toes;  read  the  editorials  in 
the  leading  magazines ;  read  your  daily  pa- 
lmer. You  will  be  surprised  at  what  you  can 
learn  from  reading  your  daily  newspaper 
that  is  important  to  you.  A  little  10  year  old 
English  girl  asked  her  mother  the  other  day 
how  Princess  Elizabeth  knew  she  was  going 
to  have  a  baby.  Before  the  mother  could 
reply,  her  younger  sister  said  "She  can  read, 
can't  she?  It  was  in  all  the  papers." 

The  effectiveness  of  our  public  relations 
]n-ogram  depends  on  the  information  that 
each  of  us  can  give  when  the  opportune  mo- 
ment arrives.  Be  sure  you  know  the  facts, 
and  at  every  opportunity — across  the  bridge 
table,  at  your  beauty  parlor,  wherever  there 


are  people — exert  your  influence.  As  Dr.  Da- 
vis, our  Advisory  Board  chairman,  said  to 
us  in  Pinehurst,  "Your  laurels  are  not  to 
be  rested  on — but  to  proceed  on." 

Good  public  relations,  like  good  health, 
cannot  be  maintained  by  a  passive  attitude ; 
it  requires  constructive  activity.  It  needs  the 
vigilance  and  leadership,  not  only  of  our 
Public  Relations  Chairman,  Mrs.  C.  D. 
Thomas,  but  of  every  member  of  the  Aux- 
iliary. 

It  has  been  said,  "Where  women  associate 
with  men  in  serious  matters,  both  will  grow 
stronger  and  the  world's  work  will  be  better 
done." 


BOOK  REVIEWS 


An  Atlas  of  Amputations.  By  Donald  B. 
Slocum,  M.D.,  M.S.,  Orthopaedic  Surgeon, 
Sacred  Heart  General  Hospital,  Eugene, 
Oregon;  Branch  Consultant  in  Orthopaedic 
Surgery,  U.  S.  Veterans  Administration; 
formerly  Chief  of  the  Amputation  Section, 
Walter  Reed  General  Hospital,  Washing- 
ton, D.  C.  562  pages,  with  564  illustrations. 
Price,  $20.00.  St.  Louis:  The  C.  V.  Mosby 
Company,  1949. 

In  this  excellently  written  book  the  author  states 
that  no  attempt  has  been  made  to  create  an  encyclo- 
pedia of  amputation  subjects;  but,  drawing  upon  his 
extensive  knowledge  and  experience  in  this  field, 
he  has  practically  produced  just  this. 

For  convenience,  clarity,  and  readability  the  book 
has  been  divided  into  four  sections.  The  first,  "Ori- 
entation," deals  with  the  definition,  indications,  and 
objectives  of  amputation  surgery.  In  the  second 
portion,  "Surgical  Considerations"  are  presented  in 
an  orderly,  concise  and  complete  fashion.  Thes" 
considerations  include  factors  relative  to  wound 
healing,  treatment  of  the  individual  tissues  in  both 
open  and  closed  type  amputations,  surgical  prena- 
ration  and  anesthesia  peculiar  to  amputation  sur- 
gery. In  "Surgical  Techniques,"  the  third  section, 
operative  methods  for  both  open  and  closed  tvoes 
of  amputations  at  each  level  are  discussed,  and  the 
final  closure  in  open  amputations  is  described.  In 
the  fourth  section,  "The  Convalescent  Period,"  which 
comprises  the  latter  half  of  the  book,  complications 
of  the  final  stump  are  discussed;  mechanisms  of  the 
normal  and  amputee  gait  are  photographically  illus- 
trated; prostheses  and  the  mechanical  principles 
underlying  their  construction  are  described:  phvsical 
medicine  in  retraining  the  upper  and  lower  extrem- 
ity amputee  is  discussed;  and  a  word  concerning 
the  amputee's  participation  in  sports  is  included. 

It  is  the  author's  desire  to  stress  throughout  the 
importance  of  function  in  a  severed  stump,  and  the 
fact  that  the  course  of  amputation  surgerv  does 
not  terminate  with  closure  of  the  wound  but  ex- 
tends through  the  fitting  of  the  artificial  limb  and 
the  successful  rehabilitation  of  the  patient.  This 
book  will  prove  a  valuable  addition  to  the  library 
of  anyone  who  does  amputation  surgery. 
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The  Compleat  Pediatrician.  By  W.  C. 
Davison,  M.D.,  Professor  of  Pediatrics, 
Duke  University  School  of  Medicine.  Ed.  G. 
Price,  $4.75.  Durham,  N.  C:  Duke  Uni- 
versity Press,  1949. 

For  those  familiar  with  previous  editions  of  this 
book,  no  review  is  necessary.  In  addition  to  the  de- 
tailed information  on  diseases  of  children,  differ- 
ential diagnosis,  and  correlation  of  laboratory  data 
and  therapy,  there  is  a  valuable  compilation  of  es- 
sential data  on  growth  and  development  of  normal 
children,  as  well  as  sections  on  diet,  pediatric  nurs- 
ing, laboratory  procedures,  and  interpretation.  The 
book  has  been  revised  to  contain  additional  practi- 
cal information  from  2400  recent  articles  selected 
from  the  pediatric  literature.  Like  the  preceding- 
editions,  this  revision  contains  no  useless  informa- 
tion. It  is  recommended  to  all  students  and  practi- 
tioners, and  is  a  "must"  for  pediatricians. 


Cardiovascular  Disease  —  Fundamentals, 
Differential  Diagnosis,  Prognosis  and 
Treatment.  By  Louis  H.  Sigler,  M.D., 
F.A.C.P.,  Attending  Cardiologist  and  Chief 
of  Cardiac  Clinic,  Coney  Island  Hospital; 
Consulting  Cai'diologist,  Rockaway  Beach 
Hospital;  Consulting  Cardiologist,  Menorah 
Home  and  Hospital  for  the  Aged.  551 
pages  with  149  illustrations.  Price,  $10.00. 
New  York:   Grune   and   Stratton,   1949. 

This  book  is  well  organized,  well  written,  and 
easy  to  read  and  understand.  The  material  is  pre- 
sented in  logical  sequence,  and  for  the  most  part 
the  views  expressed  are  those  which  are  most  wide- 
ly accepted. 

This  book's  contents  include  the  general  incidence 
and  etiology  of  cardiovascular  disease;  the  anatomy 
and  physiology  of  the  cardiovascular  system;  car- 
diac and  great  vessel  enlai'gement;  heart  rate  and 
rhythm;  hea)-t  sounds  and  murmurs;  arterial  and 
venous  pulse,  arterial  and  venous  blood  pressure; 
subjective  manifestations  of  heart  disease;  heart 
failure,  angina  pectoris,  Adams-Stokes  syndrome, 
shock;  arterial  hypertension,  hypertensive  heart 
disease,  hypotension,  pulmonary  vascular  hyperten- 
sion, cor  pvilmonale;  diseases  of  the  systemic  blood 
vessels;  coronary  occlusion  and  myocardial  infarc- 
tion; diseases  of  the  aorta;  rheumatic  fever  and 
rheumatic  heart  disease;  bacterial  endocarditis; 
chronic  cardiovascular  disease;  disease  of  the  peri- 
cardium and  myocardium;  congenital  heart  disease; 
cardiovascular  abnormalities  in  the  endocrinopathies 
and  in  avitaminosis;  psychosomatic  cardiovascular 
abnormalities;  and  pregnancy  and  surgery  in  cardi- 
ovascular disease. 

The  information  presented  is  well  worth  while, 
and  this  book  should  serve  as  a  valuable  aid  in  the 
management  of  cardiovascular  disease. 


New  and  Nonofficial  Remedies,  1949.  Coun- 
cil on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  805  pages. 
Price,  $.3.00.  Philadelphia:  .T.  B.  Lippincott 
Co.,  1949. 

Each  year  the  Council  on  Pharmacy  and  Chemis- 
try, a  standing  committee  appointed  by  the  Board 
of  Trustees  of  the  American  Medical  Association, 
supervises  the  publication  of  this  book,  which  de- 
scribes "pharmaceutic  and  drug  substances  if  they 
have  originality  or  other  important  qualities  which, 
in  the  .iudgment  of  the  Council,  entitle  them  to  such 
place;  official  pieparations  concerning  which  the 
Council  deems  the  medical  profession  not  yet  fully 
informed;  or  any  other  article  the  inclusion  of  which 
is  believed  to  give  useful  information  to  the  physi- 
cian." 

Certain  regulations  govern  the  admission  of  ar- 
ticles to  the  N.  N.  R.:  (a)  the  quantitative  compo- 
sition of  the  article  must  be  made  known,  (b)  pro- 
cedures for  determining  the  composition  or  stand- 
ardization must  be  furnished,  (c)  articles  promoted 
by  direct  advertising  to  the  public  usually  are  ex- 
cluded, (d)  therapeutic  claims  must  be  confined  to 
those  accepted  by  the  Council,  (e)  trademark  names 
are  accepted  only  under  certain  conditions,  (f)  reg- 
ulations of  the  Council  regarding  patents  must  be 
met,  and  (g)  acceptance  of  an  article  must  be  in 
the  best  interest  of  medicine  and  the  public. 

Among  the  various  items  of  information  about 
prepaiations  included  in  the  book  are  a  discussion 
of  the  actions  and  uses,  dosage,  toxicity,  firms 
offering  the  drug  for  sale,  and  the  dosage  forms. 

To  those  physicians  acquainted  with  N.  N.  R.,  no 
further  word  of  recommendation  is  necessary.  Those 
physicians  not  acquainted  with  the  book  will  find 
it  a  constant  source  of  reliable  and  practical  in- 
formation. 


Annual  Reprint  of  the  Reports  of  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association,  1948.  Chi- 
cago: American  Medical  Association  Press, 
1949. 

This  book  contains  the  published  and  previously 
unpublished  reports  of  the  Council  on  therapeutic 
preparations  and  their  uses.  The  reports  represent 
the  results  of  extensive  investigations  and  an  un- 
biased evaluation  of  the  usefulness  of  given  prepa- 
rations. Some  of  the  topics  discussed  in  this  edition 
are:  "Human  Serum  Albumin  in  Nephrosis,"  "Ex- 
cessive Concentrations  of  Solutions  Sodium  Ascor- 
bate  Not  Acceptable,"  "Metopon  Hydrochloride," 
"Reduction  of  Infectivity  of  Certain  Pathogenic 
Bacteria  by  'Mercurochrome',"  "Protein  Hydroly- 
sates,"  and  "The  Status  of  Penicillin  in  the  Treat- 
ment of  Syphilis." 

Since  these  reports  represent  an  authoritative 
evaluation  of  many  therapeutic  problems  confiont- 
ing  the  physician,  they  should  be  of  considerable 
interest  to  those  in  the  profession. 


DucL'iiiber,   VJ-l'.) 
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Clinical    Auscultation    of    the    Heart.     By 

Samuel  A.  Levine,  M.D.,  Clinical  Professor 
of  Medicine,  Harvard  Medical  School;  Phy- 
sician, Peter  Bent  Brigham  Hospital;  and 
W.  Proctor  Harvey,  M.D.,  Research  Fellow 
in  Medicine,  Harvard  Medical  School;  As- 
sistant in  Medicine,  Peter  Bent  Brigham 
Hospital.  327  pages  with  286  figures.  Price, 
$6.50.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1949. 

'  This  excellent  and  practical  book  has  come  at  a 
most  opportune  time.  The  use  of  accessory  labora- 
tory procedures  in  the  study  of  cardiac  abnormali- 
ties has  come  to  be  stressed  more  than  the  funda- 
mental principles  of  physical  diagnosis.  While  the 
importance  of  the  electrocardiogram  and  the  phono- 
cardiogram  cannot  be  minimized,  the  authors  have 
carefully  stressed  the  impor-tance  of  physical  exam- 
ination and  auscultation  as  a  component  of  diagno- 
sis. 

The  book  is  divided  into  four  general  sections: 
(1)  normal  heart  sounds  and  variations,  (2)  the 
cardiac  irregularities,  (3)  cardiac  murmurs,  and  (4) 
miscellaneous  auscultatory  findings.  The  authors 
have  drawn  from  their  wide  clinical  experience,  cor- 
relating throughout  the  auscultatory  findings,  the 
electrocardiogram,  and  the  phonocardiographic 
findings.  The  book  represents  an  excellent  example 
of  the  proper  utilization  of  our  knowledge  in  the 
light  of  newer  developments  in  the  study  of  diseases 
of  the  circulation  and  cardiology.  It  is  of  value  to 
all  students  and  practitioners  of  medicine. 


Symptoms  in  Diagnosis.  By  Jonathan 
Campbell  Meakins,  M.D.,  F.A.C.P.  Ed.  2. 
542  pages.  Price,  $7.50.  Baltimore:  Wil- 
liams and  Wilkins   Company,  1948. 

At  a  time  when  the  pathologic  physiology  of  dis- 
ease has  its  emphasis  in  the  multiple  diagnostic 
studies  which  are  available  to  most  diagnosticians, 
the  author  stresses  the  importance  of  history  tak- 
ing and  a  detailed  analysis  of  symptoms.  All  too 
often  the  symptomatology  of  the  disease  is  under- 
estimated. This  book  is  a  worthwhile  reminder  that 
a  conscientious  effort  on  the  part  of  the  physician 
in  history  taking  and  physical  examination  will  suf- 
fice to  make  an  accurate  diagnosis  in  about  50  per 
cent  of  the  cases,  and  in  the  remaining  instances 
will  serve  to  point  out  what  other  studies  may  be 
indicated.  Often  such  an  effort  will  result  in  a  con- 
siderable saving  of  time  and  money  to  the  patient, 
who  otherwise  becomes  the  victim  of  the  "general 
work-up"  and  numerous  unnecessary  laboratory  pro- 
cedures. 

The  symptomatology  and  disturbed  physiology 
leading  to  the  presenting  complaints  of  the  patient 
and  his  subsequent  history  of  disease  are  presented 
in  ten  chapters  covering  the  various  body  systems. 
The  material  is  not  presented  as  an  exercise  in  dif- 
ferential diagnosis,  but  rather  as  a  well  integrated 
study  in  pathologic  physiology  and  symptomatology. 
This  book  is  excellent  for  clinical  review,  and  is 
recommended  to  students  and  practitioners  of  med- 
icine alike. 


Medicine  Throughout  Antiquity.  By  Benj- 
amin Lee  Gordon,  M.D.,  Member  American 
Association  of  the  History  of  Medicine;  At- 
tending Ophthalmologist  to  Shore  Me- 
morial Hospital,  Somers  Point,  New  Jer- 
sey, and  to  Atlantic  County  Hospital  for 
Tuberculous  Diseases  and  Atlantic  County 
Hospital  for  Mental  Diseases,  Northfield, 
N.  J.;  Authorized  Medical  Examiner  for 
Civil  Aeronautics  Administration,  Dept.  of 
Commerce,  Washington,  D.C.  Foreword  by 
Dr.  Max  Neuburger.  816  pages,  157  illus- 
trations. Price,  $6.00.  Philadelphia:  F.  A. 
Davis,  Publishers,  1949. 

In  a  readable  and  interesting  fashion,  the  author 
gives  an  accurate  history  of  medicine  from  prehis- 
toric time  to  the  Greco-Roman  period,  which  ended 
in  476  A.D.  In  his  preface,  the  author  states  that 
"the  purpose  of  this  book  is  to  present  an  historical 
resume  of  medicine  as  it  was  conceived,  developed, 
and  practiced  by  the  various  peoples  of  antiquity." 

References  listed  at  the  end  of  each  chapter  show 
the  vast  amount  of  material  which  the  author  has 
used  as  sources  for  his  information.  The  numerous 
illustrations,  gathered  from  many  places,  add  to 
the  interest  of  the  volume. 

The  layman,  as  well  as  physicians  and  others  con- 
nected with  the  medical  profession,  will  enjoy  and 
benefit  from  reading  this  history  of  medicine. 


Bronchiogenic  Carcinoma  and  Adenoma.  By 

B.  M.  Fried,  M.D.,  306  pages  with  18  tables 
and  3  charts.  Price,  $6.00.  Baltimore:  The 
Williams    and   Wilkins    Company,    1948. 

This  volume  is  concerned  with  bronchiogenic  car- 
cinoma, bronchiogenic  adenoma,  and  neurogenic  and 
terato-dermoid  tumors  of  the  mediastinum.  The 
work  represents  extensive  studies  based  on  clinical 
and  postmortem  material. 

Chapters  are  devoted  to  incidence,  pathologic 
anatomy,  etiology,  metastases,  clinical  manifesta- 
tions, laboratory  methods  of  diagnosis,  and  treat- 
ment. The  refei'ences  that  appear  at  the  end  of  each 
chapter  may  serve  as  a  guide  to  the  reader  who 
wants  to  seek  further  information. 

The  \'olume  is  well  written  and  contains  excellent 
illustrations.  It  should  be  a  valuable  addition  to  the 
physician's  library. 


Handbook  of  Materia  Medica,  Toxicology, 
and  Pharmacology.  By  Forrest  Ramon 
Davison.  Ed.  4,  "730  pages.  Price,  $8.50. 
St.  Louis:  The  C.  V.  Mosby  Co.,  1949. 

This  new  edition  of  a  well  known  text  carries  on 
the  purpose  of  the  first  edition — to  present  as  con- 
cisely as  possible  essential  information  about  drugs 
for  the  student  and  physician.  The  book  has  been 
brought  up  to  date  by  the  inclusion,  among  other 
new  items,  of  aureomyein,  antihistaminic  agents, 
BAL,  new  antimalarial  drugs,  blood  fractions,  and 
radioactive  phosphorus. 
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Electrocardiographic  Technique.  A  Man- 
ual for  Physicians,  Nurses  and  Technicians. 

By  Kui-t  Schnitzer,  R.T.,  M.D.,  87  pages, 
illustrated.  Price,  $3.50.  New  York:  Grune 
&  Stratton,  1949. 

This  short  book,  which  deals  exclusively  with 
electi'ocardiographic  technique,  is  written  in  simple 
terms  that  can  be  understood  easily  by  technicians 
untrained  in  medical  terminology.  A  simplified 
concept  of  the  circulatory  system  and  the  basic 
principle  of  the  string  galvanometer  is  presented. 
Excellent  illustrated  directions  for  taking  all  pos- 
sible types  of  leads  are  given. 

A  particularly  useful  section  of  this  book  deals 
with  artefacts  of  the  electrocardiogram,  their  dif- 
ferentiation from  actual  pathologic  patterns,  and 
their  elimination.  No  attempt  is  made  to  discuss 
electrocardiographic  interpretation. 


3n  Mtmavmm 


Shearer's    Manual   of   Human    Dissection — 

Edited  by  Charles  T.  Tobin,  Ph.D.,  Associ- 
ate Professor  of  Anatomy,  University  of 
Rochester  School  of  Medicine  and  Dentis- 
try. Ed.  2,  286  pages  with  79  illustrations. 
Price,  $4:50.  Philadelphia:  The  Blakiston 
Company,  1949. 

This  book  is  a  very  useful  guide  for  any  dissector 
to  follow.  It  should  be  especially  useful  to  the  stu- 
dent or  physician  taking  a  refresher  course  who 
has  the  opportunity  of  dissecting  a  body  without 
the  services  of  a  full-time  instructor. 

The  paragraphing  and  the  use  of  heavy  type  have 
greatly  increased  the  usefulness  of  this  manual. 


THOMAS  LESLIE  LEE,  M.D. 

Thomas  Leslie  Lee  was  a  gentleman,  a  physician, 
and  a  scholar.  His  death  is  a  loss  to  the  state  of 
North  Carolina  and  every  citizen  therein.  His  integ- 
rity was  of  the  highest  caliber.  Whether  in  the  prac- 
tice of  medicine,  public  activity,  or  professional 
licensure,  he  stood  steadfast  for  an  upright,  honest, 
fair  deal  for  every  individual.  He  resented  the 
spineless  wavering  of  those  without  integrity.  He 
yielded  to  no  one  for  personal  favor  or  gain,  but 
would  share  position,  prestige,  and  pecuniary  re- 
ward with  both  the  worthy  and  unfortunate.  Leslie 
Lee  was  a  public  spirited  leader  in  the  medical  pro- 
fession, in  the  American  Cancer  Society,  and  in 
maternal  welfare  throughout  the  state  of  North 
Carolina. 

Born  in  Kinston,  North  Carolina,  May  24,  1901, 
the  son  of  Thomas  Richard  Lee  and  Dora  Bland 
Lee,  he  attended  public  schools  in  Lenoir  County, 
Washington-Lee  University,  and  then  graduated 
from  the  Medical  College  of  Virginia  in  192(5.  Soon 
thereafter  he  began  the  practice  of  the  specialty  of 
obstetrics  and  gynecology  and  was  a  charter  mem- 
ber of  the  North  Carolina  Obstetrical  and  Gyneco- 
logical Society,  as  well  as  of  the  American  Medical 
Association.  He  was  a  fellow  of  the  American  Col- 
lege of  Surgeons,  and  a  diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology.  As  a  member 
of  the  North  Carolina  State  Cancer  Committee  for 
six  years  and  its  chairman  since  1946,  he  exhibited 
vision,  fortitude,  and  determination,  to  promote 
cancer  control  for  the  welfare  of  all  of  the  people 
of  his  state. 

Ivan   Proctor,   M.D.,   Director 
Division  of  Cancer  Control, 
N.  C.   State  Board  of  Health 


The  Keeley  Institute      Greensboro,  North  Carolina 


ALCOHOLISM  TREATED  AS  A  DISEASE  -Over  50  years  experience -Male  patients 

exclusively -Mental  cases  not  accepted.    No  patient  locked  up  or  forced  to  take  treatment. 

Experienced  physicians'  counseling  is  designed 

for  maintenance  of  sobriety  after  rehabilitation. 

Reservations  by  Telephone  2-4413,  Greensboro,  North  Carolina.  Postoffice  Box  29. 


A.    F.    FORTUNE,    M.    D  ,   MEDICAL    DIRECTOR 


BEN    F.    FORTUNE,    M.    D.,  ASSOCIATE    MEDICAL    DIRECTOR 
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January    Pages       1  to     48 

February Pages     49  to     92 

March Pages     93  to  152 

April   Pages  153  to  228 

May     Pages  229  to  292 

June     Pages  293  to  336 

July     Pages  337  to  392 

August    ; Pages  393  to  468 

September    Pages  469  to  528 

October     Pages  529  to  576 

November    Pages  577  to  624 

December    Pages  625  to  682 


KKV    TO    ABBKF.VIATIONS 


Aux — Auxiliary 

C — Correspondence 

C&O — Committees    a.nd    Organizations 

CPC — C'linicopatliolosio   Conference 

PiM — President's   Message 


TS— Tliumlinail   Slietdies  of 

Eminent    Pliysicians    or 
Chapters   in   the   Historj-   of 
Tlioraeic  Surgcrj' 


Apple.   E.   D.,   281— C 

Bangs',  A.  N.,  330— C 
Baxley,  R.  D.,  213,  479 
Beeston,  K.  G.,  384 — C 
Bender,  J.  R.,  532 
Benton,   G.  R.,  Jr.,   120.  584 
Berryhill,  V,\  R.,  38— C 
Bird,   I.,   58 
Blake,  E.  M.,  309 
Boyette.   D.   P.,    132 
Bradley,   C.   D.,   343 
Bradshaw,  H.  H.,  484 
Bra\vner,    H.   P.,    198 
Breeden,   W.  H.,  27 
Brenizer,  A.  G.,  Jr.,   257 
Brewer.  J.  S.,  12 
Brill,   N.  Q.,  100 
Bunvell.  J.  C.  Jr.,   030 
I!ur^vell,   W.   B..   045 

Carpenter,  C.  C,  594 
Cayer,   D..    22 
Cecil,  A.  B.,  Jr.,  199 
Chapman,  E.  J.,   ooi 
Clark,   M.  S.,   580 

Davis,   C.   B..   30.   382— C&O 
D.avis.  J.   W.,   320;    004 — C 
Davison.   W.   C,   136— TS 
Deaton.  Vf.  R..  Jr.,   481. 
De  Camp.  L..   553 
Dees.  ,S.  C,   034 
Dillard,   P.  H..   594 
Donnelly,   J.   F.,   09 
Dorenbusch.  A.  A.,  72 
Dunn,  R.  B.,  550 

Easley,  E.  B.,  7 

Edgerton,   G.  S..   559 

Eldridse,   Mrs.   C.   1'..    149— Aux 

Flo\ver,  A.  H.,  Jr..  470 
Flrthe,  W.   H.,   040 
Forbes,    G.   E..    201,    304 
Forbus,  W.  D..  210— CPC 
Foushee,  J.  C,  479 
Freedman.   A..    473 
Fuller.    F..    025 
Furgurson,   E.  W.,   311 

Gamble,  C.  J..  129 

Gardner.    C.   E..    Jr..    193,    511 

Garrard,  R.   L.,   488 

Gibbs,   S..   54 

Graves,  L.  M..  015— CvO 

Gravson.  R..   492 

Greenhill.   M.   H..  535 

Griffith.   M.   I..   027 

Gwyn,  N.  B.,   494— TS 

Hamilton,    A.   T.,    207,    303 
Hansen-Piniss,  O.  C,  175 
Harrill.   J.   A.,   75 
Hart,  D..  153 
Hart,  V.  K.,  88— Aux 


CONTRIBUTORS 


Hennessy,   H.   R..    30— CS.-0 
lliiitt.  J.   S.,   Jr..   191.   050 
Hi);lito\ver,    F.,    14 
Hill.   M.   D..   38— C 
Hitch.  J.   M..    299 
Hubbard.    F.    C.    38 — C 
Hunter.   R.   J.,    504 — TS 

Ivy,    A.   C,    502 — C 

Johnson,   Mrs.   H.   D..   022— Aux 
Jones,    M.    F..    309 
Judd.   Mrs.   E.   C.    022— .Vux 
Judd,    G.   B.,   303 

Kel.sey,  W.  M..  587 
Kimbrough.  R.  A.,  529 
King,  H,  A..   175 
Knight.    F.   L.,    373 
Koonce,  D.  B..   283 — C&O 
Kni^ibel,  T.  0.,  330— C 

Leake,  C.  D..  398— TS 
Lee.   T.  L..  283 — C 
Lee.   Mrs.   T.   L..    070— .-^ux 
I.ide.   T.   N.,   050 
London,    A.   H..    Jr..    132 
Love,   J.   G..    349 
Lupton,   E.   S..    143— C 

McCutcheon.   ^Y.   B.,    243.    479 

McDaniel.   W.  B..   II.   050- TS 

McMains,    F.   C.    548 

MacMillan,   E.  A.,  545 

McMillan,   R.   L..   22 

MacNider,   W.   deB.,   203— TS;    393 

Magnuson,    H.    J..    577 

Mann,    A.,    141— C&O 

Matthews',   H.   A.,    30,    :is2     CkO 

Mauzy,  C.  H..  5 

Menefee.   E.  F...   Jr..   18  1;    21(i— CPC 

Moodv.    J.    D..    178 

Moise.   D..   335 

Morgan,  H.  J..  293 

Murpliy,   G.  W.,    19; 


1(15 


38 

Nornient.  \V.   I)..   040 
Norton,  J.  V,'.  K..  '283—0 

O'Connell,   VT.    F.,    19 
Oehlbeck.    L.   W.,   02 
Oelrich.   A.   M..   375 
Osborne,   E.   S.,  Jr.,   30 1. 

Pate.   A.  H..   038 
Piitterson,  F.  M.  S..  322 
Pegg,  F.  G..  82.  300— C&O 
Perry,  W.  J..    133 
Postlethwait,    K.    W.,    181 

Ragland.  R.   B..   133 
Randolph.   A.   C.   253 
Rankin,  W.   S..   93 
Raper,  J.  S..    JO 
Reeves.    R.   J..    51 
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Rhodes,  J.  S..  117 
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